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PRbFACE. 

My  object  in  writing  this  book  has  been  to  present  to  our 
profession  a  concise  work  on  the  theory  and  practice  of  medi- 
cine which  shall  be,  so  far  as  possible,  up  to  date.  To  fully 
r^ooomplish  this  aim  is  a  task  which  I  had  not  truly  estimated 
before  the  work  was  undertaken,  else  I  fear  in  the  rush  of  a 
busy  practice  I  might  have  renounced  the  venture.  To  write  a 
bo(^  requires  not  alone  nniuterrupted  opportunity,  but  it  must 
be  done  with  despatch  lest  the  subject  matter  be  out  of  date 
before  the  ink  of  the  publisher  is  dry.  If  my  wish  were  to  be 
gratified,  I  would  d^ay  the  publication  yet  another  year  in 
order  to  present  the  subject  more  completely.  It  seems  beet, 
however,  to  hold  to  the  original  idea  to  offer  tbia  more  as  a  con- 
cise  t«xt-book  on  practice  for  the  student  and  busy  practician, 
leaving  the  larger  works  already  before  us  to  cover  the  field  of 
reference  and  more  extensive  detail.  There  are  two  classes  of 
books  which  are  demanded  by  the  medical  profession  today. 
One  is  the  comprehensive  treatise  which  shall  cover  the  minute 
investigations  of  experts  in  the  line  of  pathology  and  the  more 
intricate  details  of  medical  science ;  the  other  is  a  work  which 
gives  the  essentials  of  etiology  and  pathology,  with  special 
emphasis  on  diagnosis  and  treatment.  This  has  been  the  spirit 
which  has  actuated  my  writing  this  condensed  practice.  My 
only  hope  is  that  my  object  may  be  understood  and  that  tbe 
work  will  be  of  some  service  to  those  whom  I  have  tried  to 
reach. 

My  next  purpose  has  been  to  present  a  book  which  shall, 
80  far  as  jiistifiable,  meet  the  present  demand  for  a  broad  view 
in  the  line  of  treatmeot.  It  is  impossible  for  me  to  write  and 
not  expreas  the  liberal  idea  which  is  in  harmony  with  my  prac- 
tice. I  am  thoroughly  convinced  that  the  homeopathic  prin- 
cipal of  practice  is  a  correct  one,  for  it  refers  to  a  symptom- 
atology, gained  by  the  proving  of  remedies,  which  is  expressive 
of  a  real  pathologic  condition.  More  than  that,  when  guided 
by  the  symptomatology  in  the  selection  of  our  remedies  we 
ue  treating  the  patient  as  well  as  the  disease.     The  succeet 
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of  the  practician  who  heeds  this  law  of  therapeutics  and  at 
the  same  time  accepts  and  appliea  any  proven  therapeutic  dis- 
covery has  been  demonstrated  b;  actual  practice.  We  are 
open  to  oensuie  if  we  do  not  avail  ourselves  of  every  thera- 
peutic agent  which  has  endured  the  test  of  thorough  trial. 
To  my  mind  no  physician  is  properly  equipped  for  practice 
without  this  comprehensive  knowledge  of  medicine.  Wherein 
a  specific  line  of  treatment  has  been  demonstrated  as  valuable  Z 
believe  it  is  the  duty  of  an  unbiased  practidan  to  use  it  unless 
he  knows  of  a  hotter  method.  In  my  teaching  I  have  aimed 
to  keep  abreast  of  the  times,  and  I  trust  this  is  apparent  in 
my  book. 

The  arrangement  of  subj'ecta  and  the  plan  of  composition 
which  have  been  followed  in  this  work  are  for  the  most  part 
in  line  with  standard  text-books  already  known  to  the  profes- 
siou.  In  some  instances  it  has  seemed  best  to  change  the  classi- 
fication of  diseases  in  accordance  with  recent  views  as  to  their 
cause.  For  this  reason  there  is  no  chapter  on  the  diseases  of 
the  muscles.  Some  of  these  have  been  included  under  the  so- 
called  "probable  infectious  diseases"  and  others  have  been 
mentioned  tmder  nervous  diseases. 

The  publication  of  this  volume  would  not  have  been  pos- 
sible had  it  not  heen  for  the  liberty  I  have  taken  to  qnoto  and 
acquire  from  the  writings  of  others.  In  this  respect  I  am 
deeply  indebted  to  Dr.  W.  C.  Goodno.  His  Practice  of  Uedi- 
cine  and  other  writings,  aa  well  as  his  acquaintancCj  have  been 
an  inspiration  and  a  help  from  the  beginning.  The  excellent 
Practice  by  Anders  has  furnished  me  an  object  lesson  in  style 
and  context.  This  I  have  followed  freely  and  have  often 
quoted  from  it.  Osier,  Tyson,  Hare,  Leube,  Bartlett,  Cow- 
perthwaite,  Lawrence,  Clifford  Hitehell's  Diseases  of  the  Uri- 
nary Organs  and  other  authors  have  been  freely  consulted. 
for  the  chapter  on  nervous  diseases  I  have  relied  mainly  upon 
the  standard  works  of  Church  and  Peterson,  Uana  and  Bart- 
lett, while  reference  has  been  freely  made  to  many  other  works 
on  this  subject. 

I  am  also  deeply  indebted  to  Dr.  E.  M.  Bruce  and  Dr. 
Clifford  Mitchell  for  the  review  of  the  chapter  on  diseasee  of 
the  urinary  system  and  for  their  valuable  advice  on  these  sub- 
jects.    To  Dr.  Vance  Bawson  I  owe  much  for  his  earefnl 
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revising  and  eorreotion  of  manuscript  and  proof.  Withorat  his 
Tslnable  aid  in  this  respect  the  book  might  never  have  heen 
finished.  I  wish  also  to  speak  of  the  valuable  help  rendered 
to  me,  in  proof-reading  and  otherwise,  by  Dr.  G.  M.  HcBeac. 
To  mj  coUeagaes  who  have  given  me  friendly  suggeationB  and 
to  my  students  who  have  encouraged  me  to  undertalte  this 
wor^  I  owe  more  than  words  can  tell.  Ify  only  hope  is  that 
the  book  will  be  accepted  for  what  it  is  intended,  and  that  my 
critics  will  be  as  considerate  as  possible. 

H.  V.  HALnsBT. 
70  SUte  8t,  Chicago.     October  10,  l»0o. 
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INFECTIOUS  DISEASES. 


TYPHOID  FEVEB. 


Tjphoid  fever  has  been  described  under  TariooB  syno- 
nyms, such  as  typbns-abdominalis,  enteric  fever,  pythogenic 
fever,  autumnal  fever,  etc.  It  is  an  acnte  infectious  fever 
establisbed  by  tbe  introduction  into  tbe  intestine  and  tbe  pro- 
liferation of  tbe  specific  bacillus  of  Ebertb.  It  is  patbolog^ 
ically  cbaracterized  by  the  Hyperplastic  and  ulcerative  lesions 
of  tbe  intestinal  lympb  follicles  and  a  secondary  toxemia. 
Clinically  it  is  recognized  by  its  gradual  onset,  tbe  early  ap- 
pearance of  TQ&e  spots  on  tbe  abdomen,  a  peculiar  temp^ature 
curve,  diarrhea,  tympanites,  a  low  grade  of  delirium,  splenic 
enlargement,  a  aero-reaction  and  a  marked  tendency  toward 
intestinal  hemorrhage  and  a  fatal  perforation, 

Tbe  history  of  this  disease  may  be  traced  back  as  far  as 
the  writings  of  Hippocrates  and  clinical  observations  pertaining 
to  it  were  freely  made  during  the  seventeenth  and  eighteenth 
centuries.  Confusion,  however,  regarding  this  and  typhus 
fever  existed  for  a  long  time.  In  the  beginning  of  tbe  nino- 
teentb  century  the  anatomic  lesions  were  better  understood, 
but  it  was  not  nntil  tbe  latter  part  of  tbe  century  that  the 
individuality  of  tbe  disease  was  clearly  establisbed.  Credit  for 
this  differentiation  between  typhoid  and  typhus  fever  belongs 
to  two  American  investigators,  Gierbard  and  Pennock.  Supple- 
mental study  has  finally  fixed  the  entity  of  the  disease  as  we 
now  understand  it. 

ttM»Sy  — Bacteriology — The  true  cause  of  the  disease — 
the  bacillus  typhosus — was  discovered  by  Ebertb  in  1880  and 
hifl  observations  were  subsequently  confirmed  by  Koch,  Meyer 
and  Friedloender.  The  correct  morphology  of  the  bacillus  and 
the  definite  conclusion  that  this  organism  is  the  specific  cause  of 
typhoid  fever  was  confirmed,  a  few  years  later,  by  Gaffky, 
who  described  the  method  for  isolating  it  and  growing  it  in 
pote  cultnree.     The  production  of  the  disease  experimentally. 
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however,  by  cultures  has  not  yet  beeu  satisfactorily  sabetan- 
tiated,  though  the  inoculation  of  animals  with  the  bacilluB  has 
caused  fatal  results  withort  producing  the  lesions  character- 
istic of  typhoid  in  man.  The  fundamental  differences  between 
the  typhoid  bacillus  and  similar  organisms  has  been  clearly 
established,  with  particular  reference  to  the  bacillus  coli  com- 
munis, while  the  real  infection  which  creates  the  fever  is, 
without  donbt,  secreted  by  the  typhoid  bacillus  and  is  ctMei 
typho-toxin. 

The  bacillus  of  Eberth  is  deswibed  as  a  short,  thick  rod 
with  rounded  extremities,  three  times  as  long  as  it  is  wide, 
its  absolute  length  being  one-third  the  diameter  of  a  red  blood 
corpuscle.  The  bacilli  may,  however,  undergo  various  changes 
in  form,  size  and  arrangement.  They  are  easily  stained  by 
the  anilin  dyes  and  vacuolations  are  often  developed  which  are 
mistaken  for  spores.  In  the  ulcerating  lesions  these  bacilli  may 
also,  by  longitudinal  application  to  each  other,  form  filamentous 
structures  which  have  been  described  as  "pseudo-filaments." 
In  a  suitable  fluid  media  both  the  rods  and  the  pseudo-filaments 
will  exhibit  an  active  spontaneous  movement.  The  bacilli 
thrive  best  at  the  temperature  of  the  body,  though  they  may  live 
and  develop  rapidly  at  a  lower  temperature.  They  may  resist 
drying  for  months  unless  in  very  thin  layers,  but  the  direct  rays 
of  the  sun  will  usually  destroy  them  in  a  few  hours.  Bouillon 
cultures  are  destroyed  by  carbolic  acid— 1  to  200 — or  by 
corrosive  sublimate,  1  to  2500.  Their  cultivation  may  be 
effected  upon  various  culture  media  such  as  gelatin,  agar,  blood- 
serum  and  the  potato ;  they  will  also  develop  and  multiply  rap- 
idly in  bouillon  and  milk,  thus  due  consideration  must  be 
given  when  theBC  articles  of  food  are  employed. 

In  the  distribution  of  the  bacilli  in  the  body,  the  intestine, 
the  lymph  glands,  the  spleen,  the  liver,  the  rose  spots,  the 
blood  and  the  bile  are  the  most  frequent  locations.  They  may 
be  found  in  the  stools  (50  per  cent  of  the  cases)  the  urine, 
sputum,  vomit  and  the  sweat.  Suppurating  foci  and  pleural, 
endocardial  or  meningeal  exudations  may  also  show  their  pres- 
ence. Outside  of  the  body  their  existence  is  somewhat  limited 
on  account  of  the  presence  of  saprophytes.  In  sterile  water  they 
may  retain  their  vitality  for  weeks  and,  more  than  this,  they 
may  multiply  in  this  medium.  In  ice  their  life  may  be  pro- 
longed for  many  weeks,  while  in  milk  they  usually  multiply 
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witli  great  rapidity.  They  also  live  for  a  long  time  in  the 
feces,  while  the  upper  layers  of  the  soil  may  prolong  their  ex- 
istence indefinitely.  An  epidemic  of  typhoid  fever,  however, 
geoerally  implies  a  repeated  or  continuouB  contamination  of  the 
media  through  which  they  are  introduced  into  the  system. 

Predisposlnt  Caosea. — The  geographical  prevalence  of 
typhoid  fever  is  confined  to  the  warmer  climates  to  a  consid- 
erable extent,  though  it  has  appeared  in  all  latitudes.  The  late 
summer  and  the  early  fall  contribute  the  largest  proportion  of 
cases,  but  its  appearance  is  not  always  confined  to  these  sea- 
sons. Hot  and  dry  periods  contribute  favorably  to  its  epi- 
demic occurrence,  which  is  most  liable  to  develop  when  the 
groond  water  is  low,  at  which  time  the  springs  and  water 
sources  more  natiiraUy  drain  their  supply  from  contaminated 
ground.  While  these  seasona  and  soil  conditions  seem  to  favor 
its  prevalence,  we  must  not  understand  by  this  that  they  are 
essential  predisposing  infiueooes. 

The  age  which  is  most  vulnerable  to  the  disease  is  be- 
tween youth  and  middle  life,  though  we  must  take  note  that 
no  age  is  entirely  exempt.  After  the  thirtieth  year  it  is  less 
common,  after  the  fortieth  it  is  an  infreqent  occurrence,  while 
in  old  age  it  ie  a  rarity.  Sex  has  even  leas  influence,  for,  not- 
withstanding some  daima,  we  must  admit  that  both  male  and 
female  are  equally  susceptible  under  the  same  exposure  when 
the  physical  conditions  are  favorable.  It  is  posaible,  however, 
that  pr^piancy,  the  puerperal  state  and  lactation  diminish 
the  predisposition.  Infection  in  utero  is  of  rare  occurrence. 
Individual  tendency,  acquired  or  inherited,  must  be  given 
some  consideration  relating  to  predisposition,  for  we  must  admit 
that  some  are  more  naturally  prone  to  disease  than  others, 
while  in  a  few  instances  we  may  discover  a  family  weakness 
which  certainly  favors  typhoid.  Constitutional  and  social  con- 
ditions must  be  given  some  wei^t  in  the  etiological  study,  for 
we  find  that  typhoid  may  favor  the  well  nourished  young  in- 
dividual, particularly  in  case  of  alcoholic  excess.  On  the  other 
hand,  the  extensive  and  serious  epidemic  usually  takes  place 
among  that  class  of  people  whose  physical  condition  is  im- 
paired by  poverty  and  unsanitary  surroundings  and  with  whom 
grief  and  emotional  disturbances  are  common.  The  mode  of 
living  has  much  to  do  with  its  development  and,  therefore,  in 
the  oveiHjrowded  quarters  where  ventilation  is  poor,  food  is 
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imperfect  and  often  contaminated,  and  drainage  is  impaired, 
we  may  naturally  expect  an  epidemic  of  typhoid  to  develop. 
Hence,  its  occurrence  is  so  frequent  in  tlie  habitationB  at  a 
city's  outskirts  or  in  camp  life.  The  country  towns  are  not 
entirely  exempt,  for  the  same  predisposing  conditions  may  ex- 
ist here  and  it  often  rages  in  these  vicinities  with  unusual  fury. 
Hospital  infection  ia  sometimes  a  means  of  its  rapid  develop- 
ment in  ward  after  ward  unless  the  most  painstaking  precau- 
tion is  taken.  Diseases  which  leave  a  debilitated  condition, 
particularly  gB«tro-intestinal  catarrh,  will  naturally  favor  the 
typhoid  invasion  and  propagation.  The  acute  infectious  dis- 
eases, however,  are  supposed  to  prevent  it,  at  least  during  their 
febrile  staga  It  has  been  asserted  that  some  of  these — small- 
pox and  scarlet  fever — exert  a  marked  antagonism  to  typhoid. 
The  observation  has  also  been  made  that  tuberculous  patients, 
at  least  in  the  advanced  stages,  are  also  protected  against  its 
invasion.  Where  emaciation  is  marked,  in  the  course  of  con- 
stitutional disease  like  diabetes,  or  in  connection  with  malig- 
nant neoplasms,  the  patient  is  rarely  attacked  by  typhoid.  On 
the  other  hand,  it  is  probable  that  some  diseases  are  prone  to 
appear  in  conjunction  with  typhoid.  This  is  particularly  true 
of  malaria,  the  symptoms  of  which  are  often  masked  during 
the  typhoid  course  only  to  appear  when  convalescence  is  estab- 
lished. Diseases  of  the  nervoiis  system  often  furnish  a  favor- 
able status  for  typhoid  infection.  Immunity  is  a  matter  of 
uncertainty ;  some  seem  to  have  a  congenital  protection  in  thi^ 
respect,  while  in  others  a  severe  attack  of  typhoid  usually  in- 
stitutes a  relative  protection  from  subsequent  attacks. 

Modes  of  Conveyance, — In  the  discovery  of  a  case  at 
typhoid  fever  we  naturally  trace  its  inception  back  to  the  bacil- 
lus which  leaves  the  body  of  someone  who  has  suffered  with 
this  disease.  This  ia  liberated  through  the  agency  of  the  stools, 
and  sometimes  by  the  urine,  vomitus  and  sputum,  and  it  is 
conveyed  to  the  well  person  by  various  media.  Infected  drinh- 
ing  water  is  the  most  common  mode  of  conveyance  and  a  ma- 
jority of  the  severe  epidemics  are  invariably  traced  to  this 
source.  Wells,  storage  reservoirs,  springs  and  rivers  receive 
the  bacillus  either  directly  from  the  patient,  through  the  drain- 
age from  contaminated  cesspools,  by  infected  articles,  or  in- 
directly by  the  introduction  of  germ-saturated  adjacent  earth. 
Infected  milk  is  also  a  carrier  of  the  germ,  as  it  is  not  only 
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a  medium  but  a  nutrient  agent  aa  well.  The  disease  will  de- 
velop when  the  milk  which  is  used  has  been  contaminated  by 
the  dilution  with  infected  water,  when  the  containiog  vessels 
have  been  washed  with  the  same  or  when  a  direct  introduction 
occurs  from  the  hands  of  the  milkers.  This  is  the  most  com- 
mon source  to  be  investigated  in  case  of  typhoid  in  children. 
Other  ariieles  of  food,  such  as  salads,  celery  and  fruits,  may 
become  carriers  of  the  infection  when  they  are  contaminated 
by  the  hands  of  the  handlers/  by  the  water  which  is  used  to 
prepare  them  for  the  table,  or  from  the  infected  soil  or  fer- 
tilizer which  is  used  for  their  growth.  Insects  which  inhabit 
germ-invaded  products  may  also  be  carriers  of  the  infection. 
Infected  oysters  and  raw  shell-fish  have  of  late  been  suspected 
in  this  respect,  inasmuch  as  they  may  fatten  upon  contam- 
inated sewage  or  be  freehened  by  polluted  water.  In  like 
manner  we  may  have  cause  to  fear  the  use  of  ice  which  has 
been  taken  from  infected  ponds;  this  alarm  may  nowadays  be 
relieved  by  the  use  of  manufactured  ice.  The  transmission 
of  the  disease  by  flies  and  cockroaches  has  recently  been  dem- 
onstrated. 

Contagion  or  direct  trtmemission  may  occur  by  direct  con- 
tact with  the  typhmd  stools  as  is  instanced  by  the  affliction  of 
nurses  who  care  for  the  patient,  and  laundresses  who  wash  the 
bed  and  body  linen.  The  ground  soil  is  also  liable  to  be  a 
direct  agent  of  infection,  particularly  if  we  accept  the  view  of 
Fettfflikofer  that  this  is  a  means  of  increasing  the  potency  of 
the  germ.  Trantmission  through  the  air,  either  in  the  moist 
condition  or  in  the  form  of  dust,  must  be  regarded  as  possible. 
Hence,  sewer  gas  and  sandstorms  most  be  considered  as  favor- 
able to  its  introduction,  though  in  all  probability  few  cases 
result  from  this  cause. 

I^  Forms  of  Occurrence. — In  this  connection  it  is  well 
to  keep  in  mind  the  fact  that  the  community  development  of 
typhoid  is  somewhat  different  than  in  the  case  of  the  acute 
exanthemata.  This  is  particularly  true  of  such  pestilences  as 
smallpox,  typhus  fever,  cholera  and  the  plague,  which  are 
usually  confined  to  definite  portions  of  the  earth  in  the  be- 
^nning,  and  then  spread  to  nei^borlng  or  remote  countries. 
Typhoid  fever  generally  occurs  sporadically  where  it  is  con- 
fined to  a  small  group  of  casee  or,  in  the  case  of  water  con- 
tamination, it  may  have  an  epidemic  distribution,  though  the 
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diBsemination  maintains  a  tendency  to  local  Unutations.  This 
condition  exists  because  the  typhoid  germ  is  not  easily  trana- 
mitted  and  it  must  enter  the  intestine  through  the  media  which 
often  pertain  to  an  isolated  locality. 

Methods  of  Entrance. — The  bacilli  obtain  admission  into 
the  intestine  most  frequently  when  swallowed.  In  order  to 
do  this  the;  must  surrive  their  passage  through  the  acid  secre- 
tions of  the  gastric  juice  into  the  intestine  where  the  alkaline 
juices  favor  their  growth.  They  primarily  invade  Peyer'a 
patches  and  later  the  mesenteric  glands  and  finally  reach  the 
spleen,  liver  and  other  oi^ans  by  means  of  the  circulation. 
The  respiratory  organs  may  favor  their  introduction  into  the 
circulation  after  a  primary  lodgment  in  the  tonsils,  lungs  or 
pleurae.  The  bacilli  may  likewise  be  inhaled  into  the  pharynx 
and  in  this  way  reach  the  stomach.  In  rare  instances  the  germs 
may  reach  the  kidneys  and  the  cerebro-spinal  fluid  and  thus 
establish  a  special  clinical  symptomatology.  It  is  also  claimed 
that  a  general  infection  may  exist  without  localized  lesions — 
a  form  known  as  "typhoid  septicemia." 

Pathtloty- —  The  characteristic  features  of  the  morbid 
anatomy  which  prevails  in  the  primary  lesion  of  Payer's  patches 
and  the  solitary  glands  of  the  intestine  may  be  considered  un- 
der four  distinct  heads.  (1)  The  stage  of  infiltration  follows 
closely  after  the  hyperemia  of  the  intestinal  mucous  membrane, 
which  is  an  early  sequence  of  the  bacillary  invasion.  As  the 
diffuse  hyperemia  and  swelling  of  the  intestinal  mucous  mem- 
brane subside,  the  hyperplasia  of  Peyer's  patches  and  the  soli- 
tary glands  takes  place.  This  medullary  infiltration  is  not 
confined  alone  to  these  glands,  but  may  invade  the  lymphoid 
elements  of  the  mucous  membrane  as  well.  These  patohes  may 
coalesce  and  form  lai^  infiltrated  areas  in  the  direction  of 
the  long  axis  of  the  bowel.  The  lesions  of  Peyer's  patches  are 
irregularly  oval  or  disc  shaped  with  sharply  circumscribed  and 
overhanging  edges.  At  first  they  are  very  red,  but  soon  acquire 
a  grayish-red  or  a  grayish-yellow  color  as  exfoliation  begins. 
Infiltration  of  the  solitary  follicles  gives  rise  to  the  formation 
of  round,  red  or  grayish-red  elevations,  the  size  of  a  pea  or 
larger,  which  project  above  the  mucous  membrane.  Theee  may 
assume  a  fungoid  appearance.  The  involution  of  this  medul- 
lary swelling  takes  place  either  by  resolution,  or  more  com- 
monly by  necrosis  and  sloughing.     (2)  The  stage  of  necrosis 
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follows  after  the  blood  ve«£)s  have  been  compressed  and  ob- 
structed by  the  cell-^^Hration  or  as  the  Teenlt  of  localized 
anemia  due  to  the  action  of  the  typhoid  bacillus.  The  necrotic 
crusts  are  by  degrees  cast  off  from  the  mucous  membrane. 
While  the  necrotic  process  may  extend  so  deep  that  it  involvea 
the  serous  coat  of  the  intestine  it  does  not  usually  extend  be- 
yond the  submucosa.  When  the  necrotic  tissue  has  disappeared 
the  typhoid  ulcer  remains.  (3)  The  stage  of  vlceration  will 
be  characterized  by  the  appearance  of  ulcers  variable  in  size, 
shape  and  depth  according  to  the  antecedent  infiltration.  When 
the  necroais  is  superficial  they  barely  penetrate  the  mucosa, 
but  when  it  is  extensive  they  extend  to  the  muscular  or  serous 
coats  of  tlie  intestine ;  their  margins  are  sharp,  often  irregular 
and  frequently  overhanging,  while  the  base  is  dark  red  in 
appearance,  though  it  may  assume  a  slaty  discoloration  in 
the  later  stages.  They  are  usually  separated  by  strips  of  mu- 
cous membrane  and  a  single  gland  in  Peyer's  patches  may  be 
the  seat  of  several  minute  ulcers;  the  entire  plaque  is  rarely 
implicated.  Large  ulcers  are  sometimes  found  in  the  vicinity 
of  the  ileocecal  valve,  while  other  parts  of  the  ileum  may  pre- 
sent simply  hyperemic  patches.  When  the  ulcers  are  situ- 
ated in  the  solitary  follicles  they  are  smaller,  varying  in  size 
from  one-sixteenth  to  one-fourth  of  an  inch  in  diameter.  Oc- 
casionally the  ulcer  runs  transversely  to  the  long  diameter  of 
the  bowel  and  as  the  result  of  subsequent  cjcatncal  contraction 
stenosis  may  follow.  Hemorrkage  due  to  erosion  of  blood  ves- 
seb  is  always  an  alarming  feature;  it  may,  however,  simply 
come  from  the  hyperemic  edges  of  the  ulcer.  Peritonitis  is 
an  almost  invariable  sequence  of  intestinal  perforation.  (4) 
The  healing  process  begins  with  the  casting  off  of  the  slough. 
Oranvlation  tissue  appears  on  the  floor  and  at  the  edge  of  each 
ulcer  and  by  its  gradual  extension  the  necrotic  tissue  may  be 
replaced.  The  cicatrix  formed  by  the  healing  process  leaves 
B  smooth  though  somewhat  depressed  area  in  place  of  the  old 
ulcer.  The  lymphoid  structures  at  the  site  of  the  infiltration 
are  probably  permanently  destroyed,  but  the  mucous  membrane 
usually  re^neratee. 

Changes  in  the  Mesenieric  Qlanda. — The  mesenteric  glands 
are  affected  similarly  and  simultaneously  with  those  of  the  in- 
testine, and  the  localization  of  this  pathology  will  be  found 
in  the  glands  of  the  lower  part  of  the  ileum,  the  cecum  and 
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the  adjacent  portions  of  the  colon.  Those  of  the  uppermost 
part  of  the  small  mte8tin&  and  the  lowermoBt  part  of  the  large 
intestine  are  rarely  involved.  The  involution  of  the  glands 
occurB  at  the  same  time  that  it  takes  place  in  the  intestinal 
lesions;  the  swelling  gradually  decreases,  the  color  becomes 
paler  and  they  may  return  to  their  normal  size  through  the 
process  of  absorption.  On  the  contrary  a  process  of  softening 
may  develop  in  multiple  areas  of  the  gland  and  when  these 
coalesce  the  softened  mass  may  be  directly  absorbed.  A.  more 
difficult  process  of  involution  occurs  when  the  entire  gland  un- 
dergoes softening.  In  other  instances  the  gland  contents  may 
become  inspissated  and  terminate  in  calcification,  while  rup- 
ture is  an  occasional  sequence  with  death  from  hemorrhage  or 
peritonitis. 

Changes  in  the  Spleen. — The  spleen  becomes  enlarged  dur- 
ing the  onset  of  the  disease,  attaining  its  maximum  size  at 
the  height  of  the  febrile  stage.  The  enla^ement  does  not 
assume  great  proportions^  rarely  exceeding  twice  the  nor- 
mal size.  In  exceptional  instances  it  may  show  no  enlarge- 
ment and  this  is  probably  accounted  for  by  the  existence  of 
some  previous  disease  which  has  thickened  its  capsule  or  formed 
a  firm  hyperplasia  which  resists  distention.  The  hypertrophy 
is  caused  by  its  distention  with  blood  and  a  hyperplasia  of  its 
tissue.  Following  the  hyperemia  of  the  early  stage  the  tissue 
becomes  soft  and  granular.  Infarcts  may  exist  as  the  result 
of  thrombosis  or  embolism  of  the  splenic  arteries  and  in  rare 
instances  abscesses  may  be  found.  Still  finer  alterations  in 
the  spleen  have  been  defined  by  Billroth  and  Birch-Hirschfeld 
which  are  due  to  the  invasion  of  typhoid  bacilli  during  the 
febrile  stage.  Th^e  are  distributed  throughout  the  organ  in 
innumerable  irregular  groups  with  the  bacilli  so  close  together 
that  they  resemble  dark,  opaque  spots.  On  rare  occasions — 
particularly  in  the  case  of  injury — rupture  of  the  spleen  has 
taken  place. 

Secondary  Lesions. — Other  organs  are  aflfected  by  the  con- 
tinuance of  the  typhoid  infection.  The  liver  becomes  hyper- 
cmic,  firm  and  somewhat  enlarged  during  the  early  febrile 
period  and  at  the  height  of  the  disease  it  is  flabbier  and  lighter 
in  color.  A  little  later  in  the  disease  the  hepatic  structure  be- 
comes, friable  and  assumes  a  grayish-brown  color.  The  cells 
are  at  first  albuminous  and  fatty,  granular  and  turbid;  later 
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tliey  l^ecome  swollen  and  filled  with  granules  and  fat  drops 
whicli  finally  break  up  into  detritus.     The  d^nerative  prooeaa 
is  confined  to  the  periphery  of  the  lohule  more  than  the  center, 
but  the  parenchymatous  change  may  continue  to  the  extent 
tliat  the  organ  becomes  greatly  reduced  in  size.     Wagner  dis- 
covered Bmall  grayish-white  nodules  in  the  liver  tissue  which 
Ve  defined  as  lymphoid  cells.     In  rare  cases  infarction  and 
abecessee  have  been  found.     The  biliary  passages  frequently 
suffer  from  a  catarrhal  inflammation  and  occasionally  from  an 
ulcerative  or  diphtheritic  process  which  lead  to  secondary  he- 
patic abscesses  or  perforative  peritonitis.     As  typhoid  bacilli 
have  been  found  in  the  gallbladder  the  necrotic  process  is 
probably  explained  by  their  presence  and  it  may  be  quite  pos- 
itively inferred  that  the  gall  bladder  is  a  source  of  re-infection. 
The  kidneys  likewise  are  affected  by  a  similar  parenchy- 
matooB  d^eneratiou.     At  first  they  are  hyperemio  and  slightly 
enlarged,  but  with  the  prepress  of  the  disease  they  become 
firmer,  lighter  in  color  and  the  capsule  is  adherent.     Later 
granular  and  fatty  degeneration  of  the  renal  cells  take  place 
and  in  rare  instances  the  lesion  may  take  the  form  of  acute 
hemorrhagic  Qephritis.     Miliary  abscesses  may  sometimes  be 
found  while  a  catarrhal  and  diphtheritic  infiammation  frequent- 
ly invades  the  pelvis  of  the  kidney  and  the  bladder  as  well. 

The  lunga  are  also  subject  to  pathological  change  during 
typhoid  fever.  Hypost<Uic  congestion  naturally  arises  from  the 
prolonged  decubitus,  and  the  circulatory  depression.  Lobar 
pneumonia  may  follow  from  the  invasion  by  the  diplococcus, 
the  bacillus  typhosus  or  other  pathogenic  microorganisms. 
Hemorrhagic  infarction  is  of  occasional  occurrence,  and  this 
may  terminate  in  cicatrization  or  lead  to  purulent  or  gangrenous 
disint^ration.  Pleurisy  in  the  form  of  a  fibrinous  deposit 
may  sometimes  be  detected  and  when  the  process  becomes  sep- 
tic, pyemia  is  a  poraibility.  Latent  pulmonary  tuberculosis 
may  develop  during  a  course  of  typhoid.  The  larynx  and  the 
pharynx  are  each  the  seat  of  occasional  ulceration  with  the 
typhoid  bacillus  as  the  probable  canse.  Aphthous  changes  have 
also  been  discovered  in  these  parts  while  the  tonsils  may  also 
be  affected  by  the  typhoid  ulceration.  A  similar  hyperemia 
and  ulceration  may  extend  to  the  mucosa  of  the  stomach. 

The  heart  is  an  organ  which  gives  rise  to  much  anxiety 
during  the  active  and  convalescent  stages.    The  morbid  changes 
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incident  to  the  early  period  of  the  fever  are  not  well  under- 
stood from  the  fact  that  few  deaths  take  place  during  these 
stages.  A  certain  d^ree  of  myocarditis  is  present  in  many 
cases  but  is  not  a  constant  feature.  Endocarditis  is  a  rare 
complication,  as  is  also  pericarditis,  and,  in  exceptional  cases, 
fibrinous  depoeita  have  been  found  upon  the  pericardium.  The 
blood  veatelx  are  affected  in  some  instances.  Obliterating  ar- 
teritis or  a  partial  arteritis  may  involve  the  arteries  of  the  lower 
extremities  and  lead  to  a  condition  of  gangrene.  Thrombosis 
of  the  femoral  vein  often  result  from  a  phlebitis. 

Peritonitis  is  usually  a  fatal  cconplication  when  perfora- 
tion takes  place.  When  it  is  not  due  to  perforation  it  can  usu- 
ally be  traced  to  extension  by  contiguity  from  the  intestine  or 
mesenteric  glands.     Parotid  abscess  may  also  be  a  sequela. 

The  nervous  system  may  show  a  few  lesions  which  are  the 
result  of  typhoid  infection.  Meningeal,  cortical  and  deep  cere- 
bral hemorrhages  are  occasionally  discovered,  while  the  medulla 
and  the  spinal  cord  are  rarely  affected.  Bulbar  paralysis  has 
been  a  sequela  in  a  few  cases  on  record,  while  myelitis  is  liable 
to  result  from  an  embolic  focus  in  the  cord.  Peripheral  neuritis 
is  of  frequent  occurrence. 

The  blood  changes  are  not  marked  or  numerous.  The  red 
corpuscles  undergo  a  slowly  progressive  reduction  during  the 
febrile  period,  though  this  reduction  is  generally  slight  in 
young  and  robust  patients.  In  a  relapse  the  red  blood  corpus- 
cles show  a  greater  diminution  than  is  seen  in  the  primary  at- 
tack. If  there  is  a  reduction  of  hemoglobin,  it  is  only  relative 
though  it  may  be  augmented  during  convalescence.  Leuko- 
cytosis is  not  present  and  in  many  instances  actual  leukopenia 
may  exist. 

Symptoms  and  Coane. — The  incubation  period  may  vary 
from  eight  to  fourteen  days  and  in  atypical  cases  it  may  last 
even  longer.  During  this  time  a  feeling  of  lassitude  becomes 
more  pronounced  from  day  to  day  until  the  more  su^iestive 
prodromal  symptoms — ^languor,  anorexia,  nausea,  headache  and 
muscular  pains  appear.  The  jenerol  symptomatology  is  usually 
considered  in  accordance  with  the  signs  of  the  fever  which  de- 
velop from  week  to  week. 

Three  divisions  are,  therefore,  made:  The  stage  of  de- 
velopment, the  fastigium  or  second  stage,  and  the  stage  of  de- 
cline. 
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(1)  The  stage  of  developmetU  tisually  reckoned  from  tlie 
day  the  patient  takes  to  hia  bed,  is  generally  ushered  in  with 
a  sense  of  chilliness,  though  a  distinct  chill  is  rarely  expe- 
rienced. Fever,  gradually  increasing  in  severity,  is  soon  recog- 
nized and  not  infrequently  a  nose  bleed  suggests  the  probability 
of  typhoid.  Kany  of  the  prodomal  Bymptoms  now  become  ac- 
centuated. Prostration  is  extreme,  headache  is  severe  and  de- 
pressing, mental  confusion  borders  upon  a  mild  delirium,  the 
skin  is  hot  and  dry,  thirst  is  marked,  the  tongue  is  coated,  an- 
orexia is  pronounced  and  constipation  is  a  usual  condition. 
The  puUe  is  full  and  slow  in  proportion  to  the  temperature,  the 
abdomen  ia  slightly  distended  and  the  spleen  abows  aome  en- 
largement. 

(2)  The  faatigium  is  that  period  which  aaually  b^ns 
in  the  second  week,  though  it  may  appear  as  early  as  the  fifth 
day,  and  continues  about  two  weeks.  The  fever  is  generally 
high  (103°  to  104°  !F.)  with  a  marked  afternoon  accentu- 
ation, while  the  symptoms  of  the  first  stage  are  exaggerated. 
The  pulse  is  also  accelerated,  the  mental  dullness  is  inop^aaed 
and  there  may  be  decided  evidence  of  delirinni,  particularly 
at  night.  The  tongue  is  dry,  heavily  coated  and  is  protruded 
with  difficulty.  Diarrhea  is  a  frequent  symptom  and  the 
spleen  gives  evidence  of  increased  enlargement.  About  the 
eighth  day  the  rose  spots  may  be  detected  on  the  abdomen  and 
thighs.  During  the  third  week,  which  is  the  second  week  of  the 
fastigium,  there  is  an  a^ravation  of  all  the  claesieal  symptoms. 
The  pulse  is  much  higher  (110-120),  the  temperature  readies 
its  highest  point  (104°  to  105°  F.)  and  shows  an  accentu- 
ation of  the  remittent  type.  The  delirium  ia  now  liable  to 
take  on  a  violent  character,  and  the  tympanites  is  generally 
more  extreme,  and  many  other  complicating  signs  are  in  evi- 
dence. At  this  time  hypostatic  congestion  of  the  lungs  may  be 
present,  while  there  ia  uaaally  aome  bronchitis  manifested  by  a 
alight  cough.  Intestinal  hemorrhage,  perforation,  peritonitia 
and  many  other  grave  complications  may  present  themselves 
during  this  stage.  It  must  he  kept  in  mind  that  all  cases  may 
vary  from  the  mild  attack  to  the  most  severe  form  and  for  that 
reason  the  symptomatology  will  not  be  the  same  in  degree.  On 
this  account  the  second  stage  may  be  aborted  or.  prolonged  ac- 
cording to  the  severity  of  the  type  and  the  patient's  response  to 
treatment. 
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(3)  The  stage  of  decline  or  defervescence  follows  closely 
the  second  stage  in  typical  cases  and  usually  this  may  be  counted 
upon  somewhere  near  the  twenty-firat  day.  All  of  the  character- 
istic  symptoms  now  display  a  tendency  to  gradually  subside. 
These  features,  however,  may  present  a  wide  degree  of  variauce 
on  account  of  the  patient's  weakness  and  the  severity  of  the 
disease.  The  fever  gradually  declines  from  day  to  day,  while 
all  symptoms  ameliorate.  New  complieations  may  arise  and 
thus  protract  the  recovery,  while  a  re-infection  may  develop 
the  typical  typhoid  characteristics  at  this  time.  The  treachery 
of  the  fever  is  such  that  we  may  reasonably  fear  the  return  of 
the  high  temperature,  tympanites,  delirium,  hemorrhage  or 
other  unfavorable  symptoms  when  a  cure  seems  to  be  within  our 
reach.  A  fatal  relapse  may  occur  at  this  time  if  there  is  any 
relaxation  in  dietetic  care  and  treatment.  In  case  of  malarial 
complication  the  disease  may  now  assume  the  febrile  character 
of  that  disease. 

Symptoms  Id  Detail. — The  on^ei  usually  comes  on  grad- 
ually and  for  that  reason  typhoid  is  often  overlooked.  It  may 
appear  suddenly  with  serious  nervous  manifestations  in  which 
headache  may  be  so  intense  as  to  surest  cerebrospinal  compli- 
cations or  pronounced  facial  neuralgia  may  confuse  the  diag- 
nosis. Initial  pulmonary  symptoms  resembling  pleurisy  or 
pneumonia  may  likewise  obscure  the  characteristic  features 
while  gaatro-intestinal  symptoms  may  cause  a  suspicion  of  pois- 
oning or  appendicitis.  The  amhtdatory  form  is  a  source  of  con- 
stant error  in  diagnosis  inasmuch  as  the  patient  usually  keeps 
about  until  a  temperature  of  104°  or  105°  F.,  together  with 
the  other  marked  features  of  typhoid,  are  suddenly  discov- 
ered. Cases  of  this  kind  frequently  terminate  fatally  soon 
after  the  disease  is  recognized.  The  facial  aspect  will  fre- 
quently be  very  suggestive  of  the  true  condition.  In  the  early 
stages  the  face  is  flushed  and  the  eyes  are  bright,  but  a  little 
later  the  expression  is  listless  and  apathetic  while  in  the  well 
developed  stages  it  is  dull,  heavy,  and  almost  besotted.  The 
anemia  rarely  shows  itself  until  after  the  nm  of  fever  and 
the  prolonged  limitation  of  food,  which  is  essential  to  treat- 
ment. 

The  fever  in  its  regular  course  rises  steadily  during  the 
first  five  or  six  days,  the  evening  temperature  being  about  a  de- 
gree or  a  degree  and  one-half  higher  than  the  morning  record. 
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In  tlie  average  case  it  will  be  oa  high  as  104°  or  105°  F. 
during  the  letter  part  of  the  first  stage,  and  it  then  usually 
persists  during  the  faetigimn  with  only  slight  remissions. 
The  remittent  feature  giving  to  the  temperature  chart  the  so-' 
called  "step-ladder"  appearance,  is  always  a  snggefltive  symp- 
tom of  typhoid.  At  this  time  there  may  he  a  difference  be- 
tween the  morning  and  evening  temperature  of  from  one  to 
three  d^rees,  while  the  normal  temperature  is  often  reached  in 
the  morning.  The  fever  invariably  falls  by  lysis  and  when  the 
evening  temperature  has  reached  no  higher  degree  than  98.6° 
F.  and  remained  there  for  several  days,  we  may  feel  that 
the  patient  has  attained  a  normal  temperature. 

yariations  in  the  typical  temperature  constantly  occur  in 
typhoid  and  for  that  reason  we  may  often  be  disconcerted  in  our 
treatment.  The  characteristic  temperature  curve  can  not  be 
counted  upon  in  every  case  by  any  means  and  the  different 
stages  which  characterize  the  disease  may  be  decidedly  per- 
verted. In  acme  instances  there  may  be  a  sudden  rise,  particu- 
larly in  children,  when  tlie  attadc  is  ushered  in  by  convulsiona. 
The  defervescence  may  likewise  occur  in  the  early  stages,  while 
there  may  sometimes  be  an  inverse  type  of  temperature  which 
is  high  in  the  morning  and  low  in  the  evening.  A  sudden  foR 
of  temperature  may  be  expected  at  any  time  in  case  of  hemoi^ 
rhage,  and  the  same  is  often  true  when  peritonitiB  ensues,'  es- 
pecially as  a  sequence  of  perforation.  Hyperpyrexia  is  not  gen- 
erally a  characteristic  typhoid  feature,  dtoogh  it  may  be  ex- 
perienced in  exceptional  cases,  and  this  will  be  moat  frequent 
just  preceding  dissolution  when  the  temperature  may  be  as  high 
as  lOT"  or  108°  F. 

Poat-typhoid  elevatiom  of  temperature  may  occur  after  the 
morning  and  evening  record  has  been  normal  for  some  time. 
This  is  termed  the  recrudescence  and  it  is  usually  without  sig- 
nificance, inasmuch  as  it  is  unattended  by  any  constitutional 
symptoms  and  is  of  short  duration.  It  is  usually  tKe  result  of 
some  nervous  phenomenon  or  an  error  of  diet.  The  tempera- 
ture is  sometimes  renewed  as  the  result  of  a  septic  focus  and 
in  these  instances  septic  embolism  may  be  feared.  An  afebrile 
type  of  typhoid  may  exist  in  rare  instances  and  a  subnormal 
temperature  may  be  found  during  the  convalescence,  particu- 
larly with  children  of  nervous  temperament  and  anemic  diath- 
esis.   The  fever  of  the  relapse  is  in  reality  a  repetition  of  the 


.y  Google 


U  INFECTIOUS  DISEASES. 

original  fever,  though  it  rarely  lasts  more  than  a  veek  or  two. 
ChillB  ma;  develop  even  during  the  latter  stages  of  the  fever 
and  they  invariably  indicate  a  complication  of  pleurisy,  pneu- 
monia, otitis  media,  proBtatitis  or  some  other  infection. 

The  shin  eruption,  which  appears  usually  about  the  sev- 
enth or  eighth  day,  is  a  characteristic  symptom,  though  it  is 
not  always  present.  It  consists  of  small  flattened  roee-red 
papules  which  are  felt  by  the  flnger  and  disappear  upon  pres- 
sure. Thej  are  found  most  frequently  in  the  order  mentioued 
on  the  abdomen,  thorax,  back  and  thighs.  They  appear  in 
crops  which  last  only  a  few  days,  and  often  leave  brownish 
spots  upon  their  disappearance.  A  branny  desquamation  may 
take  place  in  children  and,  in  rare  instances,  the  skin  may  peel 
aS  in  large  flakes.  Other  forms  of  eruption  may  characterize 
the  skin  symptoms  of  the  various  stages.  For  instance,  an 
erythematous  eruption  is  sometimes  detected  in  the  early  part 
of  the  fever,  ecchym^tic  spots  are  liable  to  appear  in  case  of  a 
hemorrhagic  diathesis,  while  urticaria,  purptira,  herpes  and 
the  tdche  cerebrale  are  exceptional  features.  Boils  and  in 
some  instances  abscesses  may  develop  as  the  result  of  secondary 
infection  and  peliomata  ("tache  bleuatres")  in  the  form  of  little 
bluish  subcuticular  spots  may  be  seen,  though  they  are  not 
essentially  related  to  typhoid.  Gangrene  is  of  rare  occurrence 
on  the  lower  extremities  as  the  result  of  thrombosis,  embolinn  or 
obliterating  endarteritis.  Profuse  sweats,  characterized  by  Jac- 
coud  as  a  sudoral  form  of  typhoid,  may  appear  in  association 
with  or  independent  of  chills  or  chilliness.  Edema  of  the  skin 
may  result  from  a  complicating  nephritis;  occasionally  it  may 
affect  a  limb  following  an  ol»truction  of  the  femoral  vein. 
The  hair  usually  falls  out,  the  nails  may  become  brittle  and 
show  transverse  ridges  indicative  of  trophic  impairment.  A 
peculiar  "mws(y"  odoT  may  be  emitted  from  the  skin,  Iwies  of 
atrophy  may  appear  on  the  skin  of  the  abdomen  or  on  the  thighs, 
while  bedsores  are  not  uncommon  in  protracted  cases  where  the 
dorsal  decubitus  is  prolonged. 

The  digestive  disturbances  are  pronounced  features  during 
the  course  of  the  fever.  Anorexia  is  an  early  indication  of  the 
stomach's  inability  to  care  for  food  and  the  thirst  will  demand 
constant  satisfaction.  The  tongue,  which  is  moist  and  swollen 
in  the  early  stages,  becomes  dry  and  covered  with  a  brownish 
coating  as  the  fever  advances,  while  at  the  same  time  the  teeth 
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and  lips  may  be  covered  with  a  brownish  admixture  of  food, 
epitbelial  debris  and  micro-organisms  called  aordes.  This  con- 
dition may  often  be  obviated  by  a  watchful  cleanliness  of  the 
mouth.  Parotitis  may  exist  as  the  fever  begins  to  subside  and 
the'pharynx  may  be  the  seat  of  a  slight  catarrhal  invasion.  The 
tonnls  are  the  seat  of  a  peculiar  ulcerative  process  which  is 
supposed  to  result  from  the  specific  action  of  the  bacillus. 
Thrush  is  often  a  sequence  of  this.  The  gastric  symptoms  are 
variable,  though  nausea  and  vomiting  may  be  experienced  at 
times.  Hematemesis  is  a  rare  symptom.  The  irUesiinal  symp- 
toms are  prominent  features  inasmuch  as  initial  lesions  are 
there.  Constipation  is  typical  of  the  early  stage  and  may  ooq- 
tinue  through  the  course  of  the  fever.  Diarrhea  may  occur  at 
the  beginning  and  it  may  be  a  persistent  feature  for  some  time; 
it  is  most  severe  and  protracted  when  there  is  an  extreme  catar- 
rhal condition  of  the  large  intestine  or  when  the  ulcerative 
process  is  limited  to  the  colon.  Involuntary  discharges  from 
the  bowel  may  take  place  and  this  occurrence  is  usually  an  un- 
favorable symptom.  The  stools  in  the  ordinary  case  have  a 
consistency  and  color  of  pea  soup ;  they  are  offensive  in  odor, 
alkaline  in  reaction  and  when  allowed  to  stand,  separate  into  a 
thin  and  serous  layer  containing  albumin  and  salts  and  a  lower 
stratum  consisting  of  epithelial  debris,  remnants  of  undigested 
food  and  numerous  crystals  of  triple  phosphates.  Microscopic 
investigation  may  reveal  the  presence  of  some  blood,  necrotic 
crusts  from  Peyers  patches,  with  occasional  portions  of  bowel 
tissue.  The  typhoid  bacilli  may  be  found  in  the  dejecta  at 
the  end  of  the  first  or  during  the  middle  of  the  second  week. 
Tympanites  due  to  decomposition  and  fermentation  of  food, 
especially  in  the  colon,  may  be  very  troublesome  and  is  usually 
more  marked  when  diarrhea  is  present.  It  is  not  always  a 
marked  feature  of  the  disease  and  will  usually  be  limited  by 
the  careful  regulation  of  the  diet  and  the  use  of  intestinal  anti- 
septics. Constipation  may  favor  it  by  the  retention  of  decom- 
posing particles  of  food.  Abdominal  pain  and  tenderness  are 
not  usually  extreme  unless  there  is  extensive  ulceration,  or 
other  complicating  conditions,  like  peritonitis  or  appendicitis 
which  produce  it.  The  absence  of  these  symptoms,  however,  do 
not  indicate  necessarily  a  mild  lesion.  Pressure  over  the  right 
iliac  foesa  may  elicit  some  pain  and  a  gurgling  noise  is  occa- 
sionally detected  by  pressure  over  the  ileo-cecal  r^on. 
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Intestinal  hemorrhage  is  said  to  occur  in  from  three  to 
eight  per  cent  of  all  cases,  though  this  percentage  is  probablj 
reduced  under  the  modem  methods  of  treatment.  It  generally 
appears  about  the  third  week  as  the  result  of  erosion  of  the  in- 
testinal blood-vessels  during  the  ulcerative  process.  Slight 
hemorrhage  maj  also  take  place  during  the  earlier  stages  in 
patients  of  the  hemorrhagic  diathesis  or  it  may  be  the'  result  of 
an  intense  hyperemia.  Under  all  circumstances  hemorrhage, 
even  when  alight,  should  be  regarded  as  a  grave  eymptom, 
though  it  does  not  necessarily  indicate  a  fatal  result.  Signs 
of  collapse  are  in  evidence  and  the  tnnperature  may  drop  eight 
or  ten  degrees  in  a  few  hours.  The  blood  may  be  profuse  or 
may  be  recognized  only  by  the  tarry  appearancie  of  the  stool; 
though,  in  some  instances,  a  fatal  collapse  may  take  place  with- 
out any  sign  of  hemorrhage  from  the  bowel. 

Perforation  is  a  condition  always  to  be  feared  inasmuch 
as  it  invariably  produces  a  fatal  diffuse  peritonitis.  It  may 
occur  at  any  time  during  the  fever,  but  it  is  most  common  be- 
tween the  second  and  fourth  weeks.  Hemorrhage  is  a  pre- 
sumptive evidence,  though  it  may  occur  without  premonitory 
signs  even  in  mild  cases.  Males  are  said  to  be  affected  more 
than  females  and  age  must  have  some  influence  inasmuch  as 
children  are  rarely  afflicted.  Pain  which  is  sudden,  sharp,  par- 
oxysmal and  increasing  in  severity,  is  the  most  characteristic 
symptom.  It  may  be  diffuse  though  frequently  located  in  the 
hypogastric  region  to  the  ri^t  of  the  median  line,  and  it  may 
radiate  toward  the  pubes  and  be  attended  with  pronounced 
vesical  irritability.  Sudden  collapse  usually  follows  the  pain, 
the  temperature  falls,  the  pulse  increases  in  rapidity  and  there 
is  a  marked  tendency  to  sweating.  Palpation  will  reveal  a 
general  tenderness  in  the  hypogastric  region  or  this  may  be 
localized  so  that  it  is  observed  only  on  deep  pressure.  Muscu- 
lar rigidity  and  increased  tension  will  be  evidenced  while  a 
spasm  may  follow  an  attempt  to  palpate.  Kapid  respiration 
with  a  rapid,  thready  pulse,  subnormal  temperature,  pallor,  a 
pinched  facial  expression,  hiccough  and  vomiting,  are  the  symp- 
toms of  collapse.  A  leukocytosis,  though  not  constant,  may  be 
a  valuable  early  sign  which  should  suggest  prompt  sui^cal  in- 
terference. The  abdominal  signs  of  perforation,  although  not 
constant,  should  be  carefully  studied.  The  limitation  of  ab- 
dominal respiratory  movement,  the  increasing  distention,  the 
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BQgmented  pain  on  pressure  and  the  moacular  spasm  are 
clinical  points  of  value.  It  must  be  remembered,  however, 
that  perforation  and  peritonitis  may  exist  when  tihe  abdomen 
is  flat  or  scaphoid.  Percussion  may  reveal  a  flat  note  in  the 
flanks  as  the  result  of  the  exudate.  Peristalsis  may  be  dimin- 
ished, while  auscultatory  percussion  will  sometimes  show  the 
presence  of  air  free  in  the  peritoneal  cavity.  The  liver  flatness 
in  the  nipple  line  may  be  obliterated  by  excessive  tympany, 
while  the  rapid  obliteration  of  the  liver  flatness,  in  case  of  a 
slightly  dist^ided  abdomen,  will  be  a  suggestive  symptom. 
Generalized  peritonitis  may  succeed  the  circumscribed  variety 
as  the  result  of  direct  inflammatory  extension  or  it  may  follow 
from  the  rupture  of  a  suppurating  mesenteric  gland. 

The  spleen  generally  shows  evidence  of  enlaigement  during 
or  before  tJie  fastigium;.a  gradual  increase  takes  place  until  the 
fourth  or  £fth  week  when  there  is  tendency  toward  Bubeidence. 
The  enlargement  may  disappear  rapidly  after  a  copious  intesti- 
nal h^norrhage.  In  some  casoa  it  may  not  be  demonstrated  at 
any  time  during  the  fever.  Softening  of  this  organ  may  follow 
the  presence  of  suppurative  infarcts  while  cases  of  splenic  rup- 
ture have  been  reported.  The  liver  likewise  is  subject  to  en- 
largement during  the  course  of  typhoid  fever.  Jaundice  may 
evidence  this  when  there  is  a  catarrhal  invasion  of  the  ducts  or 
in  case  of  hepatic  abscess  or  gall  stones.  Cholecystitis  may  fol- 
low from  the  invasion  of  the  ducts  by  the  typhoid  bacillus.  The 
suppurative  lesions  are  liable  to  result  in  perforation  with  see- 
ondary  peritonitis  while  suppurative  pylephlebitis  may  follow 
a  perforation  of  the  appendix. 

Respiratory  symptoms  attending  typhoid  fever  will  be 
reoc^ized  in  many  forms.  Epistaxis  is  an  early  occurrence  in 
many  cases  and  it  is  occasionally  profuse  when  the  disease  is 
more  advanced.  It  has  grave  significance  when  occurring  dur- 
ing the  fastigium.  Laryngitis  is  a  rare  complication  of  slight 
significance,  but  hronchitis  is  often  a  marked  feature  of  the 
disease.  This  will  be  characterized  by  the  presence  of  numer- 
ous ubilant  rales  while  a  more  severe  bronchitis  may  follow 
after  the  patient  has  remained  in  the  dorsal  decubitus.  In  ad- 
vanced age  emphysematous  symptoms  may  enhance  the  severity 
of  the  bronchitic  complication.  Pneumonia  is  also  liable  to  be 
a  eerious  complication  during  the  later  stages  of  typhoid  and 
flie  condition  may  be  easily  overlooked  on  account  of  the  absence 
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of  ita  cardinal  Bjmptoms.  Hypostatic  congestion  of  the  lungs, 
as  has  been  previousTy  mentioned,  may  be  a  sequence  of  tlie 
enfeebled  circulation  during  any  period  of  typlioid.  Thia  is 
usuallj  bilateral  and  is  associated  witb  a  considerable  degree 
of  pulmonary  edema. 

Tbe  circulatory  disturbances  are  not  marked  until  the 
asthenic  stage  is  reached.  In  severe  types  of  tbe  fever  the  first 
heart  sound  may  be  weakened  as  a  result  of  myocardial  involve- 
ment. It  is  often  the  cause  of  sudden  circulatory  failure.  En- 
docarditis and  pericarditis  are  of  rare  occurrence.  The  puUe 
ia  rapid,  but  it  is  not  accelerated  in  proportion  to  the  tempera- 
ture until  myocardial  weakness  appears.  The  high  pulse,  there- 
fore— 120-130 — is  suggestive  of  a  serious  condition  inasmuch 
88  the  average  pulse  is  not  usually  much  above  one  hundred 
to  one  hundred  and  five.  It  is,  of  course,  enhanced  during  tbe 
later  stages  of  debility  or  from  neurotic  or  anemic  causes.  The 
dicrotic  feature  will  indicate  the  lowered  arterial  tension  and 
bradycardia,  due  to  toxemia,  may  exist  for  some  time  after  re- 
covery. Thrombosis  of  the  femoral  veins  is  of  common  occur- 
rence, the  left  being  more  frequently  involved  than  the  right. 
Gangrene  of  the  foot  may  foUow  an  obstruction  of  the  venous 
or  arterial  circulation. 

The  blood  changes  in  typhoid  constitute  an  important 
phase  of  the  symptomatology.  During  the  first  two  weeks  there 
may  be  only  a  slight  variation  from  the  normal,  and  it  is  even 
claimed  by  Hayein  that  profuse  sweats  or  a  copious  diarrhea 
may  cause  an  increase  in  tbe  corpuscles.  About  the  third  week, 
however,  there  is  a  decrease  in  the  number  of  red  corpuscles 
which  may  become  greater  as  convalescence  or  asthenia  take 
place.  The  hemoglobin  suffers  a  greater  relative  reduction 
than  the  red  corpuscles.  The  white  corpuscles  remain  slightly 
below  the  health  standard  until  the  convalescing  period  when  a 
moderate  leukopenia  may  exist.  A  leukocytosis  may  be  dis- 
covered in  case  of  hemorrhage  or  perforation  or  when  the  dis- 
ease is  complicated  by  peritonitis,  pneumonia,  pleurisy,  phle- 
bitis or  any  other  infective  process.  A  cold  bath  ia  said  to  in- 
crease the  number  of  colorless  corpuscles. 

The  nervous  system  is  the  seat  of  much  disturbance  and 
this  will  be  manifested  by  various  symptoms.  Headache,  which 
is  BD  early  feature,  may  extend  into  the  cervical  region  and 
when  it  is  accompanied  by  such  symptoms  as  rigidity,  retrac- 
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tion  of  the  head,  photophobia  and  muscular  twitehings,  it  may 
give  rise  to  a  suspicion  of  meaingitis,  which,  however,  is  of 
rare  occorrenoe  in  typhoid.  Wakefulness,  restlessness  and  ver- 
tigo may  be  bothersoine  symptoms  at  times,  hut  mental  dullness 
is  UBually  the  characteristic  feature.  Delirium  is  a  common 
indication  of  toxemic  irritation.  It  is  generally  of  a  mild  char- 
acter and  is  enhanced  at  night  by  mild  delusions.  The  patient 
more  frequently  lies  in  a  somnolent  state  with  a  muttering  de- 
lirium which  is  the  typical  typhomania.  This  may  give  way 
to  a  gradually  developing  coma;  the  latter,  in  serious  cases, 
may  he  a  sudden  development  A  wild  delirium  occasionally 
develops  and  in  such  a  state  it  is  often  necessary  to  restrain  die 
patient  in  bed.  The  worst  form  of  delirium  is  that  which  is  ex- 
perienced in  alcoholic  cases  and  this  requires  the  administration 
of  powerful  sedatives  to  keep  the  patient  quiet.  Sometimes 
the  delirium  may  aasume  the  hysterical  type.  Motor  nerve 
disturbance  may  often  be  recognized  in  conjunction  with  the 
delirium ;  this  will  frequently  be  confined  to  facial  twitehings, 
intentional  tremors  or  a  peculiar  twitching  of  the  wrists  and 
fingers  which  is  called  suleulttifl  tendinum.  The  tongue  is  gen- 
erally protruded  with  difficulty,  while  the  lips  and  lower  jaw 
are  often  in  a  state  of  constant  tremor.  The  reflexes  are  in- 
creased except  in  case  of  coma  when  they  are  generally  abol- 
ished. The  cause  of  these  motor  perversions  is,  no  doubt,  due 
to  the  action  of  the  toxins  upon  the  nerve  cells.  Nervous  se- 
quelae often  follow  a  prolonged  ruii  of  typhoid  and  chief  of 
these  is  the  paralysis  of  one  or  nior^  muscle  groups,  which  often 
is  the  result  of  a  post-typhoid  neuritis.  Hemiplegia  is  an  occa- 
sional sequence  when  cerebrat  hemorrhage  or  localized  en- 
cephalitis attend  the  diseasa  Aphasia,  menial  disturbances  and 
cranial  neuralgias  are  rare  complications  which  may  follow  a 
prolonged  course  of  the  fever.  The  typhoid  spine  has  also  been 
described  as  a  condition  incident  to  an  acute  inflammation  of 
one  or  more  vertebrae  lyhen  the  fever  has  been  unusually  pro- 
tracted. Many  neurasthenic  symptoms  which  the  patient  com- 
plains of  are,  no  doubt,  traceable  to  this  infection  long  after 
recovery  is  apparent 

The  urinary  changes  will  vary  according  to  the  severity  of 
the  typhoid  attack.  l>uring  the  first  two  or  three  weeks  the 
amount  of  urine  is  decreased,  while  it  is  not  uncommon,  par- 
ticolarly  when  nervous  symptoms  are  marked,  for  a  polyuria 
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to  exist.  The  specific  grsrity  is  high  and  the  reaction  is  decid- 
edly acid  until  the  later  stages  when  the  former  dedincs  and 
a  neutral  or  alkaline  reaction  may  appear.  Urea  and  uric  acid 
are  at  first  increased  while  the  reverse  is  true  as  convalescence 
begins.  The  chlorids  are  always  diminished  with  the  febrile 
development  but  they  invariably  increase  when  the  decline  oc- 
curs. Febrile  albuminuria  is  a  common  complication  in  a  large 
percentage  of  cases  and  deserves  careful  consideration  in  the 
treatment.  In  addition  to  this  we  may  expect  the  presence  of 
blood  and  casta  should  an  acute  nephritis  develop,  while  uremic 
symptoms  and  a  chronic  nephritis  are  c<mBtant  features  to  be 
feared  in  protracted  cases.  When  the  typhoid  terminates  in  a 
normal  or  an  early  convalescence  these  complications  are  gen- 
erally rare.  A  post-typhoidal  pyelitis,  invading  the  pelvis  and 
calices  of  the  kidney,  often  gives  rise  to  a  discharge  of  pu3  and 
blood  in  the  urine.  The  diazo-reaction  will  be  a  diagnostic 
help  in  kidney  complications,  though  we  must  remember  this 
may  take  place  in  phthisis,  meningitis,  pneumonia  and  other 
infections.  Gystitis  not  rarely  due  to  the  typhoid  bacillus  as 
evidenced  by  its  presence  in  pure  culture  in  the  urine  may  be 
a  complication ;  it  may,  however,  be  due  to  other  pyogenic  bac- 
teria. Diseases  of  the  genito-urinary  tract  are  dependent  to 
a  great  extent  upon  local  infections  which  have  preceded  the 
typhoid  fever. 

The  joints  are  subject  to  arthritis  during  the  convalescing 
period  of  typhoid.  The  infection  may  be  purely  typhoid  or 
more  commonly  it  is  either  rheumatic  or  pyogenic.  In  the 
first  instance  the  arthritis  is  monarticular,  but  it  is  i>olyar- 
ticular  when  either  of  the  latter  two  infectious  agents  is  the 
cause.  The  tnuscles  may  undergo  a  hyaline  degeneration  and 
may  be  the  seat  of  hemorrhage  or  abscess.  The  iones  and  per- 
iosteum are  more  frequently  disposed  to  typhoidal  lesions  and, 
therefore,  periostitis  with  secondary  necrosis  and  osteomyelitis 
may  occasionally  prolong  the  convalescence  or  appear  as  a 
sequela. 

Poat-typhoid  septicemia  and  pyemia  may  be  observed  in 
protracted  cases  after  the  defetescence.  These  signs  will  be 
recognized  by  the  profound  intoxication  with  slight  fever  and 
septic  sweats.  Again  recurring  chills,  often  of  great  severity, 
may  be  followed  by  more  pronounced  fiights  of  temperature. 
The  pyemic  condition  will  often  be  evidenced  by  the  presence  of 
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fnnincles  and  multiple  abscesses  and  the  associate  irregular 
fever  with  leukocytosis.  The  suppurative  process  may  like- 
wise be  established  bj  a  femoral  thrombus ;  it  may  also  come 
from  a  splenic  infarct,  a  perinephritic  or  perirectal  abscess,  a 
suppurative  arthritis  and  other  sources  of  pus  development. 

Varieties  of  Typhoid.' — The  symptomatology  of  typhoid 
fever  is  subject  to  such  variations  as  may  arise  from  an  exag- 
geration or  modification  of  its  typical  symptoms.  Again  the 
complications  may  be  so  prominent  that  we  employ  such  com- 
pound terms  as  nephro-typhoid,  pneumo-typhoid,  pleuro-ty- 
phoid,  etc.  These  are,  however,  unfortunate  terms  inasmuch 
as  they  do  not  represent  distinct  varieties  of  typhoid.  There 
are,  however,  varieties  which  need  some  consideration. 

The  mild  and  abortive  forms  may  receive  first  attention. 
The  former  is  not  so  intense  in  character,  though  the  symptoms 
are  often  typical  and  the  onset  may  be  sudden  and  severe.  The 
temperature  does  not  run  so  high  and  the  gradual  afternoon 
accentuation  is  not  usually  apparent.  The  spleen  is  generally 
enlarged,  the  rose  spots  are  often  in  evidence  and  the  gastro- 
intestinal disturbance  may  be  present,  but  the  fever  does  not 
last  more  than  ten  or  fifteen  days.  The  abortive  form  may 
have  a  sudden  onset  with  all  the  typical  succeeding  symptoms, 
but  at  the  end  of  the  first  week  or  early  in  the  second  the  fever 
disappears  with  profuse  sweating.  Convalescence  usually  fol- 
lows without  further  complications,  though  a  severe  relapse 
may  take  place.  The  grave  form  of  typhoid  will  be  su^ested 
by  a  profound  systemic  intoxication,  by  the  high  fever,  the  se- 
vere nervous  symptoms  and  the  marked  prostration.  In  this 
class  we  may  include  those  cases  with  cerebro-spinal,  nephritic 
and  pneumonic  complications.  The  latent  or  ambulatory  form, 
which  has  been  referred  to  before,  will  be  recognized  in  those 
patienta  who  keep  about  during  the  early  stages  of  the  fever 
and  only  succumb  to  its  ravages  when  the  serious  symptoms 
appear.  Delirium,  high  temperature,  tympanites,  hemorrhage 
and  perforation,  as  the  result  of  dietetic  errors  and  lack  of 
care,  are  liable  to  characterize  the  final  stage  which  often  ter- 
minates in  sudden  death.  The  afebrile  form  is  of  rare  occur- 
rence. Hemorrhagic  forms  of  typhoid  are  also  rarely  observed, 
though  they  are  occasionally  typified  by  an  hemorrhagic  onset 
or  the  supervention  of  the  same  during  the  febrile  course.  These 
are  not  necessarily  fatal,  though  they  are  extremely  serious. 
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Typhoid  in  ch^ren  is  not  ver;  common,  though  it  may 
occur  under  ten  years  of  age  and  it  has  been  reported  in  in- 
fants. The  onset  is  generally  abrupt,  but  many  of  the  prod- 
romal symptoms  are  wanting.  The  temperature  is  characterized 
by  agradual  rise,  while  bronchial  catarrh  and  an  exaggeration 
of  the  nervous  symptoms  are  prominent  features.  The  rose 
spots  are  not  always  present  and  the  abdominal  symptoms  are 
mild.  Fatal  hemorrhage  and  perforation  are  exceptions,  though 
the  sequelae  are  often  serious,  but  ordinarily  the  mortality  is 
not  high.  It  is  claimed  that  the  fever  may  exist  in  the  fetus, 
the  bacillus  passing  through  the  placenta  to  the  child,  causing 
thereby  a  typhoid  septicemia.  If  this  is  true,  it  is  a  proof 
that  pregnancy  does  not  afford  immunity.  Typhoid  in  the  aged 
is  not  common  and  when  it  does  occur  the  mortality  is  high 
inasmuch  as  pneumonic  and  cardiac  complications  are  com- 
mon and  severe. 

Relaliscs  of  Typhoid.. — ^Relapses  in  typhoid  fever  are  a 
constant  menace.  An  intercurrent  relapse  may  develop  before 
the  temperature  becomes  normal,  but  more  frequently  it  ap- 
pears during  or  some  time  after  the  convalescence.  The  early 
theory  regarding  a  relapse  held  that  it  was  due  to  dietetic  error 
before  the  intestinal  lesions  had  healed.  This,  no  doubt,  has 
a  semblance  of  truth,  but  the  real  cause  arises  from  re-infection. 
For  a  time  it  was  supposed  that  this  took  place  in  the  large  in- 
testine as  the  result  of  the  passage  of  the  infected  sloughs  over 
healthy  lymphoid  follicles.  The  more  probable  theory  is  that 
the  gallj)ladder  contains  numerous  bacilli  which  may,  at  vary- 
ing periods'  after  the  primary  infection,  be  dischai^d  into  the 
bowel  or  circulation  and  cause  a  re-infection.  This  explains  the 
influence  of  a  dietetic  error  which  stimulates  the  action  of  the 
liver  and  causes  the  bacilli  fo  be  poured  with  bile  into  the  in- 
testine. In  this  way  they  re-enter  the  circulation  and  cause  a 
return  of  the  primary  typhoid  symptoms.  The  relapsing  at- 
tack is  generally  less  severe,  shorter  in  duration  and  the  car- 
dinal symptoms,  aside  from  the  fever,  are  not  always  marked. 
The  onset  may  be  sudden  and  the  rigors  severe.  There  may  be 
a  number  of  relapses  and  they  are  more  likely  to  occur  in  young 
patients.  Great  care  should  be  exercised  to  discriminate  be- 
tween a  relapse  and  a  recrudescence  or  spurious  relapse.  The 
prognosis  should  also  he  guarded  inasmuch  as  a  relapse  which 
follows  a  mild  attack  of  typhoid  may  present  graver  symptoms 
than  the  latter. 
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Diatfnosis. — The  diagDoais  of  typhoid  fever  is  not  in  everj 
instance  an  eas;  task.  For  that  reason  it  is  always  beat  to  regard 
suspicious  symptoins  with  conaideration  until  positive  signs 
are  disclosed.  It  is  by  all  means  safer  to  consider  a  fever  as 
typhoid  than  to  fail  to  recognize  a  mild  or  abortive  form.  A 
diagnoeis  should  always  be  postponed  when  the  prodromal 
symptoms  are  inconclusive  and  the  patient  should  be  placed  in 
bed  and  put  on  a  limited  diet  while  the  symptoms  are  carefully 
watched  from  day  to  day.  The  presence  of  epistaxis,  diarrhea 
and  such  objective  symptoms  as  splenic  enlargement,  tympan- 
ites, tenderness  in  tiie  right  ileo-ceoal  region,  which  usually 
follow  the  prodromal  symptoms,  together  with  a  pulse  which  is 
slow  in  proportion  to  the  temperature  and  often  dicrotic,  will 
help  to  make  our  diagnosis.  When  the  rose  spots  are  found 
and  the  temperature  shows  its  peculiar  curve,  we  may  begin 
to  appreciate  and  understand  the  various  aymptomatological 
features  which  have  been  previously  mentioned. 

The  sero-reaction,  which  ia  frequently  found  as  soon  as 
the  second  week,  and  sometimes  earlier,  will  be  of  great  diag- 
nostic help.  It  is  generally  known  as  the  Widal  reaction  inas- 
much as  this  investigator  demonstrated  the  specific  value  of 
this  procedure  in  clinical  medicine.  The  aemm  theory  depends 
upon  the  fact  that  the  diluted  serum  of  a  patient  afflicted  with 
typhoid  fever  will  cause  the  bacilli  to  lose  their  motility  and 
become  aggregated  in  clumps.  To  obtain  this  will  require  the 
services  of  one  who  is  skillful  in  the  required  technique.  The 
standard  dilution  of  1-50  and  a  time  limit  of  one  hour  are  im- 
portant requirements.  After  the  serum  is  mixed  with  a  fresh 
bouillon  culture  of  the  typhoid-bacillus  so  that  the  required 
dilution  is  obtained,  a  hanging-drop  preparation  of  the  mix- 
ture is  made;  if  there  is  a  positive  reaction  the  bacilli  will, 
in  an  hour's  time,  lose  their  motility  and  collect  in  clumps. 
Wyatt- Johnston  sug$;ests  the  following  method:  "The  blood 
is  taken  on  a  dean  glass  slide  from  a  needle-prick ;  a  watery 
solution  of  this  dried  blood  specimen  is  added  to  a  loop  of  the 
bouillon  culture  of  typhoid  bacilli  on  a  clean  cover  glass  and 
the  microscopic  evidence  of  the  disappearing  motility  and  the 
clomping  are  then  obtained."  While  this  is  a  fairly  positive 
evidence  of  typhoid,  it  is  not  always  an  easy  matter  to  obtain 
it  and  many  times  it  can  ndt  be  applied.  Interfering  condi- 
tions like  tobercnlosis  and  pneumonia  may  make  the  reaction 
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n^ative.     In  some  cases  with  typical  aymptoms  the  reaction 
may  not  appear  at  any  time. 

The  bacilli  may  be  isolated  from  the  atoola,  the  urine  and 
from  the  rose  spots.  Aside  from  these  specific  disclosures  we 
must  at  aU  times  be  guided  by  a  careful  physical  examination 
and  the  consideration  of  the  typical  symptoms.  In  the  presence 
of  an  epidemic  our  diagnosis  will  be  less  in  doubt. 

Ehrlich's  diazo-roaction  mentioned  imder  diseases  of  the 
urinary  system,  is  obtained  as  follows :  One  part  of  a  solution 
of  sodium  nitrite  (0.5  i>er  cent  solution)  is  mixed  with  forty 
parts  of  a  solution  consisting  of  sulfanilic  acid  two  grains,  hy- 
drochloric acid  one  hundred  and  fifty  c.c.  and  distilled  water 
one  thousand  cc.  To  this  an  equal  volume  of  urine  is  added, 
and  the  test-tube  thoroughly  shaken.  Now  superpoise  a  small 
amount  of  ammonium  hydrate  and  if  the  reaction  is  positive 
a  ruby  or  cherry  red  ring  occurs  at  the  line  of  contact.  The 
value  of  the  above  has  already  been  discussed. 

DllI«reil(Ul  Diafnosis. — Since  it  is  possible  U>  apply 
the  aero-reaction  in  so  many  cases,  there  is  not  so  much  danger 
of  confusing  typhoid  with  other  febrile  diseases.  Still  a  con- 
fusion may  exist  in  many  instances.  Typhus  fever  has  a  shorter 
course,  terminates  abruptly  by  crisis,  and  has  no  Widal  reac- 
tion. Its  symptoms  portray  a  more  sudden  onset,  the  stupor 
is  more  pronounced,  the  conjunctivse  are  injected  and  it  is  fur- 
ther characterized  by  the  appearance  on  the  third  to  fifth  day 
of  macnbe  which  are  soon  transformed  into  petechiie.  It  has 
also  more  marked  nervous  manifestations  and  death  is  liable 
to  ensue  at  the  end  of  the  second  week.  Acute  miliary  tvher- 
evioBis  will  have  a  different  temperature  curve,  the  pulse  and 
respirations  are  more  rapid,  the  rose  spota  are  not  present  and 
the  Widal  reaction  will  not  be  detected.  The  cough,  hemopty- 
sis, peculiar  cachexia  and  the  absence  of  abdominal  symptoms 
wiU  generally  overcome  the  diagnostic  doubt.  Malarial  fever 
will  often  cause  much  doubt  in  the  atypical  typhoids,  but  the 
blood  examination  will  invariably  reveal  the  malarial  oigan- 
isms.  Relapsing  fever  has  more  of  an  abrupt  onset  and  the 
rigors  and  fever  are  more  pronounced  at  first.  The  duration, 
however,  is  shorter,  the  eruption,  the  sero-reaction,  the  nervous 
symptoms  and  the  temperature  curve  are  usually  absent  The 
termination  is  by  crisis  and  the  presence  of  the  spirilla  is  a 
diagnostic  distinction.     Meningitie  will  be  differentiated  pai^ 
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ticularlj  hy  the  aocentoation  of  nervous  symptoma,  the  head- 
ache and  the  character  of  the  delirium.  The  moscolar  rigidity 
which  takes  place  before  the  effusion,  the  hypereetheeia,  the 
exaggerated  reflexes,  Kemig's  Bign,  the  reetlesaDese,  vomiting 
and  lower  temperature  record  will  establish  a  di:fferential  symp- 
tomatology. Lumbar  puncture  in  meningitis  will  generally  give 
a  positive  microscopic  diagnosis.  Tubercular  meningitis  is 
recognized  in  younger  patients,  the  Widal  reaction  is  absent 
and  the  other  tuberculous  manifestations  are  usually  found. 
Pneumonia  in  its  typical  course  rarely  simulates  typhoid,  but 
there  is  an  atypical  form  of  pneumonia  which  resembles  typhoid 
so  closely  that  the  name  "typhoid-pneumonia"  has  been  ac- 
cepted (see  under  pneumonia).  Gaiarrhal  enieritis  in  children 
may  often  resemble  a  typhoid  fever  in  its  earlier  stages,  bat 
here  the  symptoms  pertain  entirely  to  the  gastro-intestinal  tract 
and,  aside  from  the  fever,  the  other  features  of  typhoid  are 
absent.  Salpingitis  and  appendicitis  will  often  cause  the  great- 
est amount  of  doubt  in  diagnostic  differentiation  with  typhoid. 
Theee,  lio>wever,  may  be  differentiated  by  a  careful  considera- 
tion of  their  respective  physical  findings. 

ProCnoals, — The  prognosis  in  typhoid  fever  will  depend 
upon  the  gravity  of  the  case,  the  character  of  the  epidemic  and 
the  physical  condition  of  the  patient.  The  average  mortality 
record  is  certainly  not  so  high  under  the  recent  method  of  treat- 
ment as  it  has  been  in  the  past.  Much  depends  upon  the  early 
diagnosis  and  the  regulation  of  the  diet.  Many  patients  have 
reached  the  third  week  of  the  disease  before  they  enter  a  hos- 
pial  or  call  a  physician  and  this,  of  course,  militates  against 
a  favorable  prognosis.  High  fever,  deliriiun,  with  si^s  of 
marked  toxemia,  meteorism,  hemorrhage  and  the  evidence  of 
perforation  are  always  danger  signs.  Nervous  complications, 
particularly  the  tremor  which  attends  a  low  muttering  delirium 
and  the  involuntary  action  of  the  sphincters  are  always  to  be 
considered  aa  nnfavorable.  The  ambulatory  form  of  the  fever 
usually  terminates  fatally.  Sudden  death  occasionally  occurs 
when  the  symptoms  seem  to  indicate  improvement,  and  the  im- 
mediate cause  is  not  always  discovered.  In  all  probability 
each  a  termination  is  due  to  pulmonary  embolism  or  myocardi- 
tis which  ends  in  a  sudden  cardiac  failure.  A  recurrence  rarely 
takes  place  after  a  typical  attack  and,  therefore,  such  patients 
an  seemingly  immune. 
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Treatment. — Prophylaxis  is  esseatiallj  a  part  of  the  treat- 
ment as  preventive  therapeutics  is  of  first  consideration  under 
this  subject.  This  pertains  not  alone  to  efficient  drainage  in 
the  vicinity  where  typhoid  is  epidemic,  bat  it  refers-most  em- 
phatically to  the  proper  isolation  of  the  patient  and  the  careful 
disinfection  of  all  excretions.  A  vessel  which  can  be  easily  dis- 
infected within  and  without  should  be  used  to  hold  the  excreta, 
the  urine,  vomitus  and  sputum.  These  'should  be  disinfected 
with  a  solution  of  chlorid  of  lime — six  ounces  to  a  gallon  of 
water,  bichlorid  of  mercury — 1 :500,  or  a  five  per  cent  solution 
of  carbolic  acid  and  allowed  to  stand  for  an  hour  or  more  before 
they  are  thrown  into  the  closet.  Dishee,  bedpans,  urinals  and 
rectal  tubes  must  be  isolated  and  boiled ;  thermometers  must  be 
kept  in  a  bichlorid  solution  (1:1000);  the  soiled  linen  must 
be  soaked  in  carbolic  water  (1:30)  for  two  or  three  hours  be- 
fore they  are  sent  to  the  laundry ;  blankets,  mattresses  and  pil- 
lows must  be  sterilized  by  steam  or  formaldebyd,  while  the 
nurse's  hands  must  be  carefully  scrubbed  and  washed  in  bi- 
chlorid solution  after  handling  the  patient.  Caielesanese  in 
these  details  is  too  frequently  tolerated  by  physicians.  Perfect 
cleanliness  and  asepsis  should  be  maintained  about  the  patient, 
bed  and  room,  and  to  successfully  accomplish  this,  absolute 
isolation  is  necessary.  The  water  and  milk  which  are  given  to 
the  patient  and  used  by  the  household  should  be  thoroughly 
boiled.  Preventive  antityphoid-inoculation  has  come  into  favor 
recently  and  the  best  evidence  of  its  efficiency  was  obtained 
during  the  South  African  war  where  it  reduced  the  occurrence 
in  those  inoculated  to  less  than  1  per  cent.  This  method  of 
prophylaxis  is  still  in  its  infancy,  but  it  will  no  doubt  be  a 
decided  feature  in  the  future  treatment  of  this  disease. 

Treatment  of  the  Attack.: — The  general  management  of  a 
case  of  typhoid  fever  must  contemplate,  first  of  all,  the  neces- 
sity of  keeping  the  patient  absolutely  quiet  in  bed.  This  re- 
quirement is  of  such  vital  concern  in  the  care  of  all  acute  dis- 
eases that  it  is  naturally  the  first  step  in  the  treatment.  It  is  how- 
ever, of  paramount  importance  in  typhoid  fever,  inasmuch  as 
the  nervous  system  then  is  prone  to  unusual  excitement.  Quiet 
should  be  enforced  not  alone  so  far  as  the  patient  is  concerned, 
but  it  should  be  applied  with  equal  foree  to  the  surroundinga, 
A  trained  nurse  should  always  be  in  charge  since  the  essential 
scientifie  care  can  not  he  administered  by  sympathetio  relaUves 
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or  irieudB.  Tlie  patient  ehguld  be  alone  with  tlie  Durae  except 
at  stated  periods  and  the  room  should  be  kept  well  Tentilated, 
with  an  equable  temperature  and  with  as  cheerful  surroundings 
as  poraible.  The  bed  should  be  protected  by  a  rubber  sheet 
so  that  the  baths  ma;  be  given  without  disturbance.  The  pa- 
tient and  the  linen  should  always  be  clean,  the  mouth  should 
be  frequently  cleansed  and  the  greatest  care  should  be  exercised 
to  avoid  the  development  of  bedsores.  Attention  to  the  welfare 
and  comfort  of  the  patient  which  result  from  skillful  nursing 
favor  the  absence  of  complications  and  a  speedy  convalescence. 
The  diet  is  essentially  pf  first  consideration  and,  though 
various  theories  prevail  in  this  respect,  it  is  certainly  agreed 
that  it  should  be  limited  in  quantity,  restricted  to  semi-solids 
and  administered  at  regular  intervals.  The  majority  of  pa- 
tients will  subsist  safely  on  a  minimum  amount  of  milk  fre- 
quently administered.  During  the  first  forty-eight  hours  and 
possibly  for  several  days,  it  is  often  sufficient  to  give  nothing  but 
sterile  water  ad  libitum.  In  the  early  stage  it  is  my  plan  to 
give  every  two  or  three  hours  two  to  four  ounces  of  miUc,  di- 
luted with  an  equal  part  of  water,  both  of  which  are  to  be  ster- 
ilized. If  the  fever  is  not  particularly  high  and  if  there  is 
evidence  of  undue  weakness,  it  is  better  to  increase  the  amount 
so  that  at  least  three  pints  are  taken  daily,  and  if  this  quantity 
ia  tolerated,  it  may  be  well  to  cease  diluting  it.  When  a  diar- 
rhea persists,  the  milk  should  be  boiled.  The  tolerance  of  milk 
as  a  food  will  be  better  understood  by  carefully  watching  the 
bowd  movements;  when  curds  and  fat  globules  are  found,  it 
is  evident  either  that  milk  is  not  an  acceptable  food  or  that 
further  dilution  and  decrease  in  quantity  is  necessary.  In  such 
cases  lime  water  or  a  little  brandy  may  be  added  to  each  feeding 
or  the  peptonizing  process  may  be  instituted ;  if  then  it  is  not 
digested,  whey,  sour  milk,  buttermilk,  Matzoon  or  Kumiss 
should  be  substituted.  It  is  my  belief  that,  if  these  measures 
are  carefully  followed  out,  few  patients  will  reject  this  diet 
unless  they  have  a  particular  idiosyncrasy  against  it.  Egg-al- 
bumen, made  by  straining  the  whites  of  eggs  through  a  cloth 
and  mixing  with  them  an  equal  amount  of  water,  or  e^s  beaten 
np  in  milk,  may  be  used  when  milk  is  not  acceptable;  the  addi- 
tion of  a  little  lemon,  vaniUa  or  whiskey  will  often  make  this 
more  palatable.  A  well  strained  barley  gruel,  or  other  bland 
pnels,  are  frequently  serviceable.     Meat-juices,  chicken,  mut- 
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ton  or  beef  broths,  at  first  well  diluted,  may  be  substitated  or 
alternated  with  the  milk  when  the  latter  disturbe  or  does  not 
suffice;  beef  peptonoids  are  highly  recommended,  but  the  dis- 
agreeable taste  is  often  objectionable.  Broths  are  always  to  be 
used  with  greatest  caution  and  in  case  temperature  and  other 
cardinal  symptoms  are  noticed  after  their  administration  there 
should  be  a  prompt  return  to  the  milk  diet.  It  must  be  under- 
stood at  all  times  as  a  good  principle  of  practice  not  to  disturb 
a  patient  during  a  natural  sleep,  to  administer  food.  To  a  cer- 
tain extent  this  theory  should  apply  when  delirium  is  acute 
or  mental  excitement  prevails.  When  a  marked  improvement 
ia  noticed  or  the  strength  begins  to  fail,  more  substantial  nour- 
ishment will  be  demanded.  In  such  instances  scraped  beef, 
soft  toast,  custards,  gelatins,  etc.,  may  be  well  borne.  Diarrhea 
is  usually  an  indication  that  the  nourishment  is  causing  intes- 
tinal disturbance.  In  case  the  oral  feeding  is  not  sufficient  to 
oombat  the  failing  strength  or  the  stomach  refuses  food,  it  is 
necessary  to  resort  to  rectal  alimentation.  Por  this  three  or  four 
ounces  of  peptonized  milk  or  a  combination  of  this  and  a  little 
white  of  eggs  may  be  employed  every  three  or  four  hours. 
Other  forms  of  nutrient  enemata  may  be  demanded  according 
to  the  complications  of  the  case.  In  the  early  period  of  con- 
valescence it  is  safe  to  give  a  soft  boiled  egg,  gelatin,  custards 
or  some  well  cooked  rice,  scraped  beef,  eto.,  at  long  intervals. 
If  no  disturbance  is  noticed  from  this  innovation,  gradual  re- 
siunption  of  a  light  diet  may  be  instituted.  It  must  be  recog- 
nized, however,  that  this  innovation  ie  the  greatest  danger  of 
OUT  treatment.  It  is  by  all  means  best  to  delay  the  return  to 
solid  food  until  there  are  positive  signs  of  a  safe  convalescence ; 
even  then  this  end  must  be  attained  gradually  and  as  long  as 
the  patient  is  properly  sustained  by  a  soft  food  the  rc^lar  diet, 
must  not  be  resumed  until  the  danger  point  is  positively  passed. 
Water  should  be  given  freely  during  all  the  stages  and  in  many 
instances  the  patient  may  tolerate  barley  water,  cocoa  and  per- 
haps a  little  lemon  or  orange  juice. 

Stimulants  arc  dangerous  things  to  deal  with,  but  tn  many 
instances  they  are  absolutely  required.  Cardiac  enfeeblement 
and  general  exhaustion  may  demand  the  use  of  whiskey  in  lim- 
ited quantity,  particularly  during  the  middle  or  later  stages 
of  the  disease.  It  will  likewise  combat  the  typhoid  septicemia, 
and  to  a  certain  extent  control  the  delirium,  tremor  and  other 
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nervous  BymptomB.  It  will  be  iodicatad  more  frequently  when 
the  patient  is  an  alcoliolio  or  when  sudden  coUapae  is  feared. 
Heart  etimnlation  ehould  not  be  employed  in  this  or  any  disease 
until  it  U  absolutely  required.  When  the  pulse  is  persistently 
high  (110-130),  it  is  a  wise  procedure  to  resort  to  strychnia 
(gr.  1-60  to  1-30)  by  mouth  or  hypodermatically,  three  or  four 
times  daily,  hut  to  gradually  discontinue  its  use  when  the  heart 
attains  a  more  normal  condition.  Digitalis,  stropfaanthus  or 
the  combination  of  strychnia  and  digitaliu  are  often  more  serv- 
iceable. The  hypodermatic  use  of  sterile  camphorated  oil  or 
five  grains  of  camphor  in  sterile  almond  oil  often  gives  good  re- 
sults in  case  of  sudden  and  extreme  cardiac  enieeblement.  I 
think  it  is  safe  to  say  that  stimulation — particularly  in  chil- 
dren— is  rarely  required. 

Hydrotherapy  must  be  regarded  as  one  of  the  most  impor- 
tant features  in  the  treatment  of  typhoid  fever.  With  this  and 
the  limitations  of  diet,  together  with  good  nursing,  it  is  pos- 
sible to  carry  a  case  to  a  safe  convalescence  without  the  aid  of 
medicine.  It  is,  therefore,  essential  to  give  due  weight  to  this 
phase  of  treatment  throughout  the  entire  course  of  the  disease. 
Hydrotherapy  is  such  a  valuable  and  at  the  same  time  such  an 
abused  expedient  that  it  requires  some  thoughtful  considera- 
tion. A  variety  of  opinions  as  to  the  method  of  its  use  still 
confuse  the  profession.  Too  many  employ  it  indiscriminately, 
and  some  methods  seem  barbarous  in  certain  instances  at  least. 
That  the  cold  bath,  as  employed  by  Hrand,  may  be  safely  and 
efEciently  used  in  some  cases  I  will  not  deny,  but  to  employ 
it  in  all  cases  I  truly  believe  is  a  mistake.  To  put  some  deli- 
cate patients  into  the  cold  water  is  a  shock  which  can  not  be 
endured,  to  say  nothing  about  the  irritation  of  the  nervous  sys- 
tem. I  am  too  mindful  of  the  fatal  reactions  in  a  few  expe- 
riences of  this  kind  to  permit  me  to  adopt  it  as  a  universal 
method.  The  cold  pack  is  a  much  more  merciful  process,  and 
I  believe  it  is  fully  as  effective.  In  the  average  case  I  prefer 
the  cool  sponge  systematically  employed,  and  in  some  instances 
warm  or  tepid  water  is  preferabla  My  usual  plan  is  to  give 
the  cool  sponge  in  this  way:  The  nurse  is  to  bathe  the  patient 
for  ten  minutes,  then  allow  the  drying  process  to  take  place 
while  the  patient  rests  for  ten  minutes.  This  is  then  repeated 
twice  in  an  hour,  with  an  equal  rest  period  following  each 
time.     Thus  the  patient  is  sponged  for  one-half  hour  inter- 
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mittentlj  and  also  rests  for  the  same  length  of  time  in  one 
hour'B  attention.  Following  this,  absolute  rest  is  enforced  for 
several  hours  if  posaible.  The  sponge  is  repeated  in  accordance 
with  the  temperature.  At  least  one  sponging  of  this  character 
most  be  given  each  da;.  In  my  experience  no  better  method 
than  this  has  been  found.  Ironing  the  patient  with  a  piece  of 
ice  over  a  sheet  is  another  expedient  which  gives  favorable  re- 
sults. Aside  from  the  disagreeable  features  of  the  Brand  sys- 
tem of  treatment,  there  are  several  conditions  which  absolutely 
contra-indicate  the  cold  bath;  these  are  intestinal  hemorrhage, 
peritonitis,  and  extreme  cardiac  weakness. 

Intestinal  antiseptics  have  been  employed  for  some  time 
with  the  hope  of  destroying  or  inhibiting  the  germ  growth.  It 
would  seem  natural  that  the  principle  of  antisepsis  ought  to 
apply  in  typhoid  fever.  Unfortunately  we  have  not  as  yet  any 
satisfactory  proof  that  it  di*8.  The  bacilli  aecomplish  their 
organic  work  long  before  the  patient  consults  the  physician, 
and  while  we  admit  tJie  cause,  we  never  know  how  long  the 
latent  influence  baa  existed.  The  symptoms  which  present 
themselves  for  treatment  are  mainly  the  result  of  toxins  and 
probably  a  mixed  infection.  Thus  it  would  seem  necessary  in 
order  to  apply  the  correct  principle  of  antisepsis,  that  we  must 
gain  entrance  to  the  intestine,  without  any  antidotal  influence, 
with  our  destroying  agent  as  soon  as  the  germ  develops.  How 
we  may  get  the  desired  effect  by  any  antiseptic  which  acts 
through  the  ■  blood  or  otherwise  has  not  yet  been  discovered. 
Notwithstanding  this  apparently  discouraging  prospect,  I  am 
still  of  the  belief  that  intestinal  antiseptics  are  a  valuable  ad- 
juvant in  treatment.  If  it  is  impossible  to  destroy  the  bacillus, 
we  may  possibly  neutralize  or  at  least  inhibit  the  toxin  devel- 
opment by  this  means.  If  such  a  treatment  does  not  reach  the 
specific  cause,  it  certainly  has  a  tendency  to  arrest  intestinal 
fermentation  and  destroy  the  intestinal  bacteria  which  favor 
the  fever.  While  I  am  not  able  to  speak  with  scientific  posi- 
tiveness  on  this  subject,  I  have  certainly  satisfied  myself  of  the 
practical  value  of  this  adjuvant.  In  my  hoepital  and  private 
practice,  where  I  have  had  the  privilege  of  observing  a  great 
many  cases,  I  have  tested  this  principle  in  a  clinical  way  for 
several  years.  I  am  so  convinced  of  its  efiicacy  that  I  do  not 
hesitate  to  employ  an  intestinal  antiseptic  from  the  very  be- 
ginning. 
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The  remedies  employed  for  this  antisepsis  are  nimierotis. 
Many  have  been  discarded  by  the  authorities  who  first  advised 
them.  Since  the  experiments  with  chlorin  water  years  ago 
many  agents  have  been  resorted  to.  Compounds  of  carbolic 
acid  and  iodin,  beta  naphthol,  salol,  thymol,  turpentine,  ben- 
zosol,  boric  acid,  etc.,  have  been  carefully  tested.  Kven  the  idea 
of  elimination  by  t£e  use  of  calomel  relates  to  this  theory  for 
by  the  excessive  introduction  of  bile  into  the  intestine  the  anti- 
septic theory  is  applied.  While  we  may  justly  oppose  the  mer- 
curial irritation  for  its  unfortunate  reactions,  we  may  at  least 
admit  that  milder  measures  of  that  kind  are  essential  to  the 
proper  treatment.  In  my  practice  I  have  received  the  most 
efficient  results  from  the  use  of  methylene  blue.  I  gave  this 
in  the  be^nning  in  the  first  decimal  potency,  four  tablets  three 
or  four  times  daily.  Becent  experience  has  taught  me  that  this 
is  not  a  sufficient  dose,  and  I  have  employed  chocolate  coated 
pills  of  one  to  three  grains  four  times  daily.  Since  I  have  used 
this  I  have  lost  few  cases.  This,  no  doubt,  will  appear  to  be 
a  boastful  statement,  but  it  is  evidenced  by  the  result  of  many 
cases  covering  several  years  of  experiment  with  this  agent.  I 
no  longer  dread  the  treatment  of  typhoid  as  I  did  in  the  psst 
With  its  use  the  tympanites,  the  fever  and  the  delirium  are 
minimized.  I  rarely  now  have  a  case  of  hemorrhage,  and  the 
terrible  sul»ultus  and  general  nervous  excitement  do  not  at- 
tend. I  am  therefore  rarely  obliged  to  use  restraint,  and  I 
enter  upon  the  treatment  with  less  fear  and  dread.  Though 
I  can  not  prove  my  claim  as  an  absolute  verification  of  the  anti- 
septic theory,  I  am  still  sufficiently  Batisfied  that  the  generation 
of  toxins  in  the  bowel  and  their  absorption  is  much  reduced 
by  the  employment  of  this  agent  and  hence  its  clinical  value. 
Quaiacol  has  of  late  been  employed  as  an  internal  antiseptic, 
but  its  efficiency  is  more  pronounced  as  an  antipyretic.  For 
this  purpose  ten  to  fifteen  minims  are  rubbed  into  the  groin 
when  the  afternoon  temperature  is  at  its  highest.  This  dosage 
is  liable  to  produce  untoward  effects  and  therefore  it  has  been 
my  custom  to  employ  only  five  minims.  I  am  pleased  to  state 
that,  in  a  limited  experience  with  this  agent,  (he  results  have 
been  very  favorable,  though  I  am  not  satisfied  that  it  should 
supplant  the  hydrotherapeutic  measures.  To  gain  success  with 
this  agent  it  is  necessary  to  occupy  at  least  one-half  hour  to 
mb  in  the  medication. 
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TJie  care  of  the  bowels  willjiatursllj  call  Btteotion  to  the 
necessity  of  using  enemas.  There  are  many  who  Btill  believe 
in  not  distnrbing  the  bowels  in  this  waj,  except  for  obotinate 
oonatipatiou,  which  the;  claim  is  rare.  In  controversion  of  this 
idea  I  am  willing  to  state  that  a  fair  average  of  m;  cases  are 
constipated  and  often  need  medical  and  mechanical  help.  The 
enema  is,  in  such  cases,  extremely  serriceable,  but  I  believe  it 
has  a  more  general  value  in  the  sense  of  intestinal  irrigation 
and  absorption.  The  more  water  we  get  into  the  system  of  the 
typhoid  patients  the  better  it  is  for  them.  In  the  use  of  the 
enema  some  of  the  fluid  will  be  absorbed,  and  its  cleansing 
effect  is  of  course  admitted.  My  preference  is  for  the  high 
normal  salt  enema,  and  I  use  if  possible  a  quart  and  have  it 
retained.  The  beneficial  effect  Is  invariably  shown  by  the  re- 
duction of  the  temperatnre  at  least  a  degree  in  a  short  time. 
If  the  temperature  remains  above  103°  F.,  I  have  it  repeated 
and  in  severe  cases  it  may  be  used  several  times  daily.  Invol- 
untary bowel  movements  would  contraindicate  it.  The  average 
ease  in  my  practice  gets  it  every  morning.  The  systemic  effect 
obtained  from  the  regular  use  of  the  high  normal  salt  enema 
is  apparent  by  the  absence  of  extreme  tympanites  and  delirium. 
Of  course  we  all  recognize  the  benefit  obtained  in  serious  cases 
from  the  subcutaneous  or  intravenous  infusion  of  normal  salt 
solution.  We  are  too  liable,  however,  to  forget  that  this  might 
not  be  necessary  if  we  persistently  use  the  normal  salt  enema 
every  day  or  several  times  a  day.  The  great  trouble  in  our 
practice  is  the  fact  that  we  do  not  anticipate  danger  often 
enou^.  Too  many  of  us  treat  typhoid  fever  indifferently  until 
the  serious  phases  appear ;  then  our  efforts  are  often  too  late. 
When  tympanites  is  pronounced  it  is  well  to  add  five  to  ten 
drops  of  turpentine,  in  egg  emulsion,  to  each  normal  salt  enema. 
This,  with  turpentine  administered  internally  in  the  third  deci- 
mal potency,  will  invariably  correct  this  symptom. 

TreatmeDt  of  Special  Symptoms.^ — When  certain  symp- 
toms are  extreme  our  persistent  effort  toward  their  removal 
will  be  demanded.  Headache  is  often  an  early  and  continuous 
feature.  If  this  does  not  respond  to  the  use  of  such  remedies 
as  nux  vomica,  iris,  belladonna,  spigelia,  glonoin,  gelsemium, 
baptisia  and  Bryonia,  etc.,  it  may  be  wise  to  resort,  with  due 
precaution,  to  some  of  the  analgesics  such  as  phenacetin  and 
other  coal  tar  derivatives  in  two  or  three  grain  doses  occasion- 
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ally.  A  favorite  combination  of  mine  ia  fareol  Ix,  iris  2x 
and  ignatia  2x;  diree  of  these  tablets  administered  in  half 
hour  repetitions,  will  often  atop  the  headache  in  three  or  four  , 
doses.  In  obstinate  and  severe  headaches  we  may  be  oblij^d  to  ; 
resort  to  the  use  of  Bodtum  bromid  in  ten  grain  doses  or  small  , 
doses  of  chloral.  Insomnia  will  likewise  demand  some  special 
attention,  as  sleep  is  necessary  for  satisfactory  pn^ress  in  the 
treatment.  Usually  the  cool  sponges  will  help  this,  but  often 
the  milder  sedatives  like  trional,  chloralamid,  sulfonal,  or 
chloretone  are  usually  sufficient,  though  in  exceptional  instances 
it  may  he  necessary  to  give  a  quarter  grain  of  morphin  or  codein 
hypodermatically.  The  delirium  may  also  he  bo  serious  that 
special  medication  is  required.  When  a  typical  typho-mania  ex- 
ists the  free  use  of  alcohol  by  mouth  and  hypodermatically  will 
often  be  corrective.  The  icebag  applied  constantly  to  the  head 
will  be  the  best  adjuvant  in  such  cases.  The  internal  adminis- 
tration of  belladonna,  hyoscyamus,  stramonium,  valerian  and 
moachus  should  not  be  overlooked  as  these  will  usually  suffice 
in  their  various  potencies.  The  hypodermatic  use  of  hydro- 
bromate  of  hyoscin  (gr.  1/200  to  1/100)  every  two  or  three 
hours,  is  often  required.  The  bromida  may  also  be  demanded 
in  obstinate  cases.  If  the  indicated  remedy  is  persistently  used 
from  the  very  beginning  and  if  the  adjuvant  treatment,  as 
previously  suggested,  is  properly  carried  out,  the  serious  de- 
lirium of  typhoid  is  generally  avoided. 

Vomiting  sometimes  is  a  bothersome  symptom,  but  regu- 
lation of  the  diet  and  the  employment  of  such  intercurrent  rem- 
edies as  arsenicum.,  pulsatilla,  ipecac,  iris  and  cocculua  will 
usually  remove  it.  In  the  early  stages  persistent  vomiting  may 
surest  the  necessity  of  a  cathartic.  For  mild  attacks  hot  water 
with  a  little  bicarbonate  of  soda  is  usually  sufficient.  Aipomor- 
phia  in  the  third  decimal  potency  is  always  a  last  resort.  When 
vomiting  takes  place  during  the  fastigium  it  may  signify  that 
the  milk  is  not  properly  digested  and  this  will  require  the 
addition  of  lime  water,  pepain  or  further  dilution.  Should 
the  stomach  become  excessively  irritable,  an  absolute  suspension 
of  food  may  be  required  for  twenty-four  hours  or  longer  or 
rectal  alimentation  may  be  demanded.  Diarrhea  is  so  fre- 
quently a  symptom  of  typhoid  that  we  should  not  attempt  to 
check  it  unless  the  movements  are  abnormally  frequent  and 
debilitating  to  the  patient.     If  the  stools  show  undigested  roat- 
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ter,  it  may  be  a  safe  deduction  that  an  improper  food  la  being 
used  or  the  patieut  is  overfed.  Catarrhal  lesions  in  the  large 
bowel  may  be  at  fault,  though  these  should  be  corrected  by 
the  daily  eneraata  and  the  intestinal  antiseptic.  The  indicated 
internal  remedy  should  first  be  employed  to  correct  this  per- 
version. For  that  purpose  we  may  use  arsenicum,  cuprum 
ars.,  plumbum  acet.,  bismuth,  terebinth,  mercuHus,  sulphur, 
dioscorea,  cantharis,  opium  or  other  similarly  acting  remedies. 
Opium  in  physiological  doses  may  be  required  if  no  other 
means  avails.  Quarter  or  one-grain  opium  suppositories  are 
also  to  be  thought  of  in  serious  eases.  The  aulphocarbolates 
combined  with  the  subgallate  of  bismuth  is  a  valuable  ad-, 
juvant  and  may  lie  safely  given  three  or  four  times  daily,  in 
doses  of  five  grains  of  the  former  with  five  to  ten  grains  of 
the  latter.  Rectal  injections  of  astringent  solutions  such  as 
tannic  acid  (1  to  2  drams  to  a  quart  of  water)  may  be  em- 
ployed every  twelve  hours  in  extreme  cases.  Constipation  will 
sometimes  require  attention  though  the  enema  and  the  proper 
diet  will  often  correct  this  complication.  Wlien,  however,  it 
is  obstinate,  some  of  the  salines  or  cascara  may  be  employed. 
I  do  not  believe  in  the  iise  of  calomel  except  possibly  as  an  ini- 
tial procedure  to  procure  thorough  intestinal  evacuation.  It 
may  be  indicated  also  when  there  is  persistent  high  temperature 
with  constipation.  It  is  often  astonishing  what  results  may 
be  obtained  by  the  internal  use  of  sulphur,  nux  vomica,  lycopo- 
dium  and  plumbum.  1  wish  again  to  call  attention  to  the 
usefulness  of  snch  remedies  as  chinoidin,  euonymin,  iris  versi- 
color and  chionantkus  in  these  conditions  of  constipation  due  to 
hepatic  inaction.  Elaterinni  (gr,  1/8)  may  lie  administered 
two  or  three  limes  daily  with  good  results  in  these  cases.  Ela- 
terin  (gr.  1/16  to  1/10)  two  or  three  times  daily  may  give 
more  prompt  results. 

Tympanites  is  a  constant  source  of  apprehension  in  the 
treatment  of  typhoid  and  sometimes  it  is  an  obstinate  symp- 
tom to  manage.  With  the  proper  diet,  the  use  of  an  intestinal 
antiseptic,  the  regular  morning  enemata,  this  trouble  is  gen- 
erally obviated.  When  it  is  extreme  it  is  invariably  corrected 
by  the  use  of  tnrpentine  (10  drops  in  the  egg  emulsion),  in- 
troduced with  flic  enemata.  In  addition  to  this  the  same  rem- 
edy should  he  administered  internally  in  frequent  doses  of  the 
third  decimal  preparation.     Other  remedies  lite  carbo   veg.. 
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lycopodium,  anlimonium  cnide.,  and  china  arsenicum  will  be 
frequently  indicated.  A  change  from  a  milk  diet  to  albumin 
water  and  meat  juices  may  be  required  before  relief  is  obtained. 
Hemorrhage  from  the  bowels  will  demand  prompt  and  heroic 
treatment.  All  stimulants  and  food  must  be  suspended.  The 
ice-bag — or  better,  the  ice  coil — should  be  applied  to  the  abdo- 
men and  ice  should  be  given  freely  by  the  mouth.  Opium  should 
be  given  without  delay  to  temporarily  arrest  the  peristaltic 
action ;  this  may  be  employed  best  in  quarter-grain  doses  com- 
bined with  one  grain  of  lead  acetate;  it  may  be  repeated  evp.i-y 
three  or  four  hours  until  we  are  sure  of  the  arrested  peristaUif. 
The  hypodermatic  use  of  morphin  (gr.  1/4),  with  atropin 
(gr.  1/150)  will  probably  give  more  prompt  effect  in  this  re- 
spect. Slight  hemorrhages  may  be  corrected  by  turpentina 
given  frequently  in  low  potency.  Ergolin  has  been  almost  en- 
tirely discarded  in  recent  practice,  but  the  aqueous  soluEion 
of  hamamelis  in  teaspoonful  doses  is  often  efficient.  Adrenalin 
chlorid  may  be  given  in  doses  of  1-10  minims  hyjyodermatically 
or  by  the  mouth,  but  it  must  be  used  cautiously  on  account  of 
ita  increasing  the  blood  pressure.  In  serious  cases  of  collapse 
as  the  result  of  hemorrhage  the  saline  infusion  must  be  resorted 
to.  The  internal  administration  of  remedies  according  to  the 
homeopathic  theory  is  certainly  of  value  in  this  condition. 
Nitric  acid  and  ipecac  in  the  third  decimal  potency,  or  sccale, 
erigeron  and  hamamelis  in  the  first  decimal  potency  are  of  fore- 
most importance  in  this  respect. 

Peritonilis  due  to  perforation  la  a  serious  symptom  and  in 
the  majority  of  cases,  if  given  medical  attention  only,  a  fatal 
result  will  ensue.  It  is  gratifying  to  know  that  operation  if 
not  delayed  too  long,  will  save  a  fair  percentage  of  cases.  As 
soon  as  the  symptoms  suggest  this  condition  and  parlicularly 
when  there  is  an  acute  development  of  pain,  with  generalized 
abdominal  rigidity,  the  surgeon  should  be  called  without  deUy. 
Pneumonia  is  liable  to  be  a  complication  of  typhoid  in 
many  instances,  and  the  treatment  should  be  carried  out  «i 
outlined  under  that  subject.  The  same  is  true  of  bronchitis 
while  hypostatic  congestion  will  frequently  call  for  such  rem- 
edies as  strychnia,  digitalis,  atropin  and  adrenalin.  Laryn- 
gttit  will  demand  special  attention.  Bedsores  and  thrombosis 
of  the  femoral  vein  are  occasionally  complications.  The  first 
of  these  is  easily  treated  by  the  internal  remedies  and  adjuvant 
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local  measntes;  the  bedsoreB  are  alw&ys  prevented  hj  the 
change  of  the  patient's  position  and  the  protection  of  irritated 
parts,  while  thrombosis  may  bo  relieved  by  the  proper  eleva- 
tion of  the  limb. 

The  management  of  the  convalescence  will  often  require 
more  attention  and  discriminating  care  than  the  periods  of 
febrile  action.  It  is  at  this  time  that  we  are  liable  to  relax 
our  systematic  and  mandatory  management  of  the  case,  as  the 
patient  begs  for  food  and  more  liberty.  We  are  too  frequently 
influenced  by  the  solicitations  of  sympathetic  friends.  It  may 
be  stated  as  a  safe  principle  of  procedure  that  our  patient  should 
be  kept  in  .bed  and  on  the  limited  diet  for  at  least  two  and 
possibly  three  weeks  after  the  temperature  has  remained  nor- 
mal. Then  there  must  be  permitted  only  a  gradual  resump- 
tion of  food  and  a  limited  amount  of  activity.  Some  of  the 
most  fatal  relapses  have  occurred  at  this  time.  Stimulation 
and  tonics  may  be  demanded  in  convalescence  more  than  dur- 
ing the  febrile  period ;  therefore  a  light  wine,  whiskey  or  cham- 
pagne may  sometimes  be  permitted.  The  iron  tonics  are  often 
conducive  to  a  restoration  of  strength  and  we  should  never 
overlook  the  value  of  arsenicum,  china,  nux  vomica  and  similar 
remedies  at  this  period.  As  the  typhoidal  symptoms  subside 
a  protracted  asthenia  may  be  attended  with  an  evening  rise  of 
temperature  and  a  morning  sub-normal  fall.  In  such  condi- 
tions anorexia  is  nsually  pronounced  and  the  lack  of  nourish- 
ment is  the  cause  of  the  condition.  In  that  case  we  are  justi- 
fied in  pushing  our  tonics  to  the  limit  and  carefully  permit- 
ting the  patient  to  take  more  food.  Post-typhoid  nervous  symp- 
toms are  often  alarming  and  need  special  medicinal  attention. 
The  emotional  and  hysterical  phases  are  often  more  serious 
than  would  be  naturally  assumed.  As  the  patient  gradually 
recovers  from  this  long  siege  of  fever  it  is  essential  that  we 
should  take  into-  thorough  consideration  these  nervous  results 
of  protracted  infection  and  inanition.  A  post-typhoid  neuritis 
is  a  common  cause  of  anxiety,  but  it  yields  usually  to  continued 
rest,  light  massage  and  such  remedies  as  agaricin,  zinc  phos, 
•picric  acid,  cimicifuga  and  spigelia.  A  spinal  exhaustion  or 
neurasthenia  may  give  rise  to  much  physical  weakness,  but  it 
is  amenable  to  treatment  as  outlined  under  the  chapter  on  neu- 
rasthenia. 

The  General  Consideration  of  RemedleB. — The  medicinal 
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treatment  has  already,  in  part,  been  referred  to.  It  is  import- 
ant, however,  to  take  a  wider  view  in  thia  respect.  While  the 
general  tendency  in  treatment  is  to  use  little  medicine,  it  is 
my  belief  that  the  homeopathic  remedy  has  a  decided  sphere 
of  usefulness  in  conjimction  with  the  general  treatment  which 
has  been  mentioned  on  previous  pages.  No  two  patients  sui!ur 
exactly  alike  nor  do  they  respond  equally  to  the  same  remedy. 
For  this  reason  it  will  be  necessary  to  make  a  careful  individ- 
ualization of  the  variations  in  pathological  expressions  and 
toxin  effects  in  order  to  select  a  proper  remedy.  This,  how- 
ever, is  not  always  possible  and  for  that  reason  we  must  have 
a  good  understanding  as  to  the  general  adaptability  of  rem- 
edies. If  I  were  to  mention  my  favorites  I  should  speak  first 
of  baptisia  and  next  of  araenicum.  The  former  in  its  typical 
symptomatology  conforms  so  closely  to  the  picture  of  typhoid 
that  we  almost  see  the  disease  when  we  recall  the  delirious 
stupor,  temperature,  dry  tongue  and  general  signs  of  a  slow 
intoxication.  To  my  mind  it  should  be  used  for  its  antiseptic 
effect  and  for  that  reason  the  tincture  is  the  best  form.  When 
it  is  once  indicated  it  should  not  be  discarded  for  intercur- 
reut  remedies  and  it  is  often  advisable  to  continue  it  through 
the  febrile  stage.  In  line  with  this  remedy  we  should  con- 
sider rhiis  tax,  echinacea,  gelsemium  and  possibly  arnica  and 
eimieifuga.  In  the  study  of  arsenic  we  shall  find  that  this 
remedy  has  the  best  effect  when  the  temperature  begins  to  sub- 
side. It  should  come  in  when  the  tide  is  beginning  to  turn 
toward  exhaustion  and  circulatory  enfeeblement.  It  is  a  tonic 
for  the  heart  when  the  myocardium  begins  to  degenerate  and 
this  is  of  vital  importance  in  the  treatment  of  functional  mur- 
murs which  are  liable  to  ensue  at  this  time.  I  do  not  mean 
that  it  has  such  a  stimulating  action  as  remedies  like  digitalis 
convallaria  and  strychnia,  but  its  gradual  sustaining  influence 
is  better.  It  may  not  aid  in  the  restoration  of  hemoglobin  like 
ferrum,  but  its  vasomotor  superiority  is  evinced  by  its  more 
perfect  action  on  the  arteriole  structure.  As  a  general  tonic 
it  applies  with  equal  force  to  the  alimentary  weakness  which 
certainly  needs  attention  in  this  disease. 

Ferrum  phos.,  phosphorus^  phosphoric  acid  and  similar 
remedies  will  apply  more  particularly  during  the  stage  of  con- 
valescence. Bryonia  is  often  serviceable  in  the  early  febrile 
period  when  the  first  signs  of  digestive  disturbance  are  in  evi- 
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dence.  It  will  be  indicated  by  the  intenae  thirst,  dry  mouth 
and  tongue,  marked  restlessness  and  a  tendency  to  bronchial 
or  lung  distnrbanccB.  Arnica  is  more  freqneutly  indicated  in 
typhoid  than  a  casual  consideration  would  infer.  The  bruised 
sensation,  the  presence  of  boils  and  bedsores  and  the  general 
toxic  condition  are  all  reliable  sj-mptoms  indicating  ihia  remedy. 

The  peculiar  characteristics  of  the  fever  and  delirium  will 
in  some  stages  demand  a  careful  consideration  of  belladonna, 
hyoscyamtis  and  stramonium.  The  belladonna  patient  invari- 
ably presents  the  Bymi)toin8  of  cerebral  excitement,  with  burn- 
ing heat  in  the  head  and  redness  of  the  face.  The  throbbing 
carotids,  the  extreme  drowsiness  which  may  suddenly  change 
to  violent  delirium,  the  inability  to  sleep  or  the  freqnent  start- 
ing during  sleep,  the  trembling  of  the  tongue  and  the  sore 
throat  with  bronchial  irritation  are  other  symptoms  which  sug- 
gest this  remedy.  Ilyoscyamvs  will  be  demanded  when  bella- 
donna fails;  the  delirium  has  a  more  furious  ciiaracter,  invol- 
untary twitchings  and  sphincter  incontinence  are  liable  to  be 
present  while  the  mental  state  may  be  defined  as  apathetic. 
Stramonium  follows  when  these  symptoms  are  exaggerated  and 
the  temperature  is  higher.  I  have  seen  this  temporarily  re- 
duced by  this  remedy  in  a  few  hours.  While  the  delirium  may 
be  more  pronounced  than  in  the  case  of  either  the  belladonna 
or  hyoscyamua  patient,  the  mental  feature  is  characterized  by 
a  more  cheerful  state.  All  of  these  remedies  act  best  in  the 
lower  potencies.  The  hydrobromafe  of  hyoscin  in  1  grain 
doses  of  the  third  decimal,  an  hour  apart,  or  in  1/100  grain 
doses  in  severe  eases,  will  often  overcome  the  most  extreme 
ner\'0U8  excitement  and  to  a  certain  extent  subdue  the  other 
serious  symptoms.  When  there  is  a  fixed  hallucination  and 
the  patient  is  inclined  to  t>e  loquacious,  with  a  tendency  to  use 
violent  language,  no  better  remedy  than  anacardium,  in  the 
first  to  third  drcininl  potency,  can  be  found.  In  case  the  men- 
tal perversion  takes  the  form  of  depression,  coniuni  may  be 
indicated.  A()aricin  also  has  a  decided  inuence  over  the  de- 
lirium when  it  is  not  severe  but  constant,  and  is  attended  by 
a  tremulous  condition  of  the  whole  Irody.  Its  decided  action 
upon  the  heart  makes  this  remedy  imusnally  efficient  in  the 
oxhatisted  states. 

Terebinth  is  a  favorite  remedy  of  mine,  inasmuch  as  it 
corrects  the  tympanites  and,  therefore,  has  marked  antiseptic 
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features.  It  will  also  be  indicated  by  the  dry  and  red  tongue, 
the  scanty  and  bloody  nrine,  and  othpr  signs  which  point  to 
acute  kidney  involvement.  C'antharis  may  supplant  this  when 
there  is  marked  evidence  of  irritation  in  the  urinary  tract. 
The  third  potency  of  the  former  and  the  first  potency  of  the 
latter  are  the  best  forms  for  administration.  Rhux  /ox. will 
naturally  be  thought  of  when  the  patient  is  constantly  chang- 
ing his  position  to  gain  relief  and  it  will  be  further  indicated 
when  the  septic  condition  is  so  pronounced  that  the  patient  is 
affected  by  violent  delirium  or  the  somnolence  of  extreme  sepsis. 
The  third  and  possibly  higher  potencies  should  be  employed. 
Echinacea  is  a  similar  remedy,  but  it  may  be  used  in  more 
heroic  doses.  Ten  to  fifteen  drops  of  the  tincture  have  been 
given  as  often  as  every  two  hours  with  marked  results.  0am- 
bogia  has  been  compared  to  this  when  the  gastro-intestinal  dis- 
turbances are  prominent,  but  no  definite  experience  has  been 
yet  related  regarding  its  usefulness  in  typhoid. 

The  hemorrhagic  condition  is  generally  corrected  by  the 
specific  treatment  already  defined  and  the  conjoint  nse  of  nitric 
acid  in  the  third  decimal  potency.  Wlien  terebinth  has  been 
prescribed  in  the  earlier  stages  we  are  less  liable  to  hemorrhage, 
but  should  this  emergency  arise  we  may  need  to  use  other  rem- 
edies, among  which  we  may  favorably  refer  to  liamamelis,  ipe- 
cac, hydrastin  hydrochloraie,  cinchona,  ergot  and  opium  in 
accordance  with  indicated  symptoms.  It  would  be  (jnite  nat- 
ural to  refer  to  many  other  remedies  which  may,  under  their 
provings,  be  su^csted  in  the  various  stages  of  the  disease. 
These,  however,  will  recommend  themselves  to  the  alert  prac- 
tician whenever  they  are  demanded.  We  must  keep  the  fact 
constantly  in  mind  that  as  we  limit  the  diet  and  give  our  patient 
scientific  care  we  shall  Ve  able  to  rely  less  and  less  upon  any 
internal  medication.  This,  too,  is  an  axiom  which  sooner  or 
later  will  guide  ns  in  the  treatment  of  all  diseases. 


PASATTPHOID  FEVER. 

This  is  a  form  of  infectious  fever  which  is  clinically  simi- 
lar to  typhoid,  but  it  is  caused  by  a  bacillus  whose  character- 
istics are  intermediate  between  the  typhoid  and  tlic  colon  groups 
and  is,  therefore,  called  the  paratyphoid  or  paracolon  bacillua. 
The  symptoms  simulate  those  of  typhoid,  though  they  are  more 
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mild  in  character.  The  period  of  iociibation  is  shorter  and  the 
onset  is  more  liable  to  abruptness  than  in  the  case  of  typhoid. 
Diarrhea  is  a  prominent  symptom,  the  temperature  rises  rapidly 
and  has  no  semblance  to  the  typhoid  curve.  Mental  dullness 
and  apathy  develop  early  and  for  a  while  are  extremely  intense. 
The  spleen  is  Bomewbat  enlarged,  rose-colored  spots  may  appear 
and  many  of  the  nervous  features  of  typhoid  may  be  recog- 
nized. 

The  duration  of  the  fever  is  short  and  it  terminates  by 
crisis  or  at  least  a  rapid  lysis.  The  convalescence  is  not  usually 
protracted  and  relapses  are  not  common.  Myositis  and  puru- 
lent arthritis  are  occasional  complications,  but  intestinal  ulcer- 
ation is  not  a  part  of  the  pathology.  The  Widal  reaction,  of 
course,  can  not  be  found  but  the  serum  reacts  upon  freah  cul- 
tures of  the  paracolon  bacillus.  The  management  of  the  case 
may  be  conducted  according  to  the  general  suggestions  given 
under  typhoid  fever. 


MOUNTAIN  FEVER. 

Mountain  fever,  as  its  name  infers,  is  found  in  the  moun- 
tainous region  of  the  West.  It  is  apparently  a  variety  of 
typhoid  wliicfi  is  modified  by  the  influences  of  a  high  altitude. 
Some  regard  it  as  ])urely  indigenous  to  these  regions  and  with- 
out any  definite  pathology  resembling  typhoid.  The  lesion  of 
typhoid  has,  however — in  a  very  few  cases — been  found  in  the 
ileum.  The  symptoms  bear  a  slight  relation  to  those  of  typhoid, 
6ut  are  in  no  sense  so  pronounced.  Epistaxis  frequently  ush- 
ers in  the  fever,  and  headache,  exhaustion  and  malaise  prevail 
during  the  early  stages,  the  pulse  is  rapid,  but  the  temperature 
at  no  time  reaches  a  very  high  degree.  The  treatment  will 
be  similar  to  that  of  typhoid,  but  the  return  to  a  normal  alti- 
tude will  generally  be  all  that  is  required  to  accomplish  a  cure. 


TYPHUS  FEVER. 


This  disease  has  been  variously  defined  as  ship  fever,  camp 
fever,  jail  fever  and  cxanthematic  typhus.  It  is  an  acute  In- 
fectious disease  of  unknown  origin,  highly  contagious  and  char- 
apterized  by  its  sudden  onset  with  rigors  and  high  fever,  the 
early  pr(.«ninonce  of  nen-ous  sjTuptoms,  the  raaculo^petechial 
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eraption  appearing  between  the  third  and  fifth  days  and  the 
termination  by  sudden  crisis  about  the  end  of  the  second  week. 

History. — ^f  all  the  great  epidemics  which  have  ravished 
the  European  countries  down  to  the  middle  of  the  nineteenth 
century,  typhus  has  been  the  moat  prolific  scourge.  It  may  \x 
traced  back  beyond  the  Christian  era,  as  the  plague  of  Athens 
(B.  C.  470  to  400)  which  was  described  by  Thucydides,  was  no 
doubt  due  to  this  infection,  while  the  Scriptural  reference  to 
such  a  pestilence  gives  frequent  evidence  of  its  occurrence  as 
a  plague.  Itussia,  Ireland  and  parts  of  England  suffered  fre- 
quently with  its  devastations,  and  in  1812  it  was  first  discov- 
ered in  the  Kew  England  States  of  our  country  and  spread 
witb  terrible  results  over  the  entire  country.  In  1836  it  reap- 
peared with  great  virulence,  but  its  spread  was  not  extensive 
and  this  country  has  been  afflicted  only  with  isolated  cases 
since  that  time.  The  same  is  true  of  European  countries  and 
we  owe  this  fortunate  circumstance  te  the  improvement  in  san- 
itary conditions  and  the  triumphs  of  modem  medicine.  Few 
modem  students  of  medicine  have  had  the  privilege  of  study- 
ing this  disease  and  it  is  probable  that  many  of  the  supposed 
epidemics  which  develop  in  small  groups  are  nothing  but  aggra- 
vated types  of  typhoid. 

Etioloiy.— The  direct  cause  has  not  yet  been  found,  tborigh 
it  is  probably  induced  by  a  specific  poison  elaborated  in  the 
body  of  the  patient.  While  bacteriological  investigation  has 
produced  no  indisputable  evidence  there  can  be  no  doubt  that 
it  is  established  by  the  agency  of  a  pathogenic  micro-organism, 
When  it  does  exist  it  may  always  be  traced  to  a  case  of  typhus 
and  does  not  arise  spontaneously.  The  same  uncertainty  exists 
relative  to  the  organs  and  tissues  which  are  particularly  affected, 
and  as  yet  we  do  not  understand  how  the  poison  leaves  the 
body  affected  or  enters  that  of  a  healthy  person.  The  dissem- 
ination is  supposed  to  come  directly  from  the  expired  air  and 
the  skin  exhalations,  the  dust  acting  as  a  medium  of  convey- 
ance into  the  respiratory  tract  of  anyone  who  has  been  exposed. 
The  contagion  is  so  distinct  that  direct  contact  witb  the  patient 
is  liable  to  develop  it ;  it  may  likewise  be  transferred  by  means 
of  clothing,  furniture  or  attendants  who  have  eared  for  a  pa- 
tient, and  this  explains  how  the  poison  may  remain  in  any 
surrounding  for  a  long  time  and  thus  affect  one  who  is  sus- 
ceptible. For  this  reason  complete  isolation  must  be  established 
in  every  epidemic. 
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Predisposing  causes  have  a  pronounced  iofiuence  in  devel- 
oping the  tiiHeaae  and  chief  among  these  may  be  mentioned 
the  filth  and  unsanitary  surroundings  which  are  found  in  the 
crowded  and  poor  qnartprs  of  a  city.  Famine  has  also  heen 
a  decided  factor  in  its  serious  epidemic  development,  and  in 
some  respects  it  is  encouraged  by  intcniiwrance,  oi'erwork  and 
nervous  influences.  Age  and  sex  seem  to  have  no  relation  to 
its  occurrence,  though  tlie  young  and  middle  aged  have  fur- 
nished the  greater  proportion  of  cases.  The  worst  epidemics 
have  taken  place  during  the  winter  months,  though  there  is 
no  special  predilection  toward  any  particular  season. 

Palh«lo|y. — There  is  no  distinct  morbid  anatomy.  Kigor 
mortis  may  be  delayed,  the  petecliial  eruption  raay  remain  for 
some  time  after  death  and  ecchymofic  sjwts  or  in  some  instances 
gangrenous  bedsores  may  be  observed.  The  anatomic  changes 
are  usually  those  which  result  from  the  intense  fever  and  sec- 
ondary infections.  The  pericardial  and  gastro-intestinal  mu- 
cosa are  often  the  seat  of  minute  hemorrhages  while  hemorrhagic 
extravasations  in  the  muscles  and  especially  in  the  myocardium 
may  give  rise  to  marked  granular  degeneration.  The  liver 
suffers  a  moderate  enlargement  while  the  samo  is  true  of  the 
spleen  and  kidneys.  The  lymph  follicles  are  occasionally  en- 
large<l,  but  ul(«>ratioii  does  not  fr>llow.  The  blood  is  very  dark 
in  color,  its  fluidity  is  increased  and  its  coagidability  is  de- 
creased. ITyiMistatic  congestion  of  the  lungs  is  a  frequent 
se<]ncnce  and  bronchial  catarrh  is  commonly  noticed. 

Symptoms. — The  incubation  covers  a  period  of  about 
twelve  days,  but  it  maj-  be  confined  to  a  shorter  time.  A  slight. 
feeling  of  discomfort  may  constitute  the  prodrome,  but  the 
invasion  is  generally  suddenly  announced  by  a  chill  or  rigors 
and  the  immediate  appearance  of  a  high  fever  which  attains 
its  maximum  (10.^°-10ft°  ¥.)  at  least  by  the  second  day.  In 
this  we  shall  find  no  sign  of  the  temi>erature  cune  which  char- 
acterizes typhoid.  The  chills  may  recur  and  be  attended  by 
marked  pain  in  the  head  and  back.  The  prostration  is  extreme 
and  the  patient  takes  to  his  Ix-d  early.  The  pulse  is  full  and 
rapid  in  i»rop{)rtion  to  the  temperature.  The  tongue  is  heavily 
coated,  the  face  is  flushed,  the  conjunctiva  is  congested,  vomit- 
ing frequently  occurs  and  the  facial  expression  i^  dull  and 
stnpid.  Bronchial  catarrh  is  common  and  the  urine  is  often 
scanty  with  a  high  specific  gravity  and  a  trace  of  albumin. 
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The  nervous  sjanptoms  are  recc^ized  at  the  outset  and  are 
often  severe.  Mild  or  very  active  delirium  may  appear  at 
the  onset  of  the  fever  and  gradually  shade  off  into  a  stupor 
or  an  actual  coma,  either  of  which  gives  a  facial  expression 
which  is  distressing  to  look  at. 

The  eruption  is  discovered  between  the  second  and  the 
fifth  day  and  with  its  appearance  there  is  no  noticeable  decline 
in  the  temperature.  The  rash  will  be  found  first  upon  the 
abdomen  and  upper  part  of  the  chest  and  then  upon  the  ex- 
tremities and  face;  its  development  is  rapid  and  usually  com- 
plete by  the  third  day.  The  eruption  has  two  cliaraeteristic 
features.  First,  there  are  distinct  papular  rose-spots  which 
change  to  petechiae  and  later  assume  a  very  dark  hue  on 
account  of  the  hemorrhagic  extravasations.  These  have  a  more 
extensive  distribution  over  the  body  than  the  typhoid  rose-spots ; 
they  are  less  likely  to  disappear  on  presaiire  and  the  color  is 
much  darker.  Besides  the  petechial  eruption  there  will  be 
a  decided  dark  mottling  of  the  skin  which,  with  the  lighter  and 
darker  shades  in  alternation,  will  give  a  peculiar  mulberry  ap- 
pearance. Inasmuch  as  the  rash  is  hemorrhagic  it  does  not 
disappear  after  death.  In  the  milder  grades  of  typhus  the 
rose-spots  may  not  become  petechial  and,  therefore,  the  dis- 
ease is  often  misunderstood  for  typhoid. 

The  second  week  usually  shows  a  marked  aggravation  of 
all  the  symptoms.  The  fever  continues  high,  the  prostration 
increases,  the  tongue  becomes  dry,  sordes  form  about  the  teeth 
and  the  delirium  becomes  more  intense.  The  stupor  deepens, 
the.  face  is  flushed,  the  conjunctivae  are  injected  and  the  pupils 
are  contracted.  Subsultus,  nystagmus,  picking  at  the  bed- 
clothes, accelerated  respiration  and  feeble  cardiac  action  are 
soon  noticed  at  this  time.  Coma-vigil — a  condition  defined  by 
the  half-opened  eyes  and  complete  unconsciousness — and  the 
peculiar  odor  of  typhus  are  also  recognized  during  the  extreme 
stages.  This  condition  may  continue  until  death  takes  place 
as  the  result  of  adynamia.  In  favorable  cases  about  the  end 
of  the  second  week  a  crisis  occurs  suddenly,  the  temperature 
declines  rapidly  and  the  patient  awakes,  after  a  refreshing 
sleep,  apparently  refreshed  and  with  the  mind  clear.  Con- 
valescence then  ensues  slowly  and  relapses  are  uncommon. 

The  character  of  the  fever  has  been  defined  by  its  rapid 
rise  on  the  first  day.     While  this  is  true  it  does  not  always 
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reach  ita  maximum  before  the  fifth  or  the  sixth  day.  In  ex- 
treme cases  the  temperature  may  be  as  high  as  107°  F.  After 
the  maximum  is  obtained,  slight  morning  remisBione  take  place 
until  the  twelfth  or  fourteenth  day,  when  the  crisis  suddenly 
appears.  When  the  temperature  reaches  108°  or  109°  F.,  we 
may  expect  a  fatal  termination.  Cardiac  weakness  must  he 
expected  in  connection  with  the  febrile  excitement  and  this 
will  usually  be  distinguished  by  the  feeble  first  sound  and 
the  recognition  of  an  apex  systolic  murmur  which  ia  not  or- 
ganic. Variations  in  the  character  of  the  disease  often  occur. 
There  is  a  malignant  form  known  as  typhus  siderans  which 
proves  fatal  in  two  or  three  days,  and  on  the  other  hand  every 
epidemic  is  liable  to  present  a  great  many  mild  cases  which 
terminate  favorably  in  about  ten  days. 

Complicalions  are  not  numerous  in  this  disease,  but  there 
are  some  which  need  special  attention.  Bronchitis,  hypostatic 
congestion  and  particularly  broncho-pneumonia  are  liable  to 
cause  serious  apprehension  during  a  run  of  typhus.  Pulmo- 
nary gangrene  may  be  a  sequela  and  this  extending  by  con- 
tiguity may  induce  a  fatal  empyema.  In  like  manner  a  sero- 
fibrinous pleurisy  or  a  lobar  pneumonia  may  be  a  secondary 
development.  Gangrene  involving  the  fingers  and  toea  may 
also  occur.  The  digestive  tract  suffers  also  some  associate  dis- 
turbance. Hematcmesis,  cancrum  oris  and  parotitis  are  occa- 
sionally observed,  while  the  septic  invasion  of  the  intestine 
may  give  rise  to  serious  conditions  of  enteritis.  The  nervous 
phenomena  are  particularly  marked  by  a  delirium  which  often 
reaches  the  comatose  or  the  maniacal  stage,  but  in  addition  we 
may  occasionally  meet  with  meningitis  and  neuritis  followed 
by  paralysis.  Hemorrhagic  nephritis  though  of  rare  occur- 
rence, is  a  complication  which  should  always  be  feared. 

Diitnosis. — To  determine  a  case  of  typhus  fever  will  not 
be  an  easy  matter  for  a  practician  who  has  had  no  experience 
with  the  disease.  As  that  applies  to  the  majority  of  us  in 
present  day  practice,  on  account  of  the  rarity  of  the  disease, 
the  diagnosis  is  doubly  doubtful.  The  knowledge  of  an  epi- 
demic will  first  call  our  attention  to  the  true  nature  of  the  dis- 
ease and  then  wo  shall  be  able  to  decide  only  by  the  character- 
istic symptoms  already  outlined.  The  most  cardinal  of  these 
are  the  character  of  the  eruption,  the  abruptness  of  the  inva- 
eion,  the  rigor  followed  suddenly  by  a  high  fever,  the  early 
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appearance  of  marked  nerrous  Bjmptoms  and  the  sadden  ter- 
miaation  by  crisis.  Typhoid  fever  will  be  distinguished  by 
its  gradual  onset  without  any  marked  chill,  its  milder  and  later 
deTeloped  nervous  symptoms,  the  less  abundant  eruption,  its 
later  appearance  and  the  absence  of  petechial  signs,  the  posi- 
tive Widal  reaction  and  the  characteristic  fever,  Gerebro- 
spinal  meningitis  will  be  recognized  by  a  more  intense  head- 
ache, retraction  of  the  head,  hyperesthesia,  intolerance  of  noise, 
photophobia,  straoismus,  tendency  to  convulsions  and  paralysis. 
the  non-petechial  eruption  and  the  absence  of  coma-vigil. 
Kemig's  sign  and  the  microscopic  findings,  following  a  lum- 
bar puncture,  will  settle  the  doubt.  Malignant  variola  may  sim- 
ulate this  for  a  short  time,  but  the  greater  extent  of  the  hemor- 
rhages and  the  bleeding  from  the  mucous  membranes  will  clear 
the  doubt.  Malignant  measles  has  a  close  resemblance,  but  the 
eruption  is  brighter,  often  crescentic  or  irregular  in  arrange- 
ment and  appears  first  upon  the  face.  Uremia  has  a  previous 
history  of  renal  incompetency,  there  is  no  eruption,  while 
edema  and  other  urinary  phenomena  are  present.  Bubonic 
plague  resembles  typhus  in  its  extreme  fatality  and  the  sud- 
demiesB  of  its  onset  and  fever;  the  eruption,  however,  differs 
in  that  it  quickly  becomes  carbuncular. 

Frofnosls. — The  mortality  of  typhus  is  usually  high,  but 
there  are  some  epidemic?  in  which  the  death  rate  is  not  higher 
than  twelve  to  twenty  per  cent.  Those  beyond  middle  life  are 
more  liable  to  death  and  in  a  majority  of  cases  among  chil- 
dren a  favorable  result  may  be  looked  for.  When  death  occurs 
during  the  early  stage  it  is  probably  due  to  the  toxemia  but 
when  it  occurs  later  it  is  more  liable  to  be  the  result  of  some 
complication  like  pneumonia.  A  fatty  degeneration  of  the 
heart  predisposes  to  a  sudden  death.  It  is  impossible  to  say 
what  the  mortality  would  be,  in  typhus  epidemics,  under  our 
present  medical  technique  and  nursing. 

Treatment. — The  most  important  part  of  the  treatment 
is  a  proper  isolation  for  the  sake  of  others.  For  this  reason 
camps  are  supposed  to  be  a  necessary  means  for  the  separation 
and  quarantine  care  of  such  serious  epidemics  as  typhus  fever. 
It  is  fortunate,  however,  that  under  present  sanitary  condi- 
tions, these  epidemics  are  becoming  very  rare  indeed.  Much 
of  the  technique  which  applies  in  typhoid  may  be  used  with 
advantage  in  these  cases   and,   therefore,   hydrotherapy   is   a 
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valuable  expedient,  but  it  is  improbable  that  dietetic  limita- 
tions should  be  carried  to  such  an  extreme  as  in  typhoid.  Stim- 
ulation is,  without  doubt,  a  very  important  feature  of  the 
tjcatiuent,  as  it  is  necessary  from  the  very  beginning  to  resist 
the  asthenia.  Alcohol  is  probably  our  best  agent  for  this  pur- 
pose, though  quinin,  strj-ehnia  and  digitalis  may  be  consid- 
ered in  that  respect.  Antipyretics  are  dangerous  remedien 
inasmuch  as  the  cardiac  depression  caused  by  these  may  be 
hard  to  overcome.  For  complications  remedies  may  be  used 
in  accordance  with  symptoms.  Such  remedies  as  baptisia, 
echinacea,  arnica,  arsenicum,  lacbesis,  crotalus  and  naja  should 
bo  studied. 


RELAPSING  FEVER. 


Various  terms  have  been  used  in  the  past  to  define  this 
fever  which  has  been  referred  to  as  famine  fever,  recurrent 
typhoid,  bilious  typhoid  and  spirillum  fever.  It  is  an  acute 
infectious  disease  characterized  by  febrile  periods  lasting  only 
a  few  days  and  separated  by  periods  of  total  remission  for 
about  the  same  length  of  time.  It  is  caused  by  the  inocula- 
tion and  multiplication  of  the  spirochela  of  Obermeier. 

History* — The  history  of  this  disease  dates  back  as  far  as 
that  of  typhoid  and  typhus.  It  prevailed  extensively  in  Eu- 
rope, particularly  in  Ireland,  and  it  is  more  common  in  India 
than  any  other  part  of  the  globe.  It  was  obaen-ed  in  Phila- 
delphia, Pa,,  in  1844  and  twenty-five  years  later  a  serious  epi- 
demic was  experienced  in  New  York.  Since  this  time  we 
have  no  history  of  its  existence  in  this  country.  The  predis- 
posing causes  are  similar  to  those  which  favor  the  development 
of  typhoid  and  typhus,  as  the  lack  of  hygienic  surroundings 
and  imperfect  food  favor  its  promotion  and  rapid  spread.  It 
is  contagious  as  well  as  infectious  but  sex,  age  and  seasons 
have  no  influence  in  its  propagation. 

Etiology* — The  specific  cause  was  discovered  by  Ober- 
meier, who  found  the  micro-organism  which  has  been  named 
the  "spirillum  Oliermeieri."  "This  specific  agent  or  spiro- 
eheta,  is  a  delicate  filamentous  organism  of  spiral  form  and 
much  elongated,  its  length  equalling  four  to  six  times  the  dia- 
meter of  a  red  blood  corpuscle.  Fnder  the  microscope  it  will 
exhibit  active  spiral  motion  but  it  is  found  in  the  blood  only 
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during  the  febrile  paroxj'snis."  Inoculation  may  be  accom- 
pliahed  by  the  spirilla  id  thia  period  of  tlieir  activity  but  they 
lose  their  inoculating  power  during  the  apyri'xial  [wriod.  It 
is  presumed  that  tbe  organism  is  given  off  in  the  breatli  or 
from  the  skin. 

Patholofy. — No  cliaracteristic  anatomical  lesions  have  aa 
yet  been  discovered.  Wlien  death  takes  place  during  a  febrile 
paroxysm  the  spleen  is  found  to  be  large  and  soft,  while  the 
liver,  heart  and  kidneys  present  a  cloudy  swelling  and  oc- 
casionally a  bloody  extravasation.  The  bone  marrow  may  be 
in  a  state  of  hyperplasia  and  ecchymoses  are  sometimes  dis- 
covered. 

Symptoms.— Tbe  period  of  incubation  varies  in  its  dura- 
tion and  is  characterized  by  a  marked  sense  of  malaise.  It  is 
frequently  short  or  in  some  instances  it  may  not  be  recognized. 
The  invasion  is  usually  abrupt  and  is  t-haracferized  by  sudden 
chill,  fever  and  intense  pain  in  the  back  and  limbs.  Dizziness, 
severe  beadacho,  vertigo  and  pronounced  prostration  soon  in- 
tervene. The  temperature  rises  rapidly  lo  104°  or  106° 
F.  and  the  profound  depression  causes  the  patient  to  take  to 
his  bed.  The  pulse  rises  rapidly,  nausea  and  vomiting  are  com- 
mon sjTnptoms  and  convulsions  are  liable  to  appear  in  young 
subjects.  The  skin  is  dry  and  dirty  yellow  in  color,  the  face  is 
flushed,  perspiration  is  profuse  while  sudamina  are  often  pres- 
ent. Herpes  is  sometimes  detected  and  the  same  is  true  of 
petechifft  though  there  is  no  characteristic  eruption.  Jaundice 
is  a  rare  sj'mptpm,  abdominal  tenderness  is  sometimes  observed 
and  physical  examination  may  reveal  slight  hepatic  and  splenic 
entailment.  Cardiac  weakness  may  often  be  detected  by  the 
irregular  and  intermitting  pulse  and  hemic  murmurs  are  audi- 
ble in  some  instances.  Nen'oua  symptoms  are  not  pronoimced 
though  delirium  of  a  mild  grade  is  occasionally  present.  Dur- 
ing the  paroxysm  the  s|)iriila  will  always  Ix;  f"und  in  the  blood. 
Tbe  fever  always  terminates  suddenly  by  crisis.  This  oc- 
curs about  the  fifth  or  seventh  day  and  if  often  announced  by 
a  marked  rise  of  temperature.  It  is  evidenced  by  a  profuse 
sweating  which  is  followed  by  a  rapid  fall  of  temperature  to 
normal  or  subnormal.  In  place  of  tbe  copious  perspiration 
the  crisis  may  be  ushered  in  by  diarrhea,  epistaxis,  intestinal 
hemorrhage,  or  metrorrhagia.  The  afebrile  period  appears  in 
a  few  hours  or  at  least  in  a  day  and  a  speedy  convalescence 
seems  to  be  in  evidence. 
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The  relapse  occurs  in  about  a  week  after  the  crisis  or  on 
the  fourteenth  day  after  the  primary  chill.  This  is  charac- 
terized by  a  repetition  of  the  febrile  paroxysm  and  its  subse- 
quent crisiB.  This  seizure  may,  in  turn,  be  followed  by  one  or 
more  relapses  with  similar  terminationB  but  usually  the  par- 
oxysms are  limited  to  two  or  three  in  number.  In  general 
each  succeeding  attack  is  shorter  than  the  previous  one  and 
occasionally  the  disease  terminates  with  the  first  crisis.  Oon- 
valescence  is  also  of  a  rapid  character  and  the  duration  of  the 
disease  as  a  whole  is  rarely  beyond  three  weeks.  One  attack, 
however,  does  not  furnish  immunity  from  another. 

Among  the  complications  which  may  follow  are  bronchitis, 
broncho-pneumonia,  pneumonia,  nephritis  and  hematuria.  Epi- 
Btaxia  is  sometimes  a  persistent  sequela  and  other  complications 
of  a  suppurative  character  may  be  enumerated.  As  a  natural 
result  of  the  high  temperature,  sudden  crisis  and  toxemia  the 
heart  may  manifest  great  debility, 

Dit^osls. — The  peculiar  development  of  the  fever  with 
its  early  and  sudden  crisis  followed  by  a  stage  of  afebrile  con- 
valescence and  then  a  relapse  will  distinguish  this  fever  from 
both  typhoid  and  typhus.  The  positive  confirmation  of  relaps- 
ing fever  is  made  by  the  discovery  of  the  spirilla.  The  other 
Bymptomfl  previously  enumerated  should  help  to  confirm  the 
diagnosis.  When  typhus  simulates  it  will  be  differentiated  by 
the  injected  conjunctivae,  the  contracted  pupils,  the  stupid  con- 
dition, the  characteristic  maculo-petechial  eruption  and  the 
marked  delirium.  The  period  of  febrile  action  is  also  longer 
and  a  relapse  is  uncommon.  Yellow  fever  has  some  resem- 
blance to  this  but  the  stage  of  remission  is  shorter,  poorly  de- 
fined and  characterized  by  the  black  vomit  and  intense  jaun- 
dice. Malarial  fever  may  have  some  resemblance  to  the  re- 
lapsing form  but  the  microscopic  revelation  will  correct  this 
confusion. 

Protnssis. — The  prognosis  in  relapsing  fever  is  not  en- 
tirely unfavorable  though  much  depends  upon  the  severity  of 
the  epidemic  and  the  previous  debility  of  the  patient.  Compli- 
cations like  pneumonia  and  nephritis  of  course  may  contribute 
toward  its  unfavorable  termination  and  at  best  we  should  re- 
gard it  as  a  serious  disease.  It  is  possible  for  a  patient  to  die 
during  either  the  paroxysm,  the  crisis  or  the  relapse,  though 
this  fatality  is  not  usually  to  be  expected.     Severe  hemorrhage, 
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nremla,  extreme  jaundice,  excessive  vomiting,  persistent  diar- 
rhea, and  syncope  must  always  be  regarded  as  alarming  symp- 
toma. 

Treatmenl. — The  principles  whieli  pertain  in  the  treat- 
ment of  aU  infectious  diseases  certainly  apply  in  the  manage- 
ment of  this  disease.  Febrile  remedies  will  be  of  use  in  ac- 
cordance with  their  symptoms.  Therefore,  we  may  expect  to 
use  such  remedies  as  aconite,  bryonia,  belladonna,  baptisia, 
veratrum  viride,  rhus  tox,  cimicifuga,  echinacea,  and  eiifrnto- 
rium  perfoliatum.  Stimulants  may  be  employed  when  the  de- 
pression is  pronounced  the  same  as  in  typhoid  fever  and  we 
may  also  expect  to  relieve  the  high  temperature  by  means  of 
baths  and  cold  sponges.  Inasmuch  aa  delirium  ia  rarei/  pres- 
ent we  shall  not  have  so  much  use  for  the  ice  bag  and  other 
adjuvants  which  hyperpyrexia  often  demands.  As  the  lesion 
is  not  found  in  the  intestine  the  requirement  of  normal  salt 
enemeta  will  not  be  so  mandatory  though  they  are  certainly 
useful  for  the  sake  of  bowel  movements  and  intestinal  cleanli- 
ness. Dietetic  care,  though  not  so  important  a  consideration 
as  in  typhoid,  is  still  of  much  significance  as  a  liquid  and  lim- 
ited diet  will  be  required  in  the  febrile  stage.  Care  must  also 
be  exacted  during  the  afebrile  period  lest  an  attempt  to  over- 
nourish  favors  an  early  relapse.  The  fact  that  the  disease 
is  almost  extinct  in  this  part  of  the  country  accounts  for  our 
limited  knowledge  regarding  the  requirements  of  treatment. 


MALTA  FEVER. 


The  above  name  has  been  given  to  this  fever  because  it 
has  appeared  in  the  endemic  form  at  Malta  and  other  Mediter- 
ranean porta.  It  has  also  been  known  as  rock  fever  and  un- 
dnlant  fever.  It  is  caused  by  the  micrococcus  melitensis  and 
is  clinically  characterized  by  an  irregular  fever  with  copious 
sweats,  rheumatoid  pains  and  frequent  relapses.  The  disease 
has  also  had  some  epidemic  sway  in  various  parts  of  Europe  as 
well  as  the  United  States,  but  its  environment  is  rarely  con- 
fined to  the  locality  which  has  contributed  the  name.  No  path- 
olt^c  lesions  have  been  established  as  typical  features  of  the 
disease  though  it  has  been  regarded  as  a  pseudo-typhoid  or  ma- 
larial fever  inasmuch  as  splenic  enlargement  has  been  so  fre- 
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quently  found.  Positive  evidence  o£  any  other  similar  patho- 
logical relation  haa  not  been  demonstrated.  Young  people  and 
healthy  adults  are  principally  aifected  and  anti-hygienie  sui- 
roundinga  naturally  favor  its  development. 

Symptoms.' — A  short  period  of  incubation  prevails  be- 
fore the  initial  symptoms  appear.  The  oii/tet  is  gradual  and  the 
patient  at  first  complains  of  headache,  anorexia,  slecple3snosfl, 
thirst  and  slight  chilliness  niucli  the  same  as  in  the  early  stages 
of  typhoid.  Epislaxis  is  an  occasional  symptom,  the  aploen  is 
often  enlarged  and  tender  to  pressure  and  the  bowels  are  con- 
stipated while  the  stools  are  frequently  streaked  with  blood. 
The  fever  is  not  very  high  at  first  and  ia  distinctiveh-  o£  the  re- 
mittent or  undulating  type. 

These  ayniptoma  laat  from  three  to  foiir  weeks  when  the 
first  remission  sets  in;  this  continues  only  for  a  few  days  when 
the  first  relapse  a|ipears  and  this  ia  characterized  by  rigors, 
high  fever  and  sonietiuics  diarrhea.  This  relapse  lasts  usuallj' 
from  five  to  six  weeks  and  ia  followed  by  another  remission  of 
ten  days  or  two  weeks.  Then  the  second  relapse  follows  with 
symptoms  similar  to  the  first  relapse.  In  addition,  however, 
symptoms  of  debility,  night  sweats  and  pain  in  the  larger  joints 
are  now  experienced.  Then  comes  the  third  remission  which 
may  last  a  month  or  longer.  The  third  relapse  then  sets  in  bill 
it  is  of  shorter  duration,  the  temperature  has  an  afternoon  ag- 
gravation followed  by  night  sweats  and  a  morning  normal  tem- 
perature. The  tongue  is  heavily  coated,  the  rheumatic  pains 
are  extreme  and  the  joints  are  swollen  and  extremely  painful. 
The  fibrous  tissues  are  often  involved  and  this  will  be  par- 
ticularly noticed  about  the  ankh's  and  the  teudo  Achilles. 

Dlafnoais  and  Treatment.— By  the  means  of  pure  cultures 
of  the  special  organism  a  typical  agglutination  will  take  place 
with  the  blood  of  the  patients  afl^ected  by  this  fever.  In  this 
way  a  proper  differentiation  will  be  made  between  this  and 
typlioid.  Other%vise  there  would  he  much  confusion  inasmuch 
as  the  disease  is  of  such  rarity.  The  prognosis  is  usually  favor- 
able and  the  treatment,  with  the  exception  of  combating  the 
exhaustive   effects,   will   be   purely   symptomatic. 


MALARIAL  FEVER. 


Malarial  fever  has  been  defined  by  many  other  terms  such 
as  "chills  and  fever,"  "fever  and  ague,"  "swamp  fever,"  etc., 
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all  of  which  have  reference  to  the  Italian  origin  of  the  word 
meaning  bad  air.  A  more  recent  knowledge  of  the  diseaBe  has 
confirmed  the  definition  of  an  infectious  and  non-contagioua 
disease  which  is  caused  bj'  the  hematozoa  of  Laveran.  It  ie 
characterized  by  paroxysms  of  intermittent  fever  of  the  quo- 
tidian, tertian  or  quartan  type,  a  continued  fe^cr  with  marked 
remissions,  a  pemicion?  or  rapidly  fatal  form,  and  a  chronic 
cachexia  with  anemia  and  enlai^d  spleen.  Six  varieties  are 
presented  for  study:  (1)  Intermittent  fever;  (2)  Pemi- 
cions  intermittent;  (3)  Remittent  fever;  (4)  Malarial  ca- 
chexia; (5)  Masked  intermittents ;  and  (6)Malarial  hematuria. 
It  is  a  disease  of  ancient  history  and  has  been  most  prevalent 
in  localities  adjacent  to  swamps  and  marshes,  the  home  of  the 
mosquito.  It  is  fortunately  disappearing  as  the  advent  of  civ- 
ilization is  reclaiming  the  marshy  districts  through  the  process 
of  drainage  and  sanitation.  Our  modem  knowledge  of  its 
cause  has  helped  us  to  thwart  its  growth  and  our  more  perfect 
therapeutic  understanding  has  taught  us  how  to  limit  the  sever- 
ity of  its  attack.  That  it  is  a  source  of  alarm  so  long  as  the 
predisposing  conditions  exist  can  no<  be  denied  and  civic  energy 
and  professional  attainment  must  still  work  hand  in  hand  to 
overcome  its  pestilential  occurrence. 

Etiology* — Our  knowledge  of  the  bacic.r^l  origin  of  ma- 
larial fever  was  first  ostablished  in  1880  by  Laveran,  who  dis- 
covered the  malarial  parasite  in  the  blood  of  persona  suffering 
from  the  disease.  A  few  years  later  the  developmental  cycle 
or  sporulation  in  man  was  confirmed  by  Golgi,  He  observed 
that  certain  parasites  developed  into  peculiar  erescentic  bodies 
while  other  rounded  bodies  displayed  an  abnormal  agitation 
soon  after  being  withdrawn  from  the  body  and  discharged 
several  flagella.  The  signiiicancp  of  these  erescentic  and  flag- 
ellated bodies  was  determined  in  1897  by  MacCalliim,  who 
learned  that  some  of  these  bodies  were  hyaline  and  others  gran- 
ular, that  the  hyaline  dei-eloped  the  flagella  and  when  a  flag- 
cllum  separated  from  the  mother  cell  it  entered  a  grannlar  body 
and  thus  established  the  process  of  fertilization.  Its  fertiliza- 
tion and  development  in  an  intermediate  host  has  been  found 
to  take  place  in  the  mosquito  and  for  this  <liscovery  we  are  in- 
debted to  the  perse\-eriDg  efforts  of  Surgeon-Major  Ross,  of 
Liverpool,  England.  "To  determine  this  he  fed  the  mosquitoes 
hied  from  the  larvie  on  the  blood  of  patients  containing  ores- 
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cents  and  he  fouiid  thnt  pc-cuHar  Bpheroidal  cells  developed  ob 
the  walls  of  tKcir  stomaclis  and  this  convinced  him  that  these 
cells  constituted  the  mosquito  stage  of  the  parasite  (zygote). 
The  zygote  grows  rapidly,  protruding  into  the  insect's  body- 
cavity.  Later  the  cell  substance  divides  into  ten  or  twelve 
'meres'  and  in  one  to  three  weeks  the  zygot«  matures  when  each 
mere  contains  a  number  of  delicate  threadlike  blasts.  The  cap- 
sule of  the  zygote  ruptures  and  sets  the  threadlike  blasts  free 
within  the  insect's  body  when  they  are  carried  by  the  blood  cur- 
rent to  all  the  tissnes,  but  particularly  into  the  insect's  salivary 
glands.  As  the  duct  of  the  salivary  glands  of  the  mosquito 
enters  the  proboscis  the  secretion  of  this  gland  is  introduced 
into  the  wound  caused  by  the  insect's  bite.  In  the  human  body 
the  blasts  return  to  the  ameba  with  which  the  life  history  of 
this  parasite  began."  The  malarial  parasite  of  Laveran  be- 
longs to  a  subclass  of  protozoa  known  as  bematozoa;  and  the 
special  varieties  in  their  action  upon  the  blood  of  human 
beings  are  described  as  follows  by  Anders : 

"The  ameba  causing  tertian  intermittent  fever  begins  its 
evolution  in  the  red  blood  corpuscle  in  the  small  hyaline  form. 
Gradually  fine,  mobile  granules  in  the  shape  of  pigment  develop 
within  it  so  that  when  the  ameba  matures  it  attains  the  size  of 
the  normal  red  corpuscle,  and  assumes  a  spherical  form.  It 
then  sporulates  into  fifteen  or  twenty  segments  and  as  the  para- 
sites are  often  numerous  the  sporulation  of  an  entire  generation 
may  take  place  in  a  few  hours.  As  the  parasite  develops  the 
red  corpuscle  is  enlarged  and  decolorized.  The  jnalarial  par- 
oxysm is  due  to  the  process  of  sporulation  and  the  symptoms  arc 
probably  the  result  of  a  toxin  development.  As  the  tertian 
parasite  runs  its  cycle  in  about  forty-eight  hours  the  paroxysm 
following  the  sporulation  would  occur  every  second  day  when 
the  infection  is  by  a  single  generation.  "When  there  is  an  in- 
fection by  two  groups  of  parasites  on  successive  days  a  daily 
malarial  paroxysm  may  follow  (quotidian  intermittent).  In 
rare  instances  there  may  be  a  multiple  infection." 

"The  ameba  canning  quartan  fever  is  made  up  of  coarser, 
darker  and  less  mobile  pigment  granules.  It  does  not  attain 
the  size  of  the  red  corpuscles  and  when  sporulation  takes  place 
the  segments,  five  to  ten  in  number,  encircle  the  pigment  mass. 
The  red  blood  corpuscle  which  is  affected,  instead  of  becoming 
larger  and  paler,  contracts  about  the  parasite  and  assumes  a 
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deeper  or  greenish  hue,  Spomlation  takes  place  about  seventy- 
two  hours  after  the  red  corpuscle  is  invaded.  Thus  if  only  one 
group  of  parasites  exist  the  paroxysms — quartan  intermittent 
— will  occur  every  fourth  day.  Double  quartan  infection  will 
result  in  paroxysms  on  two  successive  days  with  an  intermission 
of  one  day.  Infection  by  three  groups  of  parasites  will  create 
daily  paroxysms — the  quotidian  intermittent.  Infection  by 
more  than  three  groups  is  rare." 

"The  ameba  causing  estivo-autumnal  fevers  is  much  smaller 
than  the  other  varieties,,  often  being  less  than  one-half  the  size 
of  a  red  blood  corpuscle.  The  pigment  is  scanty  and  in  the 
earlier  stages,  of  Its  development  only  small  hyaline  bodies, 
with  one  or  two  pigment  granules,  are  found  in  the  peripheral 
circulation.  In  the  later  stages  the  parasite  may  he  found  in 
the  blood  of  certain  internal  organs  such  as  the  spleen.  The 
corpuscles  containing  the  parasites  are  liable  to  be  shrunken, 
crenated  and  braasy-colored.  After  the  process  has  existed  for 
a  week  or  more,  larger,  refractive,  creseentic,  ovoid  and  round 
bodies,  with  central  clumps  of  coarse  pigment  granules  begin 
to  appear  and  these  are  characteristic  of  estivo-autumnal  fever. 
Two  varieties — the  tertian  and  quotidian — are  found  in  this 
form  of  fever.  The  parasites  of  the  tertian  variety  are  the 
larger  of  the  two  and  assume  a  signet  ring  form  during  the 
hyaline  stage ;  the  ameboid  movement  is  sluggish  and  one  organ- 
ism is  usually  found  in  a  blood  cell.  Segmentation  takes  place 
outside  of  the  corpuscle  and  the  crescents  are  large,  slender  and 
deeply  pigmented.  The  quotidian  parasite  is  smaller,  at  times 
mobile,  and  more  than  one  parasite  occupies  a  single  red  cell 
which  is  generally  wrinkled.  The  pigment  is  motionless  and 
resembles  short  rods.  The  crescents  are  small  and  often  pre- 
sent a  double  outline.  Segmentation  takes  place  within  the 
corpuscle." 

The  predisposing  causes  of  malarial  fever  need  some  con- 
sideration. The  soil  is  naturally  concerned  in  its  development 
inasmuch  as  we  nearly  always  find  it  prevailing  in  marshy 
localities,  hence  it  is  so  common  in  the  tropical  countries.  The 
climate  has  also  much  to  do  with  its  occurrence  as  the  warmer 
localities  are  predisposed  to  the  long  life  of  the  malarial  para- 
site. In  the  temperate  zone  the  majority  of  cases  are  liable 
to  exist  during  the  autumn,  while  in  the  tropics  it  prevails  both 
during  the  spring  and  autumn.    Race  and  sex  need  slight  con- 
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sideration  for  we  shall  find  that  it  shows  no  particular  favorit- 
ism  in  this  respect.  Immunity  exists  in  many  instances  and 
a  primary  attack,  thoroughly  treated  by  quinin,  may  be  re- 
garded to  a  certain  extent  as  a  preventive  against  a  second  in- 
fection. 

Patholoiy. — The  blood  is  affected  directly  by  the  malarial 
parasite,  the  red  blood  corpuscle  being  rapidly  destroyed.  Pig- 
ment accumulates,  not  alone  in  the  blood  but  also  in  the  spleen 
and  liver,  as  the  result  of  the  conversion  of  hemoglobin  into 
melanin.  The  generation  of  a  toxin  accounts  for  the  febrile 
action.  The  spleen  is  filled  with  blood  and  is  decidedly  smaller. 
This  is  more  marked  during  the  paroxysm  but  the  enlargement 
may  remain  for  some  time  after  the  disease  is  cured,  giving 
rise  to  the  condition  known  as  "ague-cake."  In  the  acute  swell- 
ing hemorrhagic  infarcts  may  take  place  and  in  rare  instances 
the  spleen  has  ruptured.  The  liver  is  subject  to  slight  enlarge- 
ment and  the  heart  chambers  may  be  acutely  dilated.  Other 
phases  of  the  pathology  will  be  taken  up  under  the  descriptions 
of  the  different  varieties  of  malaria. 

IntermitteDt  Fever. — Symptoms.  The  paroxysms  of  this 
form  of  malaria  are  defined  by  three  stages,  the  chill,  fever  and 
sweat,  though  slight  or  exaggerated  prodromal  symptoms  may 
precede  for  a  day  or  two.  The  chill  is  characteristic;  it  usually 
begins  gradually  with  a  chilly  sensation  which  grows  in  inten- 
sity until  the  patient  shakes  violently.  The  lips  are  blue,  the 
face  is  pale  and  pinched,  the  surface  feels  cold  and  malaise 
is  pronounced.  Headache,  nausea  and  vomiting  may  be  expe- 
rienced. The  occiirrence  of  the  chill  is  most  frequent  during 
the  morning  hours  and  it  often  lasts  for  one  or  two  hours.  The 
pulse  is  small,  hard  and  frequent.  The  fever  follows  the  chill 
and  the  hot  stage  is  as  pronounced  as  the  chill.  The  face  ii 
flushed,  the  skin  is  intensely  hot  and  dry,  the  tongue  is  coated, 
the  breath  is  foul  and  the  mouth  is  very  dry.  The  temperatui-e 
begins  to  rise  and  may  reach  104°  to  106°  F.,  though  in 
many  instances  it  will  show  variations  in  its  range.  The  pulse 
is  full  and  bounding  unless  there  is  some  cardiac  weakness. 
The  duration  of  this  stage  is  from  half  an  hour  to  four  or  six 
hours.  The  sweating  stage  starts  with  beads  of  perspiration 
on  the  forehead  and  face  and  gradually  extends  over  the  entire 
body.  All  the  s.^Tnptoms  are  now  relieved,  the  temperature  dis- 
appearing by  crisis  though  the  decliije  is  not  so  rapid  as  the 
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onset.  Occasionally  the  fever  drops  by  degrees  until  the  sub- 
normal  point  is  reached.  The  duration  of  this  stage  is  from 
eight  to  twelve  hours.  The  paroxysms  recur  with  unfailing 
r^ularity  unless  they  are  overcome  by  treatment.  The  usual 
intermission  lasts  twenty-four  hoiirs  (quartan  intermittent). 
These  characteristics  of  the  paroxysms  may  vary  in  accordance 
with  the  Bporulation  of  the  different  groups  of  parasites,  two 
paroxysms  occasionally  taking  place  in  the  same  day.  Some- 
times they  occur  a  little  earlier  eacli  day  wlien  the  term  "antici- 
pating intermittent"  is  applied,  or  again  they  may  recur  an 
hour  or  two  later  each  day  in  which  case  the  term  "retarding 
intermittent"  is  employed.  Mild  forms  of  malaria  frequently 
exist  and  these  will  be  defined  by  the  irregularity  or  absence  of 
some  of  the  characteristic  stages.  Most  of  these  conditions  are 
called  "dumb  ague." 

Other  characteristic  symptoms  are  found  in  the  splenic 
enlargement  which  is  usually  detected  soon  after  the  first  par- 
oxysm and  gradually  increases  with  the  subsequent  seizures. 
The  swelling  will  be  readily  detected  by  palpation,  and  tender- 
ness will  be  found  upon  deep  pressure.  Hepatic  enlargement 
is  not  so  pronounced  and  depends  much  upon  the  previous  con- 
dition of  the  liver.  The  malarial  complexion,  due  to  the  de- 
posit of  pigment,  will  be  characterized  by  the  yellowiah-brown 
discoloration.  Gastro-intestinal  disturbances  are  occasionally 
experienced,  diarrhea  being  most  prominent ;  paroxysmal  vom- 
iting, attended  by  catarrhal  jaundice,  is  a  feature  of  the  severe 
forms  of  intermittent.  Herpes  and  other  skin  eruptions  are 
often  present.  The  urine  contains  a  small  amount  of  albumin 
and  there  is  usually  a  temporary  increase  in  the  amount  of 
urea  eliminated  two  to  six  hours  before  the  chill.  The  heart 
is  subject  to  acute  dilatation  and  functional  miirmnrs  may  be 
heard  during  the  paroxysm.  The  blood  change  will  be  charac- 
terized by  the  rapid  diminution  of  both  red  and  white  corpus- 
cles during  the  severe  paroxysms.  In  children  the  rigor  may 
be  displaced  by  a  pronounced  convulsion  and  acute  nephritis 
is  a  more  common  sequela, 

Pernidoos  Malarial  IntenniUent.— This  form  of  malarial 
fever  ia  characterized  by  severe  paroxysms  but  fortunately  it 
is  of  rare  occurrence  in  the  present  generation.  It  is  occasion- 
ally found  in  the  malarial  districts  of  southern  countries  and, 
therefore,  it  may  be  found  in  Italy,  the  lower  Danube,  in  the 
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southern  States  of  our  country  and  in  parts  of  tropical  Africa. 
Two  particular  types  are  recognized,  the  comatose  and  the 
algid. 

The  comatose  form  may  or  may  not  have  the  initial  chill 
but  when  it  does  occur  it  ia  extremely  severe.  The  onset  is 
sudden  and  marked,  characterized  by  acute  delirium  or  coma, 
due  to  the  lodgment  of  the  parasites  in  the  brain  in  large  num- 
bers, where  they  form  thrombi  and  generate  toxins.  The  pa- 
tient may  perish  in  this  state  under  the  influence  of  the  violent 
nervous  symptoms  and  the  toxemia,  or  again  consciousness  may 
return  only  to  be  followed  in  a  short  time  by  a  fatal  relapse. 
The  algid  form,  often  termed  congestive  chills,  is  characterized 
by  violent  gaatro-intestinal  irritation  in  which  extreme  nausea, 
vomiting,  and  purging  are  followed  by  collapse,  inteoBe  prostra- 
tion and  coldness  of  the  surfaces.  In  this  respect  it  closely 
simulatca  the  algid  stage  of  true  cholera.  The  internal  tem- 
perature is  very  high  while  the  surface  temperature  is  low. 
Jaundice  is  frequently  a  marked  symptom.  The  lesion  is  looal- 
ized  in  the  gastro-inteatinal  mucosa  where  the  parasites  are 
found  in  great  nmnbers.  This  form  is  often  confused  with 
yellow  fever  while  the  comatose  variety  is  likely  to  be  con- 
founded with  certain  phases  of  typhoid.  In  accordance  with 
their  prevailing  characteristics  other  forms,  as  for  example  the 
hematuric,  are  also  found. 

The  pathology  oi  the  pernicious  malarial  intermittent 
fever  is  to  be  studied  as  an  infection  and  a^  a  re-infection. 
When  it  exists  as  the  result  of  a  fresh  infection  the  blood  will 
be  hydremic,  while  the  corpuscles  will  be  in  a  state  of  disin- 
tegration. The  spleen  is  soft,  swollen,  turbid  and  unnaturally 
pigmented.  Pigment  granules  and  red  corpuscles  containing 
parasites  and  phagocytes  will  be  found  in  the  pulp  about  the 
arterioles.  The  liver  is  similarly  affected,  phagocytes  and  para- 
sites containing  pigment  being  found  in  the  red  corpuscles  of 
its  minute  capillaries.  The  kidney  will  show  a  similar  pig- 
mentation in  the  neighborhood  of  its  blood-supply  and  ne- 
crotic areas  may  also  be  detected  microscopically.  The  brain 
may  have  a  characteristic  color  or  a  lighter  hue  as  it  may  be 
severely  congested  or  often  anemic ;  the  capillaries  and  perivas- 
cular spaces  are  often  infiltrated  with  phagocytes  and  disinte- 
grated blood  discs  which  contain  parasites;  under  this  condi- 
tion hemorrhages,  which  constitute  focal  lesions,  may  be  estab- 
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liflhed.  In  ease  of  re-infection  the  blood  is  often  extremely 
hydremic  while  the  spleen,  liver  and  kidneys  are  indurated  and 
present  a  decided  pigmentation  to  the  eye. 

Remitteat  tr  ConHnned  Ferer. — (Edivo-Autumnal  Fe- 
ver.— This  type  of  fever  is  found  moat  frequently  in  the 
southern  States  and  in  tropical  countries.  It  prevails  in  the 
summer  and  fall  and  is  often  called  "bilious  remittent  fever" 
on  account  of  the  severity  of  the  gastro-intestinal  features. 
It  is  due  to  the  estivo-autumnal  parasites  in  the  blood  of  the 
patient. 

The  symptoms  are  often  irregular  and  the  prodromal  fea- 
tures are  characterized  hy  headache,  loss  of  appetite  and  epi- 
gastric discomfort  for  several  days.  The  paroxysms  occur 
daily  or  twice  a  day  resembling  the  quotidian  and  tertian  in- 
termittent though  their  duration  is  longer.  As  the  febrile  at- 
tackii  may  often  be  anticipating  and  inasmuch  as  the  remissions 
have  a  tendency  to  become  shorter  and  shorter  the  fever  ofton 
assumes  the  continued  form.  The  average  case  is  ushered  in 
by  a  chill  and  the  fever  rises  rapidly,  reaching  its  maximum 
(104°  to  105°  r.)  in  ten  or  twelve  hours.  The  pulse  is 
full  and  rapid,  nausea  and  vomiting  are  distressing,  epigas- 
tric tenderness  is  marked,  the  spleen  ia  enlarged,  delirium  is 
often  present  and  bronchitis  is  not  uncommon.  About  mid- 
night there  ia  a  marked  remission  in  the  temperature  and  all 
the  other  symptoms,  s^vcating  succeeding.  By  morning  the 
temperature  nearly  reaches  the  norma!  point  but  an  exacerba- 
tion of  the  paroxysms  then  intervenes  with  a  repetition  of  the 
previous  day's  occurrence  only  the  temperature  may  go  higher. 
These  phenomena  recur  regularly  until  the  fever  has  run  its 
course,  in  about  two  to  four  weeks  in  the  average  caae.  During 
the  period  of  high  febrile  activity  serious  nervous  symptoms 
may  appear,  the  urine  is  diminished  and  ociite  nephritis  is 
often  a  complication.  In  the  severe  type  of  this  fever  the  par- 
oxysms increase  in  their  duration,  thus  obliterating  the  r^ilar 
remissions  and  simulate  the  continued  fever.  The  fever  may 
then  be  prolonged  for  sevcrfll  weeks  and  assume  more  of  the 
type  of  a  typhoid  or  a  pemiciona  intermittent.  A  fatal  termi- 
nation is  liable  to  occur  at  this  time  though  a  mild  form  may 
yield  to  the  preper  treatment. 

The  pathology  ia  characterized  by  abnormal  pigment- 
ary deposits  in  the  s]ileer,  liver,  brain  and  kidneys,  depending 
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(fi  course  upon  the  duration  of  the  infetrtion.  The  splt-en  in 
mild  cases  is  swollen  and  soft  hut  in  protracted  cases  it  attainci 
a  larger  wize  and  is  iiidin^d  lo  be  hard.  The  pigment  is  moat 
ahuiidaut  in  tho  splenic  pulp  alxjnt  the  splenic  veins.  The 
liver  is  also  liable  to  assume  an  hypertrophic  hardness  when 
the  disease  is  of  loug  stauding,  the  pigment  being  formed  in 
granular  masses  giving  the  bronzed  appearance.  The  brain 
is  similarly  affected,  the  arterioles  being  crowded  with  phago- 
cytes and  disintegrated  blood  cells  containing  parasites.  The 
kidneys  are  involved  in  the  same  manner  with  evidence  of  acute 
degeneration  in  the  cortical  structure.  The  lymphatic  glands, 
the  skin  and  other  tissues  are  deeply  pigmented  while  the 
blood  is  hydremic  and  filled  with  degenerated  blood-discs. 

Malarial  Cachexia. — This  is  a  chronic  condition  following 
the  re)>eated  attacks  of  one  of  the  acute  forms,  or  it  may  rarely 
develop  in  malarial  districts  independent  of  the  acute  attacks. 
The  symptoms  are  not  clearly  defined  and  the  febrile  action 
is  rather  irregular,  rarely  attaining  a  high  degree.  The  akin 
has  a  dirty  yellow  color,  the  spleen  is  decidedly  enlarged  and 
indurated,  the  same  condition  applying  to  the  liver  in  a  lim- 
ited degree.  Anemia  is  the  characteristic  symptom,  the  red 
corpuscles  suffering  a  marked  reduction.  The  t/eueral  symp- 
toms will  include  debility,  dyspnea,  edema,  anasarca  and  fre- 
quent sweatings.  The  iier\'ous  symptoms  are  often  extreme, 
tremors,  neuralgias,  palsies,  insomnia,  and  neuritis  often  pre- 
vailing. Gastro- intestinal  disturbances,  bronchitis  and  alight 
arthritic  attacks  are  often  noticed.  Hemoirbagos  from  the 
mucous  membranes  and  into  the  retina  are  common  while  such 
chronic  conditions  as  dysentery,  fatty  degeneration  of  the  heart 
and  nephritis  may  be  dangerous  sequela".  The  majority  of 
these  cases  will  respond  to  persistent  treatment. 

Masked  IntermltteBt.. — This  is  a  form  which  resembles 
malarial  cachexia  differing  only  in  the  fact  that  it  has  no  fever. 
The  paroxysms  are  characterized  by  the  periodic  occurrence 
of  pain  which  assumes  the  form  of  neuralgia.  This  may  be 
experienced  in  the  supraorbital,  intercostal,  sciatic  and  other 
nerves.  The  seizures  are  moat  common  during  the  morning 
hours,  there  being  a  tendency  to  relief  late  in  the  afternoon. 
Convulsions  or  paralysis  may  supplant  the  fever  in  some  in- 
stances and  the  same  is  true  of  paresthesia  and  anesthesia.  In 
other  cases  instead  of  the  fever,  hemorrhages,  edema,  diarrhea, 
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dysentery  or  dyspeptic  crises  may  characterize  the  paroxysina. 
This  form  of  malaria  is  diiBcult  to  diagnose  and  will  require 
not  alone  a  blood  analysis  hut  the  confinnation  hy  anti-mala- 
rial treatment  as  well. 

Naltrial  Hemataria  and  Hemofloblnoria. — Hemorrhage 
is  often  a  decided  symptom  in  the  course  of  pernicious  malaria. 
Blood  and  albumin  are  frequently  found  in  the  scanty  urine 
during  the  febrile  stage.  These  may  be  accompanied  by  epi- 
thelial and  granular  casta  or  other  nephritic  signs.  Hemor- 
rhages from  other  parts  of  the  body — the  nose,  mouth,  rectum 
or  vagina — may  be  present  also  while  ecchymotic  spots  as  well 
as  an  intensification  of  the  malarial  complexion  may  be  prt^- 
Bented.  Prostration  is  usually  extreme,  nervous  symptoms  ara 
pronounced,  uremic  toxemia  may  appear  in  case  of  urinary 
suppression  and  a  patient  may  die  suddenly  from  heart  failure 
or  as  a  result  of  the  hemorrhage. 

Henu^lobinuric  fever  has  been  discovered  among  soldiers 
in  malarial  districts.  In  these  cases  the  hemoglobin  suffers 
a  marked  reduction,  the  majority  of  the  red  corpuscles  revealing 
the  presence  of  parasites  and  with  this  severe  hematuria  may 
be  associated.  The  usual  symptoms  are  characterized  by  a 
mild  chill,  a  sub-febrile  temperature,  hematuria  and  frequently 
hem(^1obinuria.  The  paroxysms  may  occur  each  day,  of  tener, 
or  at  longer  intervals.  The  hemoglobinuria  is  usually  a  contin- 
uous feature  though  it  is  aggravated  at  jjeriods.  The  serai- 
comatose  condition  is  a  prominent  symptom  and  in  case  of 
urinary  suppression — which  often  comes  on  suddenly — uremia 
may  follow.  The  presence  of  malaria]  parasites  in  the  blood 
and  the  hemoglobin  in  the  urine  constitute  the  important  facts 
in  diagnosis. 

The  compUcationa  of  malaria  are  not  many.  Ifephritis 
and  rheumatism  seem  to  have  a  peculiar  relation  to  this  dis- 
ease and  typhoid  is  often  a  complication  though  it  has  no  par- 
ticular relation  to  malaria.  Pneumonia  is  of  frequent  occur- 
rence but  this  too  apparently  develops  independently.  En- 
teritis is  probably  a  more  common  sequela  while  jaundice  and 
dysentery  are  frequently  associate  conditions.  Among  the  rarer 
complications  the  nervous  sequeke  should  be  mentioned.  Para- 
plegia often  follows  from  a  peripheral  neuritis  or  even  a  cord 
change  which  may  develop  at  this  time.  Hemiplegia  may 
occur  in  the  pernicious  comatose  form  or  during  the  height  of 
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a  severe  paroxyam.  Spiller  has  described  an  acute  ataxia  and 
a  disseminated  sclerosis  and  Osier  gives  evidence  of  multiple 
gangrene  oeeurring  in  conjunction  or  as  a  sequence  of  malaria. 

Dlafaosis. — The  diagnosis  in  a  case. of  malaria  is  not 
so  difficult  under  the  modem  diagnostic  methods.  The  char- 
acteristic symptoms  which  define  the  paroxysms  should  call 
attention  to  the  prohability  of  this  disease.  This  should  be 
doubly  true  when  the  patient  resides  in  a  malarial  district. 
The  most  confirming  evidence,  however,  is  furnished  by  the 
microscope  for  by  this  it  is  possible  to  detect  the  parasite  in 
all  its  stages  in  the  blood  of  the  patient.  Facilities  for  this 
observation  are  fortunately  now  within  the  reach  of  the  ma- 
jority of  practicians.  When  these  facilities  are  not  at  band 
it  is  often  necessary  to  make  differentiations  by  the  study  of 
symptoms  and  physical  findings.  Pyemia  may  be  recognized 
by  the  less  regular  recurrence  of  the  chills  and  the  more  pro- 
found prostration.  In  this  we  shall  find  a  leukocytosis  which 
is  absent  in  malaria.  Acute  tuberculosis  manifests  its  pyrexia 
in  the  afternoon  and  chills  are  not  a  prodromal  feature  of 
te  onset.  The  general  symptoms,  the  history,  the  cheat  find- 
ngs  and  the  leukocytosis  will  also  help  the  differentiation 
while  the  administration  of  quinin  gives  no  improvement. 
Ulcerative  endocarditis  may  present  an  intermittent  pyrexia 
hut  the  disease  is  more  severe,  leukocytosis  is  present,  quinin 
gives  no  relief  and  the  attending  cardiac  symptoms  give  more 
positive  diagnostic  suggestions.  Typhoid  fever  will  often  sim- 
ulate the  remittent  malarial  fever  but  its  more  gradual  onset, 
the  slight  remissions,  the  characteristic  eruption,  the  sero- 
reaction,  and  the  absence  of  the  estivo-aiitumnal  parasite  in  the 
blood  will  establish  the  diagnosis. 

PftCDOris. — Uncomplicated  primary  attacks  of  typical  ma- 
laria usually  recover  under  a  proper  and  thorough  treatment. 
Residence  in  a  malarial  district  is  always  unfavorable  though 
a  very  small  percentage  of  the  common  intermittent  variety 
will  fail  to  respond  to  proper  treatment.  The  pernicious  types 
are  least  tractable  under  treatment  and  the  previous  health  of 
the  patient  greatly  influences  the  prognosis.  The  remittent 
form  is  exceedingly  dangerous  when  it  is  complicated  with 
typhoid.  Uremia,  hemorrhage  and  severe  jaundice  are  un- 
favorable symptoms. 

TnalmeDl. — With  our  modem  knowledge  of  the  cause  of 
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malaria  it  is  esaential  to  give  much  attention  to  the  prophylactic 
phase  of  treatment,  for  every  malarial  patient  is  a  menace  to  a 
neighborhood.  The  same  is  true  relative  to  the  surrounding 
conditions,  for  ever;  malarial  district  is  a  breeding  ground  for 
the  mosquito.  Therefore,  prophylaxis  contemplates  not  alone 
the  isolation  of  the  patient  but  every  modem  means  for  de- 
stroying the  mosquito  as  well. 

It  is  certainly  fortunate  that  recent  therapeutic  investiga- 
tion has  established  the  fact  that  quinin  certainly  is  a  speciEc 
in  this  disease,  inasmuch  as  it  acts  directly  upon  the  intracor- 
puSGular  hematozoa.  There  seems  to  be,  at  present,  no  satis- 
factory reason  for  rejecting  this  theory  of  treatment  when  the 
reeults  are  bo  clearly  demonstrated  and  no  ascertainable  harm 
has  been  found  from  using  this  remedy.  While  there  is  no 
doubt  that  other  remedies  are  indicated  for  intercurrent  symp- 
toms and  conditions  we  should  not  disregard  the  efficacy  of  this 
agent  The  time  for  its  administration  is  immediately  after  the 
paroxysm  or  at  least  after  the  sweating  period.  There  is  a 
divergence  of  opinion  as  to  the  amount  required  in  each  dose, 
some  believing  that  the  total  amount  for  the  day  should  be  given 
in  one  or  two  doses  a  short  time  before  the  succeeding  par- 
oxysm. The  object  of  this  procedure  is  to  surcharge  the  blood 
with  the  drug  about  the  time  the  hematozoa  sporulate.  One  of 
the  objections  to  this  procedure  is  the  fact  that  many  patients 
are  thus  liable  to  suffer  from  the  toxic  effecta  of  the  drug  which 
would  be  indicated  by  nausea,  deafness  and  tinnitus.  Thus  tho 
consensus  of  experience  seems  to  favor  the  divided  doses 
amounting  in  all  to  sixteen  to  thirty  grains  per  day.  In  case 
there  is  no  response  from  this  dosage  it  is  permissible  to  in- 
crease the  amount  to  at  least  forty  grains  daily.  It  is  often 
best  to  give  the  largest  dose  only  a  few  hours  before  the  ap- 
proaching paroxysm.  When  the  paroxysms  are  less  frequent 
and  severe  the  dosage  should  be  gradually  reduced.  For  the 
sake  of  more  prompt  gastric  absorption  a  few  drops  of  dilute 
hydrochloric  acid  may  be  given  after  each  dose  unless  the  pa- 
tient gives  evidence  of  a  suAcient  amount  of  this  in  the  stom- 
ach. The  remedy  may  be  introduced  by  means  of  the  enema 
or  suppositories  when  there  is  absolute  disturbance  from  its 
introduction  into  the  stomach.  The  hydrobromate  of  quinin 
has  "been  successfully  employed  hypodermatically,  the  dose  being 
fifteen  grains,  but  abscesses  usually  follow. 
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The  results  of  the  quinin  treatment  will  be  observed  by 
the  prompt  or  gradual  relief  of  the  paroxysms  and  the  disap- 
pearance of  the  Plasmodium  in  the  blood.  Other  preparations 
of  cinchona,  such  as  cincbonin,  chinoidin,  and  the  sulphate  of 
quinidin  have  been  recommended  but  are  not  so  popular. 
Arsenic  has  been  successfully  used  alone  or  in  eonjiinction  with 
quinin  and  is  said  to  give  best  results  when  increased  to  Its 
physiological  effect.  Methylene  blue,  in  one  to  three  grain  doses 
four  times  daily,  has  been  substituted  for  quinin  but  with  ques- 
tionable results.  It  may  be  used  when  quinin  la  eontraindi- 
cated.  I  must  confess  that  my  early  teaching  infltienced  me 
unfavorably  regarding  the  use  of  quinin  and  when  I  did  ac- 
cept its  indication  I  was  inclined  to  the  minor  dosage,  gener- 
ally using  the  first  or  third  decimal  potency.  I  am  now  satis- 
fied that  a  small  dose  is  not  sufficient  and  this  is  easily  con- 
firmed when  the  blood  is  properly  and  regularly  examined. 
The  error  in  claiming  too  much  for  the  minute  dose  is  often 
Jiie  to  a  faulty  diagnosis.  To  my  own  satisfaction  I  demon- 
strated the  necessity  of  full  doses  of  quinin  in  the  treatment 
of  these  cases  when  I  had  the  opportunity  of  treating  many  of 
our  soldiers  who  contracted  the  disease  during  the  recent 
Spanish-American  war.  T  faithfully  tried  the  lower  potencies 
but  with  no  results  and  the  same  was  true  of  other  remedies 
while  almost  immediafc  results  were  obtained  by  full  doses  of 
quinin.  In  this  experience  methylene  blue  also  failed  to  give 
the  satisfaction  expected  of  it. 

During  the  paroxysm  every  effort  should  he  made  to  keep 
the  patient  warm  by  a  snflicient  amount  of  clothing.  The  par- 
oxysm is  often,  however,  so  severe  that  this  will  ahuost  i)e  im- 
possible. It  will  many  times  require  the  ser\'iccs  of  several 
strong  attendants  to  keep  the  patient  in  hod.  When  the  sweat- 
ing stage  intervenes  the  clothing  may  be  gradually  removed 
and  the  tepid  ajwnge  with  alcohol  and  wafer  is  often  conducive 
to  comfort.  So  far  as  possible  the  patient  should  then  be  kept 
quiet  and  encouraged  to  sleep.  During  the  inter  paroxysmal 
state,  at  least  after  the  sweating  stage  has  passed,  it  is  not  ab- 
solutely necessary  to  keep  the  patient  in  bed  though  too  much 
liberty  must  not  be  permitted.  The  diet  should  be  noiirishing, 
easily  digestible  and  decidedly  limited  in  amount. 

In  the  pernicious  intermillent  it  is  necessary  to  get  the 
quinin  effect  as  sixm  as  possible.    For  that  reason  it  has  been 
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recommended  to  administer  the  drug  hypodermaticaJly.  Osier 
advises  the  use  of  the  biaulphid  in  thirty  grain  doses,  with  the 
addition  of  five  grains  of  tartaric  acid,  every  two  or  three  hours. 
Intravenous  administration  of  the  soluble  bimuriate  is  also 
recommended;  fifteen  grains  of  this  with  a  grain  of  sodium 
chlorid  in  two  drams  of  distilled  water  may  be  injected.  Stim- 
ulation ia  often  required  in  these  extreme  cases.  Aside 
from  the  regular  indicated  remedies  the  gastro-intestinal  dis- 
turbances will  call  for  careful  dietetic  and  other  adjuvant  pal- 
liation. The  restlessness  and  other  nervous  symptoms  will 
demand  care  in  accordance  with  previous  suggestions  for  such 
eomditiona.  During  the  apyrexia  the  administration  of  quiniu 
must  be  pushed  in  order  to  avoid  the  severity  of  a  recurring 
paroxysm. 

The  remittent  fevers  will  necessitate  a  very  different  plan 
of  treatment,  inasmuch  as  they  assume  the  typhoid  character. 
The  diet  must  be  absolutely  liquid,  the  gastro-intestinal  dis- 
turbance must  be  relieved  by  appropriate  remedies  and  enemata, 
the  febrile  symptoms  will  often  demand  the  sponge  bath  and 
the  usually  indicated  remedies.  Qninin  is,  however,  of  spe- 
cific value  and  must  be  administered  in  fiill  doses.  In  severe 
cases  with  tympanites  and  other  typhoid  symptoms  it  may  be 
necessary  to  stop  all  food  for  a  time  and  resort  to  temporary 
nntrienl  enemata.  A  small  doso  of  pilocarpin  (gr.  1  /8  to  1/6) 
has  been  advised  as  a  hypodermatic  medication  when  the  fever 
is  extremely  high.  The  unfortunate  depression  of  the  heart, 
however,  usually  contraindicafcs  this.  Malarial  hematuria  will 
call  for  a  limitation  of  the  dosage  of  quinin  even  though  this 
dnig  is  necessary  to  overcome  the  parasites.  Some  authorities 
claim  that  it  is  contraindicated  in  this  form  of  malaria  but  that 
is  probably  not  tnie.  In  the  milder  forms  of  hematuria  it  is 
probably  the  best  procedure  to  limit  the  amoimt  at  each  dose. 
We  shall  probably  obtain  better  resiilts  from  the  internal  ad- 
ministration of  such  remedies  as  hamamelis,  ergotin,  terebinth, 
mercurius,  ferrvm  phos.,  crotalus  and  adrenalin. 

The  homeopathic  remedies  will  have  a  sphere  of  useful- 
ness independent  of  the  specific  use  of  quinin  as  they  will  be 
required  to  meet  the  totality  of  symptoms  pertaining  to  th«i 
peculiar  idiosyncrasies  of  each  case.  It  is  not  alone  necessary 
to  destroy  the  parasite  with  quinin  but  the  ravages  of  its  in- 
fection will  surely  leave  a  depreciating  influence  Avhich  will  be 
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reflected  in  eymptoius  and  must  be  treated  according  to  symp- 
tomatic su^estions.  While  I  believe  in  the  specific  uae  of 
quinin  I  do  not  believe  that  this  is  all  that  is  required  in  the 
treatment  of  malaria  any  more  than  one  remedy  or  one  doae  of 
a  remedy  applies  alone  in  the  treatment  of  any  disease.  To 
practice  medicine  scientifically  and  successfully  requires  a 
broad-mindedness  to  interpret  the  utility  of  a  principle  of  prac- 
tice and  at  the  same  time  accept  the  value  of  specific  medica- 
tion. 

The  fever  of  malaria  may  be  attended  by  many  symptoms 
which  quinin  alone  probably  does  not  arrest  even  though  it 
destroys  the  cause.  There  may  be  many  latent  systemic  con- 
ditions ■which  this  parasite  arouses  by  its  toxic  effect.  These 
then  will  require  a  careful  investigation  of  their  pathological 
meaning  and,  therefore,  the  afiiliated  remedy  will  be  needed.  ' 
Aconite  and  verairum  viride  will  often  be  demanded  when  there 
is  evidence  of  high  arterial  excitement,  restleseness,  anxiety 
and  dry  surfaces.  On  the  other  hand  belladonna  may  be  indi- 
cated when  there  is  a  full  and  rapid  pulse  with  throbbing  caro- 
tids and  the  moist  and  flushed  surfaces.  The  peculiar  mental 
features  of  this  remedy  may  also  be  reflected  in  the  delirium 
and  mental  excitement  so  characteristic  of  its  action.  The  di- 
lated pupils,  the  convulsive  action  of  the  facial  muscles,  the 
dryness  of  the  fauces,  the  painful  and  swollen  joints,  and  the 
sudden  changeableness  of  all  its  symptoms  together  with  man;' 
other  positive  indications  for  this  remedy  will  surely  suggest 
its  usefulness.  Compared  with  this  we  must  always  take  info 
consideration  such  remedies  as  hyoscytimus,  stramonium  and 
■chamomilla.  When  prostration  is  pronounced,  when  the  sur- 
faces are  cold  and  muscular  weakness  is  pre-eminent  then  we 
must  look  for  other  symptoms  which  confirm  the  usefulness  of 
gelsemium.  In  conjunction  with  this  remedy  it  will  frequently 
be  necessary,  to  compare  the  symptoms  of  baptisia,  cimictfuga, 
echinacea  and  bryonia.  In  the  typical  intermittent  we  shall 
find  that  the  characteristics  of  cedron  are  frequently  presented. 
The  neuralgic  pains,  starting  usually  in  the  supraorbital  area, 
are  reflected  over  the  head  and  to  a  certain  extent  over  the 
whole  body.  Lancinating  pains  are  felt  also  in  all  the  joints 
while  a  peculiar  numbness  seems  to  pervade  the  whole  body 
indicating  thereby  a  profound  depression  from  an  extreme  toxic 
agent.     The  same  asthenic  conditions  will  also  call  attention  to 
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lackeais,  naja  and  rkus  tox.  When  the  aymptoniB  seem  to  have 
reference  to  traumatic  effects  it  will  be  natural  to  consider 
arnica,  bellia  ^rennis,  'hamamelis  and  calendtUa  while  Hyperi- 
cum will  invariably  meet  pains  which  follow  from  nerve  in- 
jury or  preeeme. 

Eupatorium  perfoliatum  has  so  long  been  used  in  the  form 
of  "boneset  tea"  for  all  conditions  which  simulate  the  malarial 
fever  that  it  would  seem  natural  to  think  of  this  remedy  in  the 
treatment  of  true  malaria.  While  it  seems  to  apply  more  es- 
pecially to  the  constitutional  conditions  which  pertain  in  the 
chronic  state  of  malarial  cachexia  it  still  has  many  symptoms  of 
yalae  in  the  acute  stage.  The  peculiar  periodicity,  the  bone 
pains,  the  occipital  headache  and  the  aching  pain  in  the  back 
are  symptoms  worthy  of  careful  consideration.  The  febrile 
conditions  are  also  suggestive  as  the  chill  appears  early  in  the 
forenoon  and  is  preceded  by  unquenchable  thirst  On  accomit 
of  its  gastric  and  hepatic  influence  it  is  frequently  compared 
with  bryonia  and  chelidonium. 

In  the  typhoid  condition  it  will  be  a  good  therapeutic 
principle  to  call  into  service  all  of  the  i-equirements  outlined 
under  the  treatment  of  that  disease.  For  that  reason  we  shall 
always  find  it  best  to  treat  the  disease  with  some  reference  to 
typhoid  fever.  Thus  bapiisia,  bryonia,  belladonna  and  similar 
remedies  will  be  required.  In  the  algid  variety  veratrum  al- 
bum and  camphor  will  often  be  indicated,  while  in  choleraic 
conditions  we  may  add  to  these  cuprum,  arsenic  and  the  arsenite 
of  copper.  Methyle7^e  blue  is  also  of  inestimable  service  in 
this  form  of  the  disease. 

For  the  chronic  malarial  condition  there  are  many  reme- 
dies which  will  be  required  according  to  their  therapeutic  sug- 
gestions. Arsenic  seems  to  be  most  essential  as  it  relates  so 
clearly  to  the  anemic  state  and  the  secondary  conditions  of  the 
malarial  toxemia.  This  may  be  used  in  many  forms  though 
china  ars.,  and  areenieum  atb.,  are  probably  the  most  serv- 
iceable preparations.  Arsenite  of  iron  and  the  arsenate  of 
strychnia  are  often  of  service  and  in  all  probability  araenicum 
iodid  is  occasionally  indicated.  Femim  phos.,  ferrum  iodid 
and  many  of  the  blood  iron  preparations  may  be  considered  with 
favor  in  many  cases.  As  the  fever  subsides  and  the  other  char- 
acteristics of  the  malarial  paroxysms  disappear  other  remedies 
which  are  useful  in  combating  the  sTstemic  depletion  ^vill  be 
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d^nftnded  bj  tbe  prevalence  of  Bpecial  symptoniB.  The  diet 
should  now  be  a  rigoroos  one  and  a  sufficient  out-door  life  Bbonld 
be  sought  to  build  up  the  debilitated  condition  of  the  patient. 


DTSENTEKY. 


This  is  an  infectious  inflammation  of  the  lai^  intestine 
embracing  several  varieties  which,  in  the  acute  form,  are  clin- 
ically characterized  by  pain,  frequent  diecbaTges  from  the  bowel 
of  mucus  and  blood  and  the  attending  symptoms  of  tenesmus, 
fever  and  prostration.  In  the  chronic  form  diarrhea,  alternat- 
ing wiUi  constipation,  ia  the  chief  symptom.  Ulceration  of  the 
intestinal  mucosa  is  the  principal  anatomical  lesion.  The  dis- 
ease may  be  studied  under  three  distinct  varieties,  catarrhal, 
bacillary  and  amebic  dysentery. 

Catirrhal  DyseDlery. — This  is  the  simplest  form  of  the 
disease  and  it  is  commonly  observed  in  the  temperate  climates. 
The  mucous  secretion  of  the  intestine  is  augmented,  the  epi- 
thelium is  exfoliated,  while  the  solitary  lymphatic  glands 
of  the  large  intestine  and  the  solitary  and  agminated 
glands  of  the  small  intestine  are  also  involved.  In  the 
milder  forms  there  is  only  a  swollen  and  congested  con- 
dition of  the  tDucosa  with  necrosis  and  small  ulcerations, 
while  in  the  severer  cases  the  membrane  is  covered  with 
mucus  and  streaked  with  blood,  the  entire  mucosa  be- 
ing involved  in  a  purulent  inflammation  with  more  ex- 
tensive ulceration.  The  mucosa  presents  minute  bleeding 
points  and  ecchymoses,  while  the  lymphoid  nodules  are  large 
and  prominent.  Ulceration  may  be  discovered  about  the 
lymphoid  structure  to  a  limited  extent  The  etiological  factors 
are  not  many.  Season  is  most  prominent,  most  cases  being 
found  in  the  summer  and  autumn.  Previous  diseases  which 
leave  the  intestinal  mucosa  impaired  and  therefore  open  to 
new  infections,  are  important  causes.  Thus  typhoid  fever  and 
tuberculosis  may  be  contributing  causes  and  to  a  certain  extent 
it  may  follow  the  acute  exanthemata.  It  is  often  the  result  of 
such  intestinal  irritants  as  unripe  fruit  and  indigestible  food. 
In  such  instances  the  ileum  is  also  implicated  and  the  disease 
is  in  reality  a  form  of  entero-oalitis.  The  bacillus  of  Shiga  is 
often  found  in  many  cases. 
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Tlie  symptoms  are  characterized  at  first  bj  the  occurreiioe 
of  a  painless  diarrhea  with  copious  stools.  Verj  soon  th^e 
change  to  small  maoous  discharges  which  are  streaked  with 
blood.  The  number  of  evacuations  varies  from  ten  to  one 
hundred  daily.  Cramping  abdominal  pains  (tormina)  then  en- 
ane  and  with  theee  there  is  much  complaint  of  teneemue.  The 
last  is  the  meet  distressing  symptom  of  all  as  it  creates  a  very 
disagreeable  sensation  of  rectal  incontinence.  A  chtU  may  be  an 
initial  symptom  and  fever,  at  first  slight,  though  in  some  cases 
reaching  103°  to  104°  F.,  is  an  unfailing  feature.  The  pvhe 
is  somewhat  accelerated  while  thirst  is  always  present  and 
is  sometimes  extreme.  The  tongue  is  coated,  moist  at  first  and 
later  very  dry  and  red.  Nausea  and  vomiting  are  occasionally 
distressing  symptoms.  The  abdomen  may  be  tender  and  ^m- 
panitic  but  in  many  instances  is  flat  and  hard.  The  stools  often 
present  various  diaracteristics,  sometimes  containing  hard 
scybala  and  at  other  times  having  a  bilious  appearance  on  ac- 
count of  the  increased  amount  of  bile.  The  microscope  will  also 
detect  the  presence  of  blood-corpuscles,  leukocytes  and  oval  epi- 
thelioid cells  containing  fat-drops  and  vacuoles.  Usually  no 
specific  organisms  are  discovered  though  the  bacillus  pyocya- 
neus  is  claimed  as  a  factor.  The  duration  of  the  average  case 
is  not  long  as  it  usually  termioatea  in  a  week  under  the  appro- 
priate diet  and  treatment.  In  exceptional  cases  it  may  resist 
the  most  thorough  treatment  and  be  prolonged  into  a  chronic 
stage.  The  diagnosis  will  be  easily  made  when  the  character- 
istic symptoms  and  the  blood-stained  stools  are  rect^ized. 
MaiignttrU  diseases  of  the  rectum  must  be  excluded  by  a  careful 
differentiation.     The  prognosis  is  usually  favorable. 

BacUlaiy  Dsrsentery* — This  may  appear  in  a  variety  of 
forms  and  is  followed  by  a  secondary  ulceration  or  it  may  as- 
sume a  chronic  condition  of  long  standing.  It  is  most  fre- 
quently found  in  temperate  or  tropical  regions,  an  epidemic 
form  being  of  c<Hnmon  occurrence  in  Japan.  It  has  also  pre- 
vailed in  asylums  and  camps,  the  aggregation  of  people  favor- 
ing its  development.  The  lower  part  of  the  large  intestine  is 
the  usual  seat  of  the  lesion  though  it  may  invade  the  entire 
large  intestine,  occasionally  involving  the  lower  part  of  the  small 
intestine  as  well.  The  bacillus  dysenteriae  is  without  doubt  the 
cause  and  this  may  be  defined  as  a  micro-organism  belonging 
to  the  colon  typhoid  group  of  bacilli.     Its  morphologyis  ali^tly 
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different  from  the  tjphoid  bacillus.  Laboratory  cxperimeiii» 
have  been  made  by  injecting  the  'organiems  into  the  intes- 
tine of  cats  or  by  feeuing  these  animals  with  them  after  alka- 
lization  of  the  gastric  juice,  tliiis  establishing  iheir  posi- 
tive action  upon  the  large  intestine.  When  taken  into  the  di- 
gestive tract  of  man  a  severe  colitis  is  rapidly  established.  Bac- 
teriological diagnosis  may  be  instituted  by  the  recovery  of  th^ 
specific  organism  from  the  stools  and  by  obtaining  an  agglutina- 
tion reaction  similar  to  the  Widal  test.  The  reaction  will  be 
established  about  the  third  or  fourth  day  with  dilutions  varying 
from  1-20  to  1-3  000  in  a  period  of  from  one-half  to  one  hour. 

The  morbid  anatomy  will  present  various  characteristics. 
In  the  acute  cases  the  entire  large  intestine  and  part  of  the 
small  intestine  is  involved,  the  mucosa  being  greatly  swollen 
and  overspread  with  senim  and  blood.  A  fatal  terminiition 
usually  takes  place  in  two  or  three  days  in  this  form.  The 
pseudo-membranous  is  fortunately  a  more  common  form  and 
in  some  instances  this  may  take  on  the  diphtheritic  character- 
istics. In  this  the  lesion  may  be  located  in  different  parts  of 
the  large  intestine,  or  in  the  sigmoid  or  rectum.  The  mem- 
brane appears  at  first  upon  the  elevations  of  the  valvuH  con- 
niventes  and  later  the  intervening  mucosa  is  covered  with  it. 
The  mucous  membrane  is  injected  and  small  bleeding  points 
may  be  observed  beneath  the  mucus  covering  it.  The  histo- 
logical structure  of  the  exudate  is  both  fibrinous  and  cellular, 
The  glands  of  Lieberfciihn  are  also  affected  and  frequently  un- 
dergo a  necrosis  while  the  blood-vessels  of  the  mucosa  are  often 
occluded  by  thrombi.  As  exfoliation  takes  place  dysenteric 
ulcers  are  often  a  sequence  and  the  necrosis  with  its  attending 
inflammatory  changes  may  extend  to  the.  snbmncosa  or  ter- 
minate at  this  stage.  The  process  of  repair  which  naturally 
follows  leads  to  a  thickening  of  the  intestinal  wall  which  may 
be  permanent.  The  appearance  of  secondary  micro-organisms 
may  protract  the  ulceration  which,  extending  into  the  deeper 
tissues,  may  set  up  a  chronic  ulcerative  dysentery.  As  con- 
nective tissue  fonnatiou  naturally  follows  a  narrowing  of  the 
lumen  may  lead  to  serious  contractures  and  deformities.  As 
the  infiammation  may  extend  to  the  peritoneal  coat  adhesions 
are  liable  to  be  serious  sequelae  and  perforation  may  rarely 
result. 

The  aymptoms  of  this  form  of  dysentery  are  similar  to 
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those  of  the  catarrhal  variety  (hovigh  fhey  are  more  intense 
in  character.  The  temperature  reachea  a  higher  degree,  pain 
is  much  more  pronounced,  while  the  tormina  and  tenesmus  are 
more  distressing.  The  stools  are  distinctly  bloody,  delirium  is 
pronounced  and  the  adynamic  condition  is  extreme.  The  ab- 
dominal tenderness  and  distension  are  marked  and  in  some 
instances  the  symptoms  assume  a  typhoid  character.  The 
complications  are  often  numerous  and  varied.  Abscess  of  the 
liver  is  one  of  the  common  ones  as  it  may  arise  from  throm- 
bosis or  embolism  from  the  bowel  into  the  portal  system. 
When  perforation  of  the  bowel  is  a  complication  it  will  give 
rise  to  a  localized  or  general  peritonitis,  more  often  the  lat- 
ter, which  is  usually  fatal.  Pleurisy,  pericarditis,  endocar- 
ditis, anasarca,  arthritis,  phlebitis  and  nephritis  are  also  quite 
common  sequelae.  The  diagnosis  rests  upon  the  distinctive 
symptoms  and  the  bacteriological  examination.  The  prognosis 
is  always  unfavorable  as  the  toxemia  tends  to  develop  a  fatal 
asthenia. 

Amebic  Dirsentery.— This  is  an  ulcerative  inflanomation  of 
the  large  intestine  found  in  both  the  temperate  and  the  trop- 
ical countries.  It  is  caused  by  the  ameba  coli,  an  organism 
"varying  from  fifteen  to  twenty  microns  in  diameter  and  is 
actively  mobile  when  examined  in  the  living  state.  It  con- 
siata  of  two  portions,  an  outer  ectosarc  and  an  inner  endosarc. 
Its  movements  are  brought  about  through  the  propulsion  of 
the  former,  after  which  the  granular  inner  substance  flows 
into  the  pseudopedia.  The  ameba  is  phagocytic,  taking  up 
foreign- substances  from  the  intestine,  etc.,  and  especially  en- 
globing  the  red  blood  corpuscles.  At  present  two  varieties 
of  ameba  are  distinguished  as  occurring  in  the  stools,  the  first 
non-pathogenic— ameba  coli  mitis — and  the  second  patht^nic 
— ameba  coli.  The  former  has  been  found  repeatedly  in 
healthy  stools  and  it  does  not  exhibit  phagocytic  properties  for 
red  corpuscles.  In  this  country  amebic  dyaenlery  has  been 
found  to  occur  as  a  sporadic  disease,  especially  in  the  South- 
em  States,  and  in  some  of  the  Northern  and  New  England 
States  as  well."     (Tyson.) 

The  lesion  is  found  in  the  large  intestine  and  sometimes 
in  the  lower  part  of  the  ileum  and  it  is  characterized  by  an 
ulceration  which  involves  both  the  mucosa  and  the  submucosa. 
In  rare  instances  this  process  may  extend  into  the  muscular 
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and  the  peritoneal  coats.  Ajnebae  are  found  in  tlie  aSected 
portions  of  the  mucosa  and  in  the  necrotic  tissue  adjoining. 
The  proliferation  of  connective  tissue  induces  tissue  changes 
in  the  intestinal  structure  similar  to  those  in  the  bacillary  form 
and  frequently  this  process  may  tend  to  restore  the  normal 
condition  of  the  intestine.  A  peeudo-membrane  is  never  pres- 
ent unless  there  is  a  pathological  combination  with  the  bacil- 
lary  dysentery.  The  ameba  may  be  discovered  in  the  stools 
and  in  the  secouditry  abscesses  of  the  liver. 

The  symptoms  are  similar  to  those  of  catarrhal  dysentery 
only  they  are  more  prolonged  and  less  clearly  defined.  The 
onset  is  not  so  sadden,  the  stools  are  not  bo  frequent  but  are 
more  inclined  to  be  copious  and  liquid.  The  amebae  are  foimd 
in  great  abundance  in  the  dejecta.  The  straining  at  stool  is 
not  so  severe  nor  are  the  passages  so  numerous,  and  there  are 
intermissions  in  which  improvement  is  apparent,  only  to  be 
followed  by  the  usual  symptoms.  The  fever  is  not  usually  so 
severe  but  is  liable  to  manifest  acute  exacerbations.  The  com- 
plications are  characterized  by  hepatic  abscesses  which  may 
be  single  or  multiple,  the  walls  of  which  are  ragged  from 
the  projections  of  necrotic  tissue.  A  zone  of  cellular  infiltra- 
tion is  found  next  to  the  innermost  necrotic  zone  and  this  may 
destroy  the  neighboring  liver  cells  by  compression,  while  ex- 
ternal to  this  there  is  usually  a  zone  of  intense  hyperemia. 
Pus  cells,  however,  are  not  very  abundant  in  the  inflammatory 
infiltration,  fatty  and  granular  debris  together  with  the  amebae 
forming  the  greater  part  of  the  abscess  contents.  The  whole 
hepatic  structure  may  be  invaded  by  circumscribed  necrotic 
patches.  The  abscess  may  rupture  into  the  lungs  and  the 
amebae  will  be  found  in  the  expectoration. 

The  diagnosis  will  be  easily  made  when  the  amebae  are 
found  in  the  stools.  The  prognosis  is  not  generally  favorable 
to  recovery  as  the  disease  has  a  prolonged  duration.  The  ex- 
haustion is  so  pronounced  that  the  patient  is  not  liable  to  sur- 
vive the  removal  of  the  cause.  In  favorable  cases  the  disease 
usually  lasts  about  four  or  six  weeks. 

Chronic  Dysentery. — The  chronic  stage  of  dysentery  may 
follow  any  of  the  varieties  though  it  is  of  more  frequent  occur- 
rence in  the  bacillary  form.  The  lesions  which  characterize 
the  acute  stage  are  liable  to  be  present,  in  a  modified  degree, 
in  the  chronic  form.     Ulceration  in  its  various  stages  of  im- 
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provement,  is  a  diatinet  pathological  characteriatie  tliotif^ 
chronic  djaenterj  may  exiat  without  any  evidence  of  this  mor- 
hid  condition.  The  inteetinal  coata,  particularly  the  aubmn- 
eoea  and  the  mnacularis,  are  usually  thickened  while  the  aigne 
of  blood  extravasation  and  diaintegration  are  evidenced  by  tlie 
dark-gray  patches.  Cicatricial  contractions,  cystic  degenera- 
tions and  polypus  formationa  are  not  uncommon. 

The  General  Treatment — Under  the  general  treatment  it 
will  be  necessary  to  give  due  thought  to  the  limitation  of  the 
epidemic  Patients  should  be  isolated  and  the  stools  should 
be  carefully  disinfected.  The  diet  also  should  receive  the 
most  careful  attention  lest  an  impure  or  an  imperfect  food 
shall  favor  a  fatal  outcome,  or  the  protraction  of  the  disease. 
Liquid  food  is  essential;  milk  should  be  boiled  or  peptonized 
while  broths  and  beef  juice  with  well  cooked  barley  and  rice 
added  are  of  great  value. 

In  catarrhal  dysentery  it  may  be  well  in  the  early  stages 
to  empty  the  intestines  by  means  of  a  mild  cathartic  like 
castor  oil,  and  for  the  relief  of  pain  ten  to  twenty  drops  of 
laudanum  may  be  added.  Salines  may  be  of  service  in  some 
cases  unless  there  is  serious  depletion.  Qrain  dosea  of  opium 
are  standard  expedients  for  the  relief  of  excessive  pain,  though 
this  nmy  often  be  accomplished  by  the  indicated  remedy.  Bis- 
midh,  subnitrate,  in  10  grain  doses,  is  often  added,  while  the 
astringent  action  of  lead  acetate,  in  1  to  2  grain  dosea  ia  also 
of  some  service  in  this  respect.  Suppositories  of  opium  have 
been  successfully  used,  when  the  rectal  irritation  indicates 
serious  inTolvement  of  the  lower  bowel.  Camphor  mixtures 
with  additional  doses  of  opium  have  been  popular  expedients 
for  the  prompt  palliation  of  pain  and  the  relief  of  excessive 
diarrhea  with  cramps  and  tenesmus.  That  this  is  not  a  proper 
procedure  in  every  case  we  all  must  admit. 

In  the  hacUlary  dysentery  great  care  should  be  exercised 
to  avoid  the  irritating  foods  and  to  employ  a  form  of  nourish- 
ment which  leaves  as  little  residue  as  possible.  Peptonized 
foods,  beef  peptonoids  and  beef  juice  will  be  efficacious  in 
this  respect  while  it  wiU  always  be  beat  to  give  small  and  fre- 
quent feedings.  Opium  is  usually  required  to  relieve  the 
severe  pain  and  in  many  cases  the  hypodermatic  use  of  mor- 
phin  will  be  demanded.  The  object  is  also  to  restrain  the 
peristaltic  excitement  as  well  as  to  give  relief  from  pain.     The 
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iatenial  use  of  bismuth,  in  lai^  doBes,  and  silver  nitrate,  in 
small  doses,  have  been  recommended,  bnt  it  ia  questionable 
how  mnch  relief  is  obtained  by  these  medicinal  agents.  Tyson 
adviees  the  employment  of  iodoform  in  1/2  grain  to  3  grain 
capsules  three  or  four  times  daily. 

The  amebic  form  of  dysentery  will  require  a  limited  diet 
the  same  as  in  the  other  varieties.  The  indicated  astringent 
and  antiseptic  remedies — particolarly  the  sulphocarbolates — 
may  be  successfully  employed.  The  use  of  ipecac  has  received 
much  attention  from  the  East  Indian  physicians,  who  have 
had  extended  experience  in  this  form  of  the  disease.  It  is 
supposed  to  act  as  a  muscular  sedative  and  a  secretory  stimu- 
lant. It  thus  stimulates  peristalsis  and  augments  the  bile  for- 
mation which  is  a  natural  intestinal  antiseptic.  Heroic  doses 
— 20  to  60  grains — are  su^ested  for  the  iirst  day,  no  food 
being  allowed  immediately  before  or  after  its  administration, 
ice  only  being  tolerated  to  qnench  the  thirst.  A  much  smaller 
dose  is  given  on  the  second  day  and  bismuth  or  opium  may 
be  added  to  relieve  pain  and  quiet  the  peristaltic  excitement. 
Milk  19  then  prescribed  in  very  small  quantities  and  later  fari- 
naceous foods  and  soups  may  be  cautiously  given.  Aside  from 
the  normal  action  of  ipecac  it  ia  supposed  to  have  a  destructive 
influence  upon  the  ameba.  Whether  this  will  supplant  the 
minor  doses  of  this  remedy  can  be  answered  only  by  those 
who  have  had  extensive  experience  with  this  disease.  Osier 
recommends  warm  injections  of  quinin  (1  to  5,000,  1  to  2,500 
or  1  to  1,000).  Dysenteric  vaccines  and  antidysenteric  sera 
have  received  some  attention  as  they  are  supposed  to  have  pro- 
tective and  curative  properties.  Conclusive  evidence  as  to 
their  efficacy  is  as  yet  wanting. 

In  the  chronic  forms  of  dysentery  the  same  consideration 
for  diet  must  be  carried  out  though  it  is  often  possible  to  allow 
a  little  more  liberty  in  this  respect.  The  remedies  mentioned 
for  the  relief  of  pain  and  peristaltic  excitement  are  also  to 
be  considered  but  the  best  results  have  been  obtained  from 
the  topical  treatment.  In  many  instances  this  may  also  be 
applied  successfully  in  many  of  the  acute  conditions.  When 
tGnesm.us  and  rectal  pain  are  distressinp  these  may  be  contra- 
indicated.  The  patient  ia  placed  in  the  dorsal  position  with 
a  pillow  underneath  the  hips  to  favor  gravitation  of  the  medi- 
cated fluid  high  into  the  colon.     Water  at  the  temperature  of 
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100°  F.  is  then  allowed  to  enter  the  bowel  slow];  throngli  a 
colon  tube.  Various  astringents  Buch  aa  lead,  zinc  and  copper 
sulphate,  and  the  nitrate  of  Bilver  are  added  to  the  solution. 
The  latter  has  received  most  favorable  commendation  and  it 
has  been  advised  in  large  doses — 20  to  30  grains  to  the  pint 
of  water.  Much  smaller  doses  are,  however,  required  in  the 
early  treatments.  It  is  questionable  how  mnch  permanent  re- 
lief may  .be  obtained  in  this  way  and  in  many  respects  the 
treatment  should  always  be  undertaken  with  the  knowledge 
that  it  may  cause  secondary  irritation.  It  is  possible  that 
warm  water  alone  will  suffice  and  it  is  safe  to  assume  that 
any  topical  treatment  which  causes  aggravation  should  not 
be  continued. 

The  internal  msdicaiion  demands  most  favorable  consid- 
eration. Mercurius  corrosivus  wiU  naturally  be  thought  of 
first  and  it  certainly  applies  in  the  majority  of  cases.  The 
frequent  and  scanty  stools,  their  bloody  and  mucous  character, 
the  tormina  and  the  tenesmus  are  all  characteristic  suggestions 
for  this  remedy.  In  the  majority  of  cases  it  will  accomplish 
more  than  all  the  topical  treatments  and  the  sedative  action  of 
drugs.  Mercurius  sol,  is  claimed  to  act  better  in  the  sporadic 
dysentery  than  in  the  malignant  forms.  Mercurius  dulcis  is 
probably  more  useful  in  the  milder  cases  when  pain  and  tenes- 
mus are  not  so  pronounced.  Arsenicum  alb,  will  no  doubt  be 
indicated  in  a  fair  proportion  of  cases,  particularly  when  the 
stools  are  excoriating,  offensive  in  odor,  scanty  in  character, 
together  with  the  symptoms  of  thirst,  exhaustion  and  restless- 
ness which  usually  characterize  the  symptomatology  of  this 
remedy.  Ipecac,  in  the  lower  potencies,  will  probably  be  more 
efficacious  than  in  the  tincture.  It  will  serve  to  allay  the 
nausea  and  vomiting  and  at  the  same  time  correct  the  fre- 
quent green  stools.  It  is  also  indicated  when  errors  of  diet 
have  been  the  exciting  cause.  Nitric  acid  internally  is  often 
a  better  expedient  than  heroic  doses  of  the  same  in  the  topical 
applicatipns.  It  is  suggested  in  the  subacute  and  chronic  forms 
when  pus  discbarges  are  associated  with  the  bloody  mucous 
dejections.  It  is  also  useful  in  the  typhoid  type  of  the  dis- 
ease and  when  the  discharge  gives  evidence  of  a  diphtheritic 
formation  on  the  intestinal  mucosa.  Sulphur  in  the  true 
chronic  case,  may  sometimes  be  of  more  service  than  any  other 
remedy.     It  refers  to  the  blood-streaked  mucus,  the  constant 
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tonesmuB,  the  preaence  of  a  probable  djscrasia  and  the  aggnt- 
vation  of  Bymptoms  at  night  or  earlj  in  the  morning. 

There  are  three  other  remedies  which  seem  to  have  a 
relation  to  a  certain  aet  of  STmptoms.  Golocynth  will  natur- 
ally be  thought  of  first  when  the  agonizing  abdominal  pain  is 
experienced  in  the  early  attat^  of  the  acute  form.  The  patient 
attains  relief  only  by  pressure  in  bending  over,  and  the  same 
cramp-like  pains  are  inclined  to  extend  to  the  limbs,  while 
the  dysenteric  attacks  are  invariably  aggravated  by  the  least 
food  or  drink.  Dioseorea,  ehamomUla,  coccidui  and  plumbum 
may  be  compared  with  this  remedy.  Cantharis  has  a  similar 
symptomatology  in  some  respects,  but  it  pertains  to  a  more 
general  extension  of  the  inflammatory  action,  the  urinary  tract 
being  also  affected.  The  stools  are  like  intestinal  scrapings 
and  are  watery  and  bloody  in  consistency;  violent  burning 
pain  extends  throughout  the  intestinal  tract  after  each  bowel 
movement  and  urination  is  frequent  and  painful.  Apit,  eanr 
nobis  saiiva  and  puUatUla  may  be  compared.  Capsicum  has 
similar  symptoms  though  the  abdominal  pains  are  not  so  pr(^ 
uounced ;  abdominal  distension  is  often  extreme,  blood  is  more 
in  evidence  and  thirst  is  characteristic.  Cuprum  mstallicum 
is  naturally  associated  with  the  above  three  remedies,  though 
the  spasmodic  action  may  take  on  the  convulsive  form  and  a 
general  muscular  involvement  is  recognized;  coldness  of  the 
extremities  is  a  prominent  symptom,  thus  indicating  a  circula- 
tory disturbance  following  the  depletion  from  diarrhea.  Cup- 
Twn  arsetiite  is  possibly  a  better  form  of  copper  for  the  vio- 
lent abdominal  pain.  Veratrum  alb.,  which  has  reference  to 
more  extreme  coldness,  perspiration  on  the  forehead  with  vom- 
iting and  purging,  agaricus,  which  is  characterized  by  the  addi- 
tion of  gastric  cramps,  and  camphor,  which  represents  a  more 
complete  choleraic  collapse,  should  be  studied  under  the  same 
line  of  symptomatology.  Aloes  deserves  special  attention  when 
the  rectal  symptoms  are  aggravated  by  hepatic  disorder  and 
portal  congestion.  It  will  be  su^;ested  when  rectal  pain,  burn- 
ing and  incontinence  are  disturbing  while  the  abdomen  pre- 
sents the  signs  of  a  distressing  distension.  Alumina  and  lyco- 
podium  may  be  compared.  Opium,  in  potency,  will  often 
accomplish  more  by  its  internal  administration  than  is  obtained 
by  the  sedative  action  of  heroic  doses.  The  great  danger  re- 
sulting from  the  use  of  this  drug  to  check  the  bowel  action 
can  not  be  sufBciently  accentuated. 
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The  febrile  condition  can  not  be  coneideied  -withont  dne 
reference  to  aconite,  which  presents  a  symptomatology  similar 
to  the  early  stages  of  dysentery  or  to  belladonna,  which  repre- 
sents many  of  the  later  phases  of  die  fever  when  the  nervous 
symptoms  are  marked,  or  bapiisia  and  rhus  iox,  when  the 
typhoid  features  are  pronounced.  It  is  also  necessary  when  the 
signs  of  exhattstion  are  manifested  to  give  due  thought  to 
arsenic,  china,  ferrum  phos..  ferrum  ptcricum,  i^ncum  phoa., 
nux  vomica  and  many  similar  remedies. 


CHOLERA. 


Uany  terms  have  been  applied  to  this  disease.  Cholera 
AaiaticB  has  reference  to  its  most  frequent  location.  Cholera 
algida  refers  to  its  characteristic  symptom,  cholera  infectiosa 
denominates  its  specific  cause,  while  cholera  maligna  pertains 
to  the  serious  phase  of  its  epidemic  occurrence.  It  may  be 
defined  as  an  acute  infectious  disease  caused  by  the  comma 
bacillus  or  spirillum  of  Koch.  It  is  clinically  characterized 
by  its  epidemic  occurrence  and  by  the  vomiting,  purging,  pain- 
ful cramps  and  the  symptoms  of  collapse  which  attend  it. 
There  have  been  periodic  visitations  of  this  disease  in  many 
parts  of  Europe  after  an  endemic  prevalence  of  long  standing 
in  India.  It  usually  appears  in  the  epidemic  form,  and  it  made 
its  way  into  the  United  States  as  early  as  1832,  and  a  second 
visitation  occurred  in  the  years  1835  and  1836.  In  1854  a 
severe  epidemic  again  prevailed  in  this  country  and  a  less 
extensive  one  reached  our  shores  again  in  18S6.  Since  that 
time  we  have,  with  the  exception  of  a  few  sporadic  cases,  been 
exempt  from  its  affliction.  As  late,  however,  as  1892  a  serious 
invasion  afflicted  the  northwestern  provinces  of  Indie  and  from 
thence  it  spread  through  European  Bussia  and  Prussia. 

Eliolo£r> — The  specific  cause  of  cholera  is  the  spirillum 
of  Koch,  which  is  found  in  the  intestinal  canal  of  patients 
suffering  with  this  disease,  associated  with  the  bacillus  coli 
communis  and  other  bacteria.  It  is  a  slightly  curved  rod, 
often  assuming  the  shape  of  a  letter  S  and  half  as  long  as 
the  tubercle  bacillus  but  somewhat  thicker.  It  is  motile  and 
has  been  classed  among  the  spirochetae.  Its  multiplication  is 
favored  by  heat,  moisture  and  filth,  but  it  is  destroyed  by  acids 
and  by  a  temperature  of  140°  F.     The  stools  of  an  infected 


lOOgle 


76  INFECT/OUS  DISEASES. 

patient  will  yield  the  cholera  spirilla  in  groat  immliers,  while 
their  presence  in  the  v<^niitU8  is  rare,  Thev  liave  been  repeat- . 
odly  found  in  drinking  water.  Predisposing  causes  are  found 
in  the  soil  humidity  and  porosity  and  also  in  the  warmer 
rlimatee,  and  llius  it  is  more  common  during  the  warm  season. 
Ago  and  sex  have  no  predisposing  infliieii«'eB,  though  the  lack 
of  proper  sanitation  is  favorable  to  Its  propagation. 

The  Tnedia  of  infection  are  drinking  water  and  contam- 
inated food,  though  the  spirilla  are  supposed  to  be  convoyed 
by  the  hands  or  the  clothing,  and  some  obaer\'ers  claim  that 
they  may  enter  the  mouth  while  floating  in  the  air,  but  this, 
however,  seems  improbable.  The  disease  ia  frequently  dis- 
seminated by  emigrants  and  makes  its  first  impression  near 
the  seashore,  a  low  altitude  favoring  its  development.  Insects 
are  also  considered  as  factors  in  the  infectious  contamination 
of  articles  of  food.  Pettenkofer  claims  that  the  spirilla  which 
are  found  in  the  evacuations  of  cholera  patients  "must  enter 
an  appropriate  soil  and  there  undergo  further  development  be- 
fore becoming  truly  pathogenic."  Enfeebled  digestion,  general 
ill  health,  alcoholic  e.\cess  and  nervous  depression  have  much  to 
do  with  the  favorable  reception  and  development  of  the  spirilla. 
Immunity  is  not  obtained  by  one  attack. 

Pathology. — Emaciation  characterizes  the  general  a|)pear- 
ance.  The  skin  has  an  ashen  hue  in  the  non-dependent  parts, 
while  there  is  a  livid  appearance  of  the  dependent  portions. 
The  tissues  are  dry,  inasmuch  as  the  body  has  been  drained 
of  its  liquids.  A  post  mortem  rise  of  temperature  often  takes 
place  and  muscular  contractions  may  continue  for  some  time 
after  rigor  mortis  comes  on.  The  visceral  lesions  are  found 
chiefly  in  the  intestines.  In  the  early  stage  the  serous  part 
of  the  small  intestine  is  congested,  the  muscular  coat  is  re- 
laxed, while  the  mucous  nieinbraue  is  injected,  swollen  an<l 
the  seat  of  a  flbrinons  exudate.  Very  soon  the  stomach  and 
intestines  are  filled  with  a  "rice  water"  liquid  with  which 
there  may  he  mingled  a  small  amount  of  clotted  blood.  The 
solitary  follicles  and  Pcyer's  patches  are  at  fir^it  swollen,  while 
later  they  may  be  the  seat  of  ulceration.  The  post  mortem 
will  also  reveal  numerous  ecchymotic  spots  in  the  intestinal 
mucosa  which  may  Ixi  denuded  of  its  epithelial  lining.  Tti 
case  of  death  during  the  late  sfagos  of  the  disease  i>alohes  of 
diphtheritic  membrane  may  be  foTind  in  the  large  intestine 
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and  Other  mucoiis  Burfacee.  The  bacilli  are  found  here  as  well 
as  in  the  dejecta. 

The  stomach  and  esophagus  will  often  present  a  eimilar 
pathology;  the  spleen  is  small  at  first,  but  in  the  later  stages 
of  the  disease  it  becomes  larger  and  softer.  The  liver  presents 
a  passive  hyperemia  and  cloudy  swelling,  while  there  may  be 
signs  of  fatty  degeneration  and  the  desquamation  of  the  epi- 
thelium of  the  cystic  mucosa.  The  kidneys  may  not  present 
any  marked  changes  in  the  early  stages,  except  a  slight  en- 
largement and  some  venous  turgescence.  Slight  granular  and 
hemorrhagic  distintegration  may  be  noticed  in  the  cortex,  but 
this  is  not  common.  Should  death,  however,  take  place  late 
in  the  disease,  the  kidneys  will  exhibit  a  cloudy  swelling  and 
coagulation  necrosis,  while  many  other  changes  incidental  to 
acute  nephritis  may  be  observed.  The  heart  is  not  enlarged, 
but  its  walls  are  flaccid,  the  left  ventricle  is  contracted  and 
empty,  while  the  right  is  filled  with  dark  blood  and  soft  clots. 
The  larynx,  trachea  and  bronchi  are  hyperemic,  while  the  lungs 
are  shrunken  and  small,  being  deprived  of  blood  except  in  the 
dependent  portions,  which  are  in  a  hypostatic  congestive  state. 
The  brain  is  hyperemic  except  when  death  occurs  at  a  late 
|>eriod,  and  then  its  structure  may  be  bloodless  and  edematous. 

Symptoms. — The  period  of  incubation  lasts  from  thirty- 
six  hours  tofour  or  iive  days,  when  the  true  symptoms  of  cholera 
present  themselves.  These  are  defined  by  three  distinct  stages, 
the  preliminary  diarrhea,  the  collapse  and  the  reaction.  The 
stage  of  preliminary  diarrhea  is  characterized  by  a  moderate 
diarrhea  which  may  or  may  not  he  attended  by  colicky  pain. 
The  stools  are  yellowish  in  color  and  alkaiine  in  reaction, 
nausea  and  vomiting  do  not  exist,  and  there  is  slight  evidence 
of  depression  with  the  exception  of  some  headache  and  the 
intestinal  discomfort.  '  The  temperature  is  rarely  above  nor- 
mal. The  first  stage  may  continue  for  a  week  or  it  may  last 
only  a  few  hours. 

The  stage  of  collapse  is  characterized  by  a  profuse  diarrhea 
which  has  lost  its  yellowish  color  and  assumed  the  "rice  water" 
character.  Muscular  cramps  now  begin  in  the  extremities  and 
rapidly  extend  over  the  entire  body,  the  abdomen  being  the 
seat  of  intense  distress.  Vomiting  is  now  added  to  the  diar- 
rhea; at  first  this  is  bilious,  but  it  soon  assumes  the  rice  water 
character,  the  dischai^ies  from  the  mmith  and  bowels  becom- 
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ing  exoesfliTe.  Extreme  exhaustion  now  sets  in,  the  face  and 
eyes  presenting  a  pinched  expression,  the  countenance  becom- 
ing pallid  or  bluish-gray.  The  entire  body  is  cold  and  clammy, 
the  superficial  temperature  falls  five  or  six  degrees,  while  the 
internal  temperature  may  be  as  high  as  103°  or  104°  T.  The 
pulse  is  feeble,  frequent  and  often  absent.  The  heart  sounds 
are  not  easily  detected  and  the  rapid  respiration  simulates 
impending  death,  as  indeed  the  death  coma  may  come  on  at 
any  time.  The  secretions  are  all  suppressed  on  account  of 
the  great  loss  of  body  fluids.  In  the  vomitus  and  the  bowel 
discharges  the  cholera  bacillus  and  other  bacteria  may  be  found. 
In  some  instances  the  disease  may  be  characterized  by  the  lack 
of  vomiting  and  pnrging,  to  which  the  term  cholera  sieea  is 
applied.  This  stage  of  collapse  is  not  generally  long,  being 
prolonged  for  twelve  or  twenty-four  hours  at  the  utmost.  It 
may  sometimes  take  the  place  of  the  primary  stage  of  diarrhea. 
In  all  probability  the  severity  of  the  collapse  depends  upon 
the  liberation  of  the  toxin  by  the  bacilli  at  about  this  time. 

The  stage  of  reaction  is  represented  by  the  return  of 
warmth  and  color  and  the  gradual  establishment  of  the  uri- 
nary and  other  secretions.  The  vomiting  and  purging  are 
now  less  severe  and  frequent,  gradually  disappearing  entirely. 
The  diarrhea,  however,  may  return  unexpectedly  with  all  of 
the  attending  symptoms  of  the  second  stage.  Should  this  occur 
the  patient  is  liable  to  die  suddenly.  Again,  the  typhoid  char- 
acieristics,  with  an  erythematous  or  roseolar  eroption  may  ap- 
pear, and  all  the  stages  of  this  condition  must  be  passed  through. 
Nephritis  may  be  the  terminating  complication  in  other  in- 
stances, or  there  may  be  a  severe  diphtheritic  or  catarrhal  in- 
flammation of  the  bowels.  The  secondary  infection  may  also 
give  rise  to  septic  or  pyemic  invasions  in  other  parts  of  the 
body.  Bronchitis,  pneumonia,  erysipelas  and  parotitis  are  not 
infrequent  complications. 

Diifnosls, — The  differentiations  between  a  severe  attack 
of  cholera  morbus  and  a  sporadic  case  of  true  cholera  or  the 
light  attack  known  as  "cholerine"  are  often  difficult  to  make. 
In  cholera  morbits,  however,  we  may  usually  trace  the  irritat- 
ing cause  to  an  error  in  diet,  the  characteristic  rice-water  stools 
are  not  presented,  the  colicky  pains  do  not  extend  in  Ionic 
cramps  to  the  extremities,  cyanosis,  urinary  suppression  and 
the  characteristic  collapse  are  not  recognized,  and  in  addition 
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we  aliall  not  find  tlie  epirilla  in  the  stoola.  Arsenic  poisoning 
and  oorrosive  poiBonings  will  be  differentiated  hj  the  history 
and  symptoma,  while  the  gastro-enteritis,  from  this  or  other 
cauBSB,  will  be  recognized  by  the  character  of  the  stools,  the 
absence  of  violent  muscular  cramps  and  the  severe  symptoms 
which  follow  from  the  great  loss  of  fluid.  If  there  is  doubt, 
chemical  tests  should  be  made. 

Profnosis,— The  result  of  this  disease  depends  upon  its 
type  and  the  vital  reeiatance  of  the  patient.  The  mortality 
varies  in  different  epidemics,  the  percentage  of  deaths  varying 
between  twenty  and  eighty.  Judiciona  and  prompt  treat- 
ment may  save  many  cases.  A  prolonged  epidemic  seems  to 
run  its  course,  for  in  the  last  part  of  it  there  is  an  apparent 
tendency  to  a  lighter  form  of  the  disease  in  which  there  is  a 
larger  percentage  of  recoveries. 

Treatment. — The  prevention  of  the  disease  has  been  almost 
attained  in  this  country  by  the  efficiency  of  quarantine  protec- 
tion. The  same  prophylaxis  may  obtain  in  each  case,  provid- 
ing thorough  disinfection  is  given  to  the  vomitus  and  the 
stools.  The  nurse,  the  friends,  and  the  surroundings  must 
suffer  the  same  quarantine  and  prophylactic  care  lest  an  epi- 
demic be  encouraged.  Due  care  should  also  be  given  at  this 
time  to  the  water,  the  mill:  and  the  food  that  is  used  daily. 
AU  uncooked  food  should  be  rejected  and  no  water  or  milt 
should  be  drunk  unless  sterilized.  Protective  inoculation  has 
been  obtained  by  the  use  of  an  antitoxic  serum,  but  our  acquain- 
tance with  that  procedure  in  this  country  is  somewhat  limited. 
The  prranpt  treatment  of  the  attack  has  received  special  consid- 
erati<ni  by  those  who  have  been  the  closest  observers  in  the 
management  of  the  disease,  the  object  being  to  "restrain  the 
development  of  the  bacilli  in  the  intestine  and  to  neutralize 
the  cholera  poison."  Cantani  suggested  the  injection  into  the 
intestine  of  1/2  to  2  1/2  quarts  of  water,  or  infusion  of  chamo- 
mile containing  1  to  5  drams  of  tannic  acid,  20  to  30  drops  of 
laudanum  and  5  to  12  drams  of  gum  arable.  The  temperature 
of  the  liquid  should  be  at  least  100°  F.  to  avoid  chilling  the 
patient.  Theee  should  be  given  three  or  four  times  daily  and 
in  severe  cases  after  each  evacuation.  In  the  stage  of  serous 
diarrhea  we  should  attempt  to  resist  the  watery  waste  by  the 
hypodermatic  use  of  morphin  or  the  internal  use  of  opium. 
Bismuth,  lead  acetate,  Dover's  powder  and  other  astringents 
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have  been  employed  for  this  purpose.  Cactaui  advocates  the 
injection  of  an  artificial  Benim  containing  1  dram  of  sodium 
chlorid  and  46  grains  of  sodium  carbonate  per  quart  of  ster- 
ilized water  warmed  up  to  104°  F.  into  the  subcutaneous  con- 
nective tissue.  This  solution  may  be  introduced  through  the 
cannula  of  an  aspirator.  Shakespeare  recommends  the  per- 
formance of  this  treatment  b;  means  of  "a  fountain  Byringe 
with  a  long  flexible  tube  furnished  with  a  cock ;  with  another 
shorter  tube,  one  end  attached  to  the  cock,  the  other  having  a 
needle-pointed  cannula,  a  little  longer,  stronger  and  with  a 
somewhat  wider  caliber  than  the  ordinary  hypodermic  needle. 
The  tube  and  cannula  are  first  perfectly  filled  with  a  fluid  and 
then  the  cannula  is  inserted  well  in  between  the  akin  and  deep 
fascia  of  the  flanks,  buttocks  or  interscapular  region.  The  fluid 
should  be  made  to  flow  slowly,  allowing  fifteen  to  twenty  miri- 
uteB  for  the  introduction  of  one  quart." 

The  vomiting  may  be  relieved  by  ice,  lavage  or  cold  ex- 
ternal applications.  Heat  may  be  a  necessary  external  appli- 
cation for  the  sake  of  the  surface  coldness,  and  warm  baths 
are  often  advised.  For  the  same  reason  atimulania  must  be 
administered  hypodennatically  and  of  these  whiskey,  ammonia, 
strychnia  and  digitalis  are  frequently  employed.  For  the  algid 
3tage  hypodermatic  stimulation,  enteroclysis,  hypodermoclysis 
and  the  external  application  of  heat  are  all  indicated.  Saline 
intravenous  injections  arc  also  demanded.  The  stage  of  reac- 
tion may  require  the  continuance  of  many  of  these  measures 
for  some  time  and  the  symptomatic  treatment. 

Among  the  homeopathic  remedies  we  shall  find  camphor 
most  frequently  indicated.  It  seems  to  correspond  closely  to 
the  leading  features  of  the  disease  and  we  have  many  favorable 
reports  from  the  use  of  this  remedy  by  practicians  of  our 
school.  It  should  be  employed  in  the  lower  potencies  or  in 
drop  doses  of  the  tincture  on  lumps  of  sugar.  It  has  also  been 
successfully  used  in  the  form  of  inunctions.  Ipecac,  arseni- 
cum,  veratrum  alb.,  cuprum,  cantharis,  terebinth,  rKtia  lox, 
phos.  acid,  mere,  corr.,  and  secale  are  important  homeopatbio 
remedies.  Hydrocyanic  acid  in  the  sixth  to  the  second  decimal 
potency,  has  given  splendid  results  in  the  practice  of  Dr.  Siv- 
icar,  of  India,  in  the  stage  of  collapse  when  the  patient  was 
apparently  past  help. 
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YELLOW  FEVER. 

Yellow  fever  is  an  acute  infectious  disease  usually  found 
in  tropical  and  subtropical  countries  and  is  characterized  by 
a  febrile  paroxysm  which  is  followed  by  a  brief  remission 
and  then  a  relapse.  It  is  clinically  recognized  in  the  majority 
of  cases  by  its  symptoms  of  profound  toxemia,  jaundice  and 
gastric  hemorrhage  or  "black  vomit."  It  may  occur  endem- 
ically  or  epidemically  and  it  is  probably  caused  by  a  specific 
oi^anism  which  is  transmitted  by  the  bite  of  mosquitoes. 

Etiology.  — The  disease,  so  far  as  we  know,  appeared  first 
in  the  Barbadoes,  West  Indies,  as  early  as  1647,  and  soon  after 
in  certain  parts  of  the  Spanish  Main,  following  the  line  of 
commercial  extension  it  prevailed  to  a  limited  degree  at  dif- 
ferent intervals  ia  various  European  ports,  never  spreading 
very  far  from  the  seashore,  and  rarely  attaining  much  head- 
way in  altitudes  above  1,000  feet.  It  appeared  in  Boston 
about  1693  and  since  that  time  the  worst  epidemics  have  been 
limited  to  the  seacoaets  of  the  United  States.  In  1793  a 
serious  epidemic  occurred  in  Philadelphia  and  the  coast  towns 
of  many  of  the  neighboring  states  were  visited  by  its  scourge. 
A  few  years  later  it  prevailed  again  in  Boston  and  then  vis- 
ited Baltimore  and  other  southern  seaports.  For  the  next  few 
years  there  were  only  slight  outbreaks  when,  in  1853,  it  raged 
severely  throughout  the  southern  States,  and  periodic  epidemics 
have  reappeared  in  these  localities  nearly  every  summer.  A 
better  knowledge  of  its  predisposing  causes  and  the  general 
improvement  in  sanitary  conditions  has,  without  doubt,  been 
a  powerful  factor  in  its  limitations.  Cuba  has  been  its  breed- 
ing ground,  but  since  our  recent  war  with  Spain  and  the  sani- 
tary improvements  in  that  locality,  it  is  not  ao  prevalent. 
GuitSras  baa  classified  the  areas  of  infection  as  follows:  (1) 
The  focal  zone  in  which  the  disease  is  never  absent,  including 
Havana,  Vera  Cruz,  Rio  de  Janiero  and  other  Spanish-Amer- 
ican ports.  (2)  The  perifocal  zone  or  regions  of  periodic  epi- 
demics, including  the  ports  of  the  tropical  Atlantic  in  America 
and  Africa.  (3)  The  zone  of  accidental  epidemics,  between 
the  parallels  of  45°  north  and  35°  south  latitude. 

BaeteTiological  investigations  have  not  yet  established  the 
identity  of  the  specific  organism.  Sanarelli  described  an  or- 
ganism as  the  "bacillus  icterodes,"  but  there  has  been  no  sub- 
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stantial  confirmation  in  this  respect  That  the  mosquito  is 
the  host  of  the  unknown  paraBite  was  firet  claimed  b;  Finle; 
and  a  satisfactory  confirmation  of  this  deduction  was  estab- 
lished by  IC«ed  in  1900.  His  conclusions  are  as  follows :  "(1) 
The  mosquito — Stegomyia  fasciatus — is  the  intermediate  host 
for  the  yellow  fever  parasite.  (2)  The  fever  is  transmitted 
to  the  non-immune  individual  by  the  bite  of  a  mosquito  that 
has  previously  fed  on  the  blood  of  those  sick  with  this  dis- 
ease. (3)  An  interval  of  about  twelve  days  or  more  after 
contamination  appears  to  be  necessary  before  the  mosquito  is 
capable  of  conveying  the  infection.  (4)  The  bite  of  the  mos- 
quito at  an  earlier  period  after  contamination  does  not  appear 
to  confer  any  immunity  against  a  subsequent  attack.  (5) 
Yellow  fever  can  also  be  experimentally  produced  by  the  sub- 
cutaneous injection  of  blood  taken  from  the  general  circula- 
tion during  the  first  and  second  days  of  the  disease.  (6)  An 
attack  of  yellow  fever,  produced  by  the  bite  of  a  mosquito, 
confers  immunity  against  the  subsequent  injection  of  the  blood 
of  an  individual  suffering  from  the  non-experimental  form 
of  this  disease.  (7)  The  period  of  incubation  has  varied, 
in  thirteen  experimental  cases,  from  forty-one  hours  to  five  days 
and  seventeen  hours.  (8)  Yellow  fever  is  not  conveyed  by 
fomites  and,  hence,  disinfection  of  articles  of  clothing,  bedding 
or  merchandise  supposed  to  be  contaminated  by  contact  with 
those  sick  with  the  disease  is  unnecessary.  (9)  A  house  may  be 
said  to  be  infected  with  yellow  fever  only  when  there  are  pres- 
ent within  its  walls  contaminated  mosquitos  capable  of  con- 
veying the  parasite  of  this  disease.  (10)  The  spread  of  yel- 
low fever  can  be  most  effectually  controlled  by  measures  di- 
rected to  the  destruction  of  mosquitos  and  the  protection  of 
the  side  and  well  against  the  bites  of  the  insects.  (11)  While 
the  mode  of  propagation  of  yellow  fever  has  now  been  defi- 
nitely determined,  the  specific  cause  of  this  disease  remains  to 
be  discovered." 

The  above  demonstrations  of  this  investigator  are  given 
verbatim  to  call  attention  to  the  latest  theory  regarding  the 
mode  of  infection  in  this  fever,  but  it  is  safe  to  say  that  it 
is  not  yet  fully  established  that  the  mosquito  is  the  only  means 
of  the  transmission  of  the  unknown  organism.  We  know  also 
that  freezing  weather  at  least  terminates  the  activity  of  the 
disease.     Among  the  predisposing  cauaea  we  must,  Uierefore, 
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r^ard  the  snimner  season  as  most  f  ayorable  to  its  development. 
Age  has  some  influence,  for  the  young  are  most  frequently 
afflicted.  Males  are  said  to  be  more  predisposed  and  the  negro, 
by  his  long  residence  in  the  locality  where  it  prevails,  is  thought 
to  be  immune.  One  attack  generally  gives  immunity  against 
its  recurrence. 

Pathology. — Jaundice  and  subcutaneous  hemorrhages  are 
mar^d  features  of  the  pathology.  The  blood  serum  is  red  in 
color  because  it  contains  dissolved  hemoglobin.  The  liver 
usually  has  a  pale-yellow  or  a  brownish-yellow  color,  while  the 
cells  are  in  various  stages  of  fatty  degeneration.  In  the  early 
stages  it  may  be  hyperemic  and  enlarged.  The  gall  bladder  is 
generally  empty.  The  heart  has  a  pale  color  and  granular  or 
fatty  degenerations  are  in  evidence.  The  Jndneys  show  signs 
of  diffuse  nephritis,  the  epithelium  of  the  convoluted  tubules 
is  swollen  and  granular,  fatty  areas  are  often  found  at  the  base 
of  the  pyramids  and  various  bacteria  are  present  in  abundance. 
The  spleen  is  not  enlarged,  hut  has  a  friable  consistency  and 
a  dark  color.  The  'Talack  vomit"  is  found  in  the  stomach,  the 
mucous  membrane  of  which  is  swollen  and  studded  with  blood 
extravasations. 

Symptoms. — A  period  of  incvhation,  characterized  by  head- 
ache, malaise,  anorexia,  etc.,  usually  precedes  the  initial  symp- 
toms by  from  one  to  five  days.  The  stage  of  invasion  then 
develops  suddenly  with  a  distinct  chill  and  is  soon  followed 
by  a  fever  in  which  the  temperature  rapidly  rises  to  103°  or 
105°  F.  The  pulse  is  accelerated  at  first  but  may  fall  as 
the  temperature  goes  higher.  The  fever  is  usually  accom- 
panied by  severe  headache,  pain  in  the  back  and  legs,  while 
restlessness,  mental  confusion  and  occasional  deliritmi  are  often 
attending  egrmptoma.  The  skin  is  hot  and  dry,  the  face  is 
flushed,  the  eyes  are  injected,  while  the  eyelids  and  lips  may 
preset  a  light  tomefaction.  The  tongue  is  moist,  but  coated, 
the  bowels  are  constipated,  the  urine  is  scanty  and  very  fre- 
quently albominons.  Slight  jaundice  usually  appears  at  this 
time  while  nausea  and  vomiting — the  vomitus  resembling  coffee 
— are  nearly  always  present  during  this  period.  This  stage 
lasts  from  a  few  hours  to  several  days. 

The  stage  of  remietion,  or  the  stage  of  calm,  follows  the 
initial  stage  and  this  is  often  the  bcgiiming  of  convalesoence 
in  mild  cases.     It  is  characterized  by  a  decline  in  the  fever 


nOOgle 


84  INFECTIOUS  DISEASES. 

and  a  general  improvement  of  all  symptoms.  Some  signs  of 
ill  health  such  as  prostration,  gastric  irritability,  mental  dul- 
neea  and  often  a  slight  jaundice  may  persist.  In  severe  cases 
this  stage  is  short,  lasting  only  a  few  hours  or  a  few  days. 

The  stage  of  febrile  reaction  then  supervenes,  lasting  in 
general  only  two  or  three  days.  This  is  marked  by  a  rising 
temperature  though  the  pulse  may  continue  to  fall  and  pro- 
found collapse  supervenes.  The  body  surface  is  cold,  the  skin 
is  distinctly  yellow  or  bronzed,  while  nausea  and  vomiting 
return  with  renewed  force.  Hemorrhage  into  the  stomach  now 
takes  place,  giving  rise  to  the  peculiar  "black  vomit"  which  is 
such  a  typical  feature  of  the  disease.  The  stools  may  also 
become  tarry  as  tho  result  of  intestinal  bleeding,  while  hemor- 
rhage from  other  mucous  membranes,  epistaxis,  metrorrhagia, 
etc.,  may  appear.  Cutaneous  hemorrhages  are  also  common, 
the  tongue  becomes  dry,  brown  or  even  black,  and  sordes  collect 
on  the  t«eth,  simulating  an  extreme  case  of  typhoid.  Albu- 
minurw.  is  common,  the  strength  fails  rapidly,  the  urine  is 
often  suppressed,  while  the  nervous  excitement  may  terminate 
in  convulsions  or  be  followed  by  coma  and  death.  On  the 
contrary  the  extreme  symptoms  may  gradually  subside  and 
recovery  will  take  place,  though  the  jaundice  may  continue 
for  some  time.  Finley  describes  three  varieties  of  the  fever: 
The  acclimation  fever  or  non-albuminuric  yellow  fever,  the 
plain  albuminuric  yellow  fever,  and  the  melano-albuminuric 
yellow  fever,  which  is  characterized  by  the  presence  of  blood 
in  the  stomach  or  intestines. 

Dlajfnoais. — Guiteras  gives  three  typical  symptoms  which 
should  guide  us  in  making  a  diagnosis.  These  are  the  fades, 
including  especially  the  early  jaundice,  the  early  presence  of 
albuminuria  and  the  slowing  of  the  pvlse  with  a  steady  or 
even  rising  temperature.  When  we  add  to  these  the  peculiar 
characteristics  of  the  initial  stage  and  the  stage  of  collapse, 
together  with  the  intervening  remission,  it  will  not  be  extremely 
difSoult  to  diagnose  the  disease.  The  serum  diagnosis  is  also 
claimed  as  an  important  and  practicable  test,  but  as  yet  is 
not  generally  accepted.  The  differential  diagnosis  will  con- 
cern several  simulating  fevers.  The  malarial  remittent  will 
1k>  differentiated  by  its  prolonged  chill,  its  different  tempera- 
ture curve,  the  presence  of  Laveran's  plasniodium,  the  vomitua 
with  bile-pigment  and  bile-salt^  and  the  absence  of  early   albu- 
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minuria.  Dengue  ie  sometimes  very  confusing,  inasmuch  as 
it  so  frequently  coexists  with  epidemics  of  yellow  fever  and 
is  prevalent  in  the  same  localities.  The  difference  between 
the  two  diseases  is  not  easily  established  as  they  have  so  many 
symptoms  in  common.  In  dengue,  however,  we  shall  not  find 
the  facies,  the  early  albuminuria  and  the  slowing  of  the  pulee 
with  the  rise  of  fever  which  are  so  characteristic  of  yellow 
fever.  Hemorrhages  are  also  much  less  common  and  the  jaun- 
dice, when  present,  rarely  appears  so  early, 

Protnoals. — The  disease  must  always  be  regarded  as  severe 
and  usually  fatal.  The  improvement  in  sanitation  and  the 
general  management  of  infectious  diseases  is  certainly  reducing 
the  percentage  of  mortality.  Prophylaxis  we  certainly  have 
within  our  reach  and  in  all  probability  the  severe  epidemics 
which  have  prevailed  in  the  South  will  not  occur  again.  The 
serioaa  symptoms  may  be  enumerated  as  the  intense  capillary 
congestion  during  the  early  stages,  the  suppression  of  urine, 
the  intense  jaundice  and  the  uremic  toxemia. 

Treatment — The  prophylactic  treatment  of  yellow  fever 
will  naturally  take  into  consideration  the  protection  of  the  sick 
against  the  bites  of  mosquitos  and  also  the  elimination  of  this 
pest  by  proper  drainage.  It  is  thoroughly  settled  that  we  shall 
be  able  to  destroy  many  of  the  larvae  by  the  use  of  petroleum. 
When  a  case  of  yellow  fever  occurs  it  is  best  that  complete 
isolation  shall  be  established  and  that  iho  patient  shall  be  com- 
pletely screened  so  that  no  mosquitoes  shall  be  able  to  spread 
the  epidemic. 

The  general  management  of  the  fever  will  call  into  use 
all  of  the  requirements  of  treatment  for  any  severe  fever.  The 
patient  should  be  placed  in  bed  and  kept  very  quiet  in  a  room 
with  sufficient  fresh  air  without  exposure  to  a  draft.  The 
nourishment  should  be  liquid  and  the  patient  should  bo  fed 
with  a  spoon  or  tube  in  order  to  avoid  any  undue  exertion. 
In  the  early  period  no  nourishment  whatever  is  necessary. 
Cleanliness  of  bed  linen  and  patient  are  mandatory  require- 
ments. So  far  as  medieaiion  is  concerned  no  specific  or  satis- 
factory line  of  remedies  has  been  settled  upon.  Elimination 
must  be  encouraged  and  thus  cathartics  and  diuretics  are  re- 
quired. Castor  oil  is  considered  by  some  experienced  physi- 
cians as  the  best  expedient  for  the  first  and  a  suflieiency  of 
pure  water  ought  to  attain  the  second  object.     If>/drotAeraj)y, 
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in  a  modified  form,  may  be  used  to  reduce  the  high  fever,  but 
thia  should  be  carefully  employed  previous  to  the  decline  of 
the  temperature.  Pain  may  require  such  remedies  as  acetan- 
ilid,  phenacetin,  ammonol  and  exalgin,  in  3  to  6  grain  doaee 
every  three  or  four  hours.  In  larger  dosra  these  may  have  some 
antipyretic  effect,  but  the  danger  of  cardiac  depression  must 
always  be  guarded  against  It  is  possible  that  we  may  get 
the  same  relief  from  sjngelia,  bryonia,  arnica  or  rhua  tox. 
Morphin  or  codein  may  be  required  for  the  temporary  relief 
of  excruciating  pain,  but  these  are  liable  to  cause  an  unfavor- 
able reaction  in  the  elimination  already  attained.  Quimn, 
though  of  little  effect  as  compared  to  ita  use  in  malaria,  is 
nevertheless  of  much  importance  in  the  relief  of  pain.  Intes- 
tinal anliseptica — particularly  the  sulphocarbolates — are  of 
much  value.  The  normal  salt  enema  is  also  a  powerful  adju- 
vant in  this  respect,  and  in  case  of  extreme  constipation  a 
saline  may  be  used.  Nutrient  enemas  will  be  indicated  in  case 
of  severe  vomiting,  and  ice  may  be  given  by  the  mouth  for 
Bome  time.  Sternberg  advised  the  following:  Sodium  bicar- 
bonate drams  4,  bichlorid  of  mercury  grain  1/2,  and  pure  water, 
1  pint.  Of  this  mixture  two  teaspoonfnls  every  hour  day 
and  night  for  a  severe  case,  and  every  hour  by  day  and  every 
two  hours  by  night  for  a  mild  case,  are  to  be  given,  the  object 
being,  by  the  use  of  this  antacid  and  antiseptic,  to  restrain 
the  development  of  any  specific  organism  in  the  intestine. 
For  hemorrhage  aconite,  hamamelis,  ipecac  and  nitric  acid  may 
be  employed.  Ergot,  lead  acetate  and  opium  may  also  be  con- 
sidered for  the  same  purpose.  The  serum  treatment  has  not 
yet  proven  satisfactory. 

During  the  period  of  remission  stimulation  will  be  re- 
quired to  support  the  failing  strength  and  to  avert  the  cardiac 
exhaustion.  For  this  purpose  tonics,  digitalis,  strychnia  or 
alcohol  may  suffice,  though  for  the  same  purpose  we  may  in- 
crease tbe  food  somewhat.  In  the  stage  of  collapse  the  sup- 
portive measures  will  be  in  more  active  demand  and  it  will  be 
often  necessary  to  increase  the  stimulants  or  to  administer 
tbem  hypodermatically.  Rectal  nourishment  may  be  required 
throughout  this  stage. 

When  we  take  into  consideration  the  prophylactic  require- 
ments 80  far  as  sanitation  and  the  mosquito  are  concerned,  it 
would  seem  that  the  force  of  our  treatment  must  be  applied 
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in  this  reepeot  rather  than  by  the  application  of  remedies. 
When,  however,  the  fever  ia  contracted,  an  opportunity  will 
often  appear  for  the  use  of  homeopathic  remedies.  The  fever 
will  certainly  be  regulated  by  such  remedies  as  aconiU,  bella- 
donna, baptisia  and  veratrum  viride,  while  the  cold  surfaces 
and  the  depression  which  attends  a  collapse  will,  aside  from 
the  stimulation,  call  for  such  remedies  as  camphor,  verairum 
alb.,  anenicum  and  ipecac.  These,  of  course,  must  be  given 
in  accordance  with  the  totality  of  symptoms.  The  late  Dr. 
Holoomb,  of  New  Orleans,  who  certainly  had  a  large  experience 
with  this  disease  when  it  raged  severely  in  the  South,  has 
expressed  a  preference  for  argenium  nitricum,  lachetis  and 
crotaltis.  He  found  them  of  especial  value  during  the  "black 
vomit"  stage,  and  to  these  may  be  added  cuprum  ars.,  and 
^^^araenieum  aih.  when  the  abdominal  cramps  are  extreme. 
.',  Qoodno  calls  attention  to  eadmiam  sidphuricum.  For  the  at- 
tending biliary  symptoms  carduus,  leptandrin,  chionantkusy 
nux  vomica  and  mereurius  dulcis  may  be  mentioned.  When 
the  vomiting  is  extreme  we  shall  be  obliged  to  decide  between 
anenicum,  ipecac,  tartar  emetic  and  sulphuric  acid.  GanihaTia 
is  often  indicated  when  the  urine  is  suppressed  or  its  char- 
acteristic diarrhea  is  present.  Hyoscyamus,  platinum  and  am- 
monium valerianate  may  be  of  use  when  nervous  symptoms  arc 
pronounced.  Phosphorus  would  naturally  be  thought  of  with 
relation  to  the  fatty  degeneration  of  the  liver  and  other  organs. 


DENGUE. 

This  is  a  disease  which  occurs  most  frequently  in  tropical 
eoontries  and  it  is  characterized  by  febrile  paroxysms  with 
extreme  pain  in  the  joints  and  muscles  and  the  occasional 
appearance  of  a  skin  eruption.  It  has  been  known  as  'Hireak 
bone  fever"  on  account  of  the  severe  and  deep-seated  character 
of  the  pain  and  it  has  received  its  name  from  the  expression 
"dandy  fever,"  which  refers  to  the  stiff  or  dandified  gait  of 
thoae  afflicted.  The  disease  prevailed  as  early  as  1779  in  Cairo 
and  in  Java.  Later  it  invaded  the  West  Indies  and  certain 
parts  of  Spain.  A  mild  epidemic  appeared  in  Philadelphia 
one  year  later  and  several  epidemics  were  experienced  in  our 
southern  States  in  the  early  part  of  the  nineteenth  century. 
Siooe  then  the  disease  has  been  oonspiouoos  on  various  occasions 
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aouth  of  the  thirty-second  parallel  of  latitude,  and  in  1897  a 
severe  epidemic  raged  in  the  vicinity  of  Galveston,  Tex.  Since 
that  time  it  baa  not  been  so  prevalent. 

Etiology.— The  etiological  factors  of  this  disease  are  not 
clearly  established.  McLaughlin,  of  Texas,  discovered  a  mi- 
crococcua  in  the  blood  of  a  patient  suffering  with  the  fever, 
and  Qraham  discovered  an  ameboid  form  in  the  red  blood  cor- 
puscles which  resembled  the  plasmodium  malarlae.  The  dis- 
ease seems  to  spread  in  the  wake  of  commerce,  but  has  no 
natural  habitat  except  in  Bouthem  countries  and  it  occurs  gen- 
erally during  the  summer  months.  Both  sexes  and  all  ages 
are  affected  alike  and  no  definite  morbid  anatomical  changes 
have  been  found.     One  attack  seems  to  furnish  immunity. 

SymptODis. — After  a  short  incvbation  period,  three  to  five 
days,  in  which  there  is  a  marked  sense  of  malaise,  headache  and 
alight  chill,  the  onset  begins  with  a  distinct  and  severe  pain 
iu  the  joints  and  the  muscles  of  the  back  and  limbs,  often 
being  accompanied  by  excruciating  pain  in  the  head.  The 
p.iin  becomes  so  extreme  that  it  seems  to  invade  the  oasectis 
structure  and  hence  the  term  "breakbone"  fever.  The  joints, 
both  large  and  small,  are  red,  swollen  and  very  tender.  Co- 
existent with  these  symptoms  the  fever  appears,  the  tempera- 
ture ranging  from  102°  to  106°  F.,  and  reaching  its  maximum 
by  the  third  or  fourth  day  or  sometimes  sooner.  The  pvlse  is 
rapid,  the  respiration  is  decidedly  quickened,  while  anorexia 
and  other  gastric  symptoms  are  often  distressing.  Thirst  is 
often  extreme,  constipation  is  usually  obstinate  and  the  urine 
is  frequently  scanty  and  may  rarely  contain  albumin.  The 
face  is  flushed,  the  conjunctivae  are  congested,  hemorrhages 
from  the  mucous  membranes  are  common  and  the  "black  vomii*' 
has  been  observed  in  a  few  instances.  Delirium  is  not  a  fre- 
quent sympt^mi,  though  it  may  exist  when  children  are  afflicted. 

The  initial  fever  continues  for  three  or  four  days,  when 
it  subsides  by  a  marked  remission.  For  a  short  period  the 
patient  is  relieved  of  pain  and  convalescence  seems  apparent. 
Prostration  takes  the  place  of  the  early  symptoms  and  during 
this  time  an  erythematous  rash  is  recognized.  The  lymfhaiic 
glands  are  frequently  swollen  and  the  indurations  may  persist 
for  some  time.  A  second  febrile  paroxysm,  with  a  return  of 
the  characteristic  symptoms  and  the  appearance  of  a  roseolar 
eruption  may  follow  the  remission.     This,  however,  is  gener- 
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aXly  milder  in  eharacter  and  shorter  in  duration.  A  slow 
coDTalescence  then  ensues,  thoagli  many  of  tlie  symptoms  ma; 
persist  for  a  long  time  and  another  febrile  paroxysm  is  liable 
to  OGcar.  Meningeal  complications,  catarrhal  inflammations 
of  the  mucosa,  pericarditis  and  many  nervous  disturbances  may 
attend  the  extreme  physical  prostration  of  this  stage,  bnt  are 
not  conmum. 

DiaCnosIs.— The  diagnosis  will  be  confused  most  frequently 
with  acute  rheumatism,  but  the  epidemic  character  of  dengue, 
its  decided  remission  and  its  short  duration  should  be  guiding 
features  for  differentiation.  Rheumatism  shows  no  eruption 
or  glandular  Bwclling  and  the  pain  is  confined  mostly  to  tbe 
joints.  Influenza  has  many  symptoms  in  common,  but  the 
joints  are  not  involved,  the  eruption  is  inclined  to  be  herpetic 
and  there  is  not  a  marked  remission  of  the  fever  with  a  recur- 
rence of  this  and  the  other  symptoms.  The  presence  of  the 
influenza  bacillus  will  settle  the  diagnosis.  Scarlet  fever  is 
characterized  by  a  continuous  fever,  the  joints  are  not  enlarged 
and  the  eruption  is  always  erythematous.  Yellow  fever,  hav- 
ing the  same  habitat,  is  often  very  confusing.  In  this  the 
febrile  rise  is  more  regular,  the  fever  has  a  longer  duration 
and  is  not  characterized  by  a  remission  with  a  secondary  mod- 
erate rise.  Further  differentiating  symptoms  are  as  follows: 
In  yellow  fever  the  pulse  falls  with  the  febrile  decline,  erup- 
tion is  not  present,  vomiting  is  frequent,  albuminous  urine  is 
rec<^ized  early,  jaundice  is  present  early,  hemorrhages  are 
common  and  "black  vomit"  is  characteristic ;  it  is  often  a  fatal 
disease  and  a  second  attack  rarely  occurs. 

Pro^osiB. — Dengue  will  generally  respond  to  good  care 
and  to  the  administration  of  remedies  according  to  the  sympto- 
matic indications.  Serious  complications  may  arise  and  thus 
delay  or  complicate  the  cure,  but  fortunately  these  are  not  of 
common  occurrence. 

Trflatfflflnl. — It  is  probable  that  many  of  tbe  suggestions 
given  under  the  subject  of  acute  rheumatic  fever  will  be  re- 
quired here.  Dietetic  regulation,  rest  and  hydrotherapy  have 
tbe  same  value  in  the  treatment  of  this  disease  as  in  other  in- 
fectious diseases.  Relief  from  pain  may  demand  specific  med- 
ication, either  hypodormntically  or  by  the  mouth.  Otherwise 
remedies,  employed  according  to  their  symptomatic  suggestion, 
will  be  of  most  satisfactory  service.     In  the  febrile  stage  of  the 
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diaease  we  shall  no  doubt  find  nnnsnal  demands  in  the  early 
stages  for  aconite  and  belladonna,  while  the  more  profound 
depression  attending  it  will  call  for  bapiiaia,  echvnaeea,  rhua 
tox,  veratrum  viride,  gelsemium  and  cimicifuga.  Bupatorium 
perfoliaium,  with  its  "breakbone"  characteristics,  probably  ap- 
plies more  frequently  than  any  other  remedy.  The  relation  of 
this  remedy  to  the  disturbance  of  the  nasal,  bronchial  and 
gastric  mucous  membranes  is  equally  suggestive,  while  tiie 
cephalalgic  pains  are  distinctire.  The  febrile  manifestations 
are  the  most  important.  The  chill  occurring  in  the  forenoon, 
preceded  by  thirst  and  the  great  soreness  in  Uie  bones,  together 
with  the  relief  by  copious  perspiration,  are  the  most  charac- 
teristic symptoms.  It  is  reasonable  to  expect  the  greatest  re- 
lief from  its  use  in  low  potent^  and  the  tinctur&  Bryonia  is 
another  valuable  remedy,  as  the  pain  is  usually  aggravated  by 
motion  and  often  assumes  the  peculiar  stitching  and  tearing 
features  of  this  remedy.  It  also  covers  the  dry  conditions  of 
the  mucous  membranes,  the  mental  irritability,  the  splitting 
headache  and  many  of  the  gastric  symptoms.  Conium,  argen- 
tum  nit.  and  camphor  may  be  compared.  Arnica  refers  to  a 
less  intense  muscular  pain  and  a  burning,  itching  eruption 
which  tends  to  the  formation  of  small  boils.  The  eruption 
of  araenicum  is  more  inclined  to  be  papular,  dry,  scaly  and 
burning;  rhus  tox  has  more  of  the  erythematous  or  erysipela- 
tous features;  urtica  urens  pertains  purely  to  the  urticarial 
rash,  while  other  remedies  will  often  be  su^ested  by  their 
peculiar  eruptive  characteristics. 

Spigelia  refers  to  the  neuralgias  of  the  cranial  nerves 
and  the  involvement  of  the  joints  of  the  upper  extremities. 
It  does  not  bear  much  relation  to  the  febrile  condition  as  there 
is  a  greater  tendency  to  a  prolongation  of  the  chilliness.  Olo- 
twin  (6x-12x)  may  often  he  required  temporarily  in  the  extreme 
congestive  headaches,  while  physoatigma,  hyoscyamvs,  anacar- 
dium  and  belladonna  may  be  applicable  in  many  of  the  cere- 
bral and  nervous  symptoma.  The  joint  pains  will  many  times 
furnish  indications  for  colchicin  and  sodium  salicylate,  while 
colocynih,  plumbum  and  agaricin  will  often  meet  the  painful 
muscular  spasms.  Should  hematemesis  exist,  ipecac,  seeale, 
arsenicum  and  ferrum  phoa.  may  naturally  be  considered  and 
should  the  hemorrhage  be  of  renal  character,  cantharis,  mer- 
cwiua  and  terebinth  will  be  of  service. 


.y  Google 


THE  PLAGUE.  ■  91 

THE  PLAGUE. 

The  term  plague  has  reference  to  the  Oriental  disease 
whidi  ifi  generally  recognized  as  the  Bubonic  Plague  or  "Black 
Death."  It  iB  characterized  as  an  infectious  disease  in  irhich 
there  is  a  tendency  to  buboes  or  carbuncles  and  petechiae  and 
high  fever.  It  is  extremely  severe,  runs  a  rapid  course  and 
generally  occurs  in  epidemics. 

Etioloiy. — ^Mnch  of  the  history  pertaining  to  this  disease 
is  probably  confused  with  the  appearance  of  typhoid  and 
typhus.  The  bubonic  plague  has,  however,  been  of  long  dura- 
tion in  certain  portions  of  India,  while  European  countries 
have  suffered  from  its  occasional  epidemic  appearance.  Its 
outbreaks  have  usually  been  followed  by  numerous  deaths  and 
it  has  only  been  limited  in  its  geographical  distribution  by 
the  most  vigorous  quarantine.  Since  1894  it  appeared  with 
terrific  devastation  in  China  and  spread  to  Japan  and  Hono- 
lulu, while  a  few  cases  were  observed  in  the  Chinese  section 
of  San  Francisco.  The  United  States  has  been,  for  the  most 
part,  fairly  exempt.  During  the  epidemic  in  Hong  Kong, 
through  the  efforts  of  Kitasato  and  Yersin,  the  specific  bacillus 
was  discovered  and  is  described  as  "a  short  rod  with  rounded 
ends;  it  stains  deeply  at  the  ends,  giving  the  appearance  of 
a  pair  of  micrococci ;  it  is  found  in  the  blood  glands  and  other 
viscera  and  pure  cultures  are  readily  made.  It  obtains  en- 
trance through  the  respiratory  and  digestive  tract,  but  more 
especially  by  way  of  excoriations."  The  rat  ia  supposed  to  be 
the  most  frequent  carrier  of  the  contagion,  though  it  may  be 
conveyed  by  man.  Flies,  fleas  and  ants  are  also  believed  lo  be 
agents  of  its  transmission,  while  fomites  may  also  be  a  means 
of  its  dissemination.  It  is  essentially  a  disease  of  hot  coun- 
tries and  hot  seasons  and  unhygienic  surroimdings  and  there- 
fore usually  has  its  origin  in  the  poorer  quarters  of  a  city. 
Cleanliness  famishes  immunity  and  this  is  instanced  by  the 
rare  affliction  of  those  who  are  exposed  when  this  precaution 
is  properly  taiten. 

CUslcal  Vuietles. — Peatis  minor  is  an  abortive  or  larval 
form  often  appearing  endemically  before  the  real  epidemic 
In  this  there  is  only  slight  lymphatic  swelling,  the  fever  and 
constitutional  symptoms  are  not  marked  and  a  favorable  ter- 
mination ensues  in  about  two  weeks.  The  bubonic  form  is 
the  more  common  and  typical  form,  inasmuch  as  the  adenitis 


.y  Google 


fl2  INFECTIOUS  DISEASES. 

ia  most  piuiiouuced,  occurring  in  about  70  per  cent  of  cases. 
A  septicemic  form,  also  called  toxic  or  fulminant,  is  always 
severe  and  ia  liable  to  terminate  in  deatb  in  twenty-four  hours 
with  associate  hemorrhages ;  in  this  the  glandular  enlargement 
is  not  extreme,  inasmuch  as  death  takes  place  before  the  glands 
have  time  to  swell.  The  pneumo7iic  form  is  characterized  by 
the  development  of  the  infectious  process  in  the  lungs  instead 
of  in  the  glands,  the  sputum  containing  numerous  bacilli. 

Symptoms. — The  true  bubonic  form  is  characterized  by  a 
period  of  incubatum  lasting  from  two  to  seven  days.  This  may 
be  preceded,  by  a  few  hours  or  perhaps  a  day,  by  a  period  of 
prodrome  in  which  headache,  intense  exhaustion,  marked  nau- 
sea, vomiting,  vertigo  and  backache  are  prominent  features. 
The  physiognomy  is  stupid  and  the  patient,  suffering  from  the 
infectious  intoxication,  reels  like  a  drunkard.  The  invasion 
is  announced  bj  a  chilly  sensation  and  sometimes  by  a  pro- 
nounced chill.  The  temperature  rises  rapidly  to  103°,  104° 
or  even  106°  I".     The  pulse  is  rapid,  threadlike  and  often 

■  dicrotic.  Delirium  and  coma  are  liable  to  supervene,  the  de- 
bility becomes  more  pronounced  and  petechiae  or  vibices  may 

.  make  their  appearance.  Albuminuria,  hematuria  and  hema- 
temesis  may  also  be  prominent  symptoms,  while  there  is  occa- 
sional evidence  of  splenic  enlargement. 

The  hubo  or  suppurating  gland  is  the  most  typical  symp- 
tom and  this  will  be  most  commonly  found  in  the  inguinal 
regions,  the  axilla,  the  neck  or  the  popliteal  space.  It  usually 
attains  the  size  of  an  egg  and  then  is  liable  to  rupture  if  not 
opened  surgically.  As  suggested  under  the  different  varieties, 
the  bubo  may  subside  without  suppuration,  but  that  is  always 
an  unfavorable  sign.  The  swellings  are  always  excruciatingly 
tender  before  evacuation.  A  profuse  sweat  occurs  when  the 
bubo  appears  and  the  temperature  may  subside.  Carbuncles 
often  invade  the  tissue  of  the  lower  extremities  or  neck. 

The  pneumonic  form  will  be  characterized  by  a  pronounced 
chill,  high  fever,  severe  localized  pain  in  the  chest,  dyspnea 
and  all  the  signs  which  attend  the  croupous  exudate,  together 
with  unusual  prostration.  The  septicemic  form  will  be  mani- 
fested by  the  evidence  of  a  profound  prostration,  hemorrhages 
from  the  nose,  bowel  and  kidneys  and  the  slight  though  general 
glandular  enlargement.  Delirium,  of  the  typhoid  character, 
is  usually  recognized  and  apyrexia  sometimes  takes  the  place 
of  the  febrile  action  in  the  ordinary  type. 
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Dia^OBiB. — The  bnbo  and  the  carbuncle  are  the  differen- 
tiating physical  Bigua,  while  the  other  features  of  the  disease 
are  characterized  b;  the  fever,  the  intense  proetration,  the 
petechiac  and  vibices.  The  absence  of  the  bubonic  awellinga 
will  often  obscure  the  disease.  The  bacteriological  findings 
will  conflnn  the  diagnosis. 

ProtnoBiB.—Subonic  plague  is  an  exceedingly  fatal  disease, 
the  mortality  being  very  high  in  each  epidemic.  Suppuration 
of  the  glands  is  regarded  as  a  favorable  symptom.  The  disap- 
pearance of  the  glandular  swelling,  the  presence  of  pneamonia, 
intense  toxic  features,  purpuric  spots,  carbuncles  and  hemor- 
rhage are  unfavorable  symptoms.  The  average  duration  of 
fatal  cases  is  from  three  to  five  days. 

Treatment — The  treatment  of  the  disease  most  have  due 
regard  first  of  all  for  the  improvement  of  sanitary  surround- 
ings for  general  protection  and  the  proper  isolation  of  the 
patient.  The  excreta  need  even  more  antiseptic  care  than 
those  of  typhoid  and  after  death  the  corpse  should  be  cremated. 
Protective  inoculation  has  done  much  to  ward  off  (he  serious 
epidemics  and  the  value  of  serum  therapy  is  being  demon- 
strated by  Haffkine  and  Yerein.  At  present  few  practicians 
in  the  northern  countries  have  had  any  opportunity  to  study 
this  disease. 


CE8EAB0-SPINAI,  MENINGITIS. 

Cerebro-spinal  meningitis,  also  termed  spotted  fever,  is 
an  infectious  disease  caused  by  the  micrococcus  lanceolatus.  It 
is  characterized  by  an  inflammatory  invasion  of  the  cerebro- 
spinal meninges  and  a  somewhat  irregtilar  febrile  course.  It 
occurs  most  frequently  in  the  epidemic  form,  though  sporadic 
cases  are  occasionally  found. 

Etlolotfy. — While  in  all  probability  this  disease  may  have 
existed  before  1805,  it  was  not  until  that  date  that  it  received 
special  recognition  by  Vieusseux  of  Geneva.  Since  that  time 
it  has  prevailed  in  different  parts  of  Europe  and  America,  but 
epidemics  have  not  been  widespread  or  extensive.  At  present 
it  is  fortunately  of  rare  occurrence.  Country  districts  have 
been  affected  almost  as  frequently  as  the  congested  districts 
of  the  city,  though  it  often  becomes  endemic  in  the  latter.  Sol- 
diers have  been  occasionally  afflicted  and,  therefore,  camp  life 
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may  be  &  contributing  factor.  Young  adults  and  children  fur- 
nish a  majority  of  the  cases;  it  prevails  most  commonly  in  the 
colder  climates  and  is  usually  incident  to  the  colder  seasons 
of  the  year.  Unhygienic  influences  predispose  favorably,  and 
it  often  follows  from  over  exertion  and  depreeaing  mental  con- 
ditions. It  has  not  aa  yet  been  conclusively  settled  how  the 
contagion  is  oouveyed  to  the  patient,  but  the  germ  probably 
reaches  the  meninges  by  direct  inflammatory  extension  or  by 
blood  metastasis.  The  disease  is  not  regarded  as  of  highly 
contagious  character.  Weichselbaum  discovered  the  meningo- 
coccus or  the  diplococcus  meningitidis  within  the  polynudear 
leukocyte  as  lata  as  1897  and  his  observations  have  been  con- 
flrmed  by  experienced  investigators  since  that  time.  Welch 
has  claimed  that  this  and  the  pneumococcus  are  varieties  of 
the  same  bacterium,  while  Netter  r^ards  the  meningococcus 
as  a  degenerate  form  of  the  pneumococcus.  Mixed  infections 
undoubtedly  exist  with  the  presence  of  these  two  microbes  to- 
gether with  the  streptococcus  pyogenes,  the  staphylococcus 
aureus,  the  bacillus  coli  communis  and  the  tubercle  bacillus, 

PalholDfy. — This  is  found  principally  in  the  brain  and 
spinal  cord,  the  meninges  showing  at  first  a  distinct  hyperemia 
which  soon  develops  into  an  intense  congestion.  The  final 
stage  is  characterized  by  the  inflammatory  products  which  are 
discovered  underneath  the  pia  mater.  These  are  serous,  fibrin- 
ous or  purulent  in  character  and  are  most  abundant  in  the 
large  fissures  and  sulci  as  well  as  at  the  base  of  the  brain. 
The  arachnoid  spaces  often  contain  both  serum  and  pus.  The 
convexity  and  deeper  cerebral  tissues  may  partake  of  the  hyper- 
emic  condition  and  show  some  cell  distint^ration.  The 
choroid  plexus  may  give  slight  evidence  of  congestion,  the 
ventricles  ere  occasionally  distended  by  the  effusion  and  their 
mural  structures  are  occasionally  softened.  The  pathological 
changes  are  similar  in  both  the  brain  and  the  cord,  though  in 
the  latter  the  central  canal  may  be  filled  with  pus  and  the 
cord  substance  may  be  invaded  by  the  degenerative  process. 
Here  also  the  exudate  compression  gives  rise  to  local  palsies 
or  a  distressing  neuritis,  while  the  irritation  of  the  posterior 
roots  causes  intense  pain.  The  diplococci  are  found  in  the 
inflammatory  exudate  and  there  may  be  a  general  infiltration 
of  the  brain  and  cord  tissue  with  pus  cells.  As  the  disease 
progresses  the  meninges  will  show  a  marked  thickening,  vary- 
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ing  in  accordance  with  the  character  and  extent  of  the  exudate. 
The  cranial  nerves  often  suffer  from  a  similar  pathogenic 
invasion  of  their  nuclei,  the  auditory  and  optic  nerves  heing 
most  frequently  affected.  Other  oi^ans  present  only  slight 
pathologic  changes.  For  instance  a  splenic  enlargement  may 
be  detected  when  the  fever  is  prolonged,  the  liver  is  often  hyper- 
emia and  the  kidneys  are  occasionally  congested.  The  stomach 
and  intestines  are  likewise  similarly  affected  in  some  instances. 
The  pneumonic  process  is  more  common  inasmuch  as  the  pneu- 
mooooous  is  so  often  a  factor  in  this  disease.  Endocarditis  is 
8<anetimes  present  while  the  pericardixmi  and  the  pleurae  are 
both  liable  to  a  serous  or  sero-purulent  exudation. 

Symptoms. — The  symptoms  will  vary  according  to  the 
character  of  the  attack  as  the  disease  may  assume  various  forme. 
In  the  ordinary  form  the  period  of  incuMion,  if  any  exists, 
is  of  short  duration,  and  prodromal  symptoms  are  rarely  rec- 
ognized, though  these  may  be  present  in  the  character  of  mal- 
aise, headache,  gastric  disturbances  or  premonitory  pains  in  the 
neck,  back  and  limbs.  The  onset  is  sadden  and  is  usually 
attended  by  a  marked  chill  which  may  amount  to  a  convulsion 
in  children.  Vomiting,  often  of  projectile  character,  soon  en- 
snes,  though  it  does  not  generally  last  very  long.  It  is  not 
associated  with  any  gastric  disturbance  as  the  tongue  is  usu- 
ally clean  unless  typhoid  symptoms  intervene.  The  intestines 
are  rarely  disturbed  as  constipation  is  common  and  the  abdo- 
men may  be  distended  or  retracted.  Violent  headache,  with 
pain  in  the  back  of  the  neck  and  the  back,  soon  succeeds  the 
vomiting  and  with  this  there  may  be  more  or  lees  of  myalgic 
pain  throughout  the  body.  Hyperesthesia  is  invariably  pres- 
ent as  a  manifestation  of  the  nervous  disturbance.  The  patient 
can  not  endure  the  slightest  touch,  though  anesthesia  may  soon 
follow  and  in  some  cases  takee  the  place  of  the  hyperesthesia. 
Vertigo  is  not  uncommon  and  delirium  usually  appears  early 
though,  in  serious  cases,  death  may  take  place  before  this  stage 
is  reached.  The  delirium  is  inclined  to  assume  the  active  form 
and  the  mania  may  be  distressing  while  in  other  instances  it 
may  assume  the  toxic  character  of  typhoid  and  end  in  coma. 
Signs  of  motor  irritation  will  be  recogaized  early  and  these 
will  he  defined  as  muscular  tremors  and  contractions.  The 
tonic  spasm  is  generally  so  pronotmced  that  the  head  is  drawn 
back  and  opisthotonos  may  be  extreme.     This  rigidity  is  liable 
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to  extend  to  all  the  body  mnacles  and  the  patient  is  in  real- 
ity in  a  state  of  eztrome  rigor.  Later  the  contractions  of 
the  muscles  of  the  extremities  ma;  create  flexions  so  that  the 
arms  are  bent  upon  the  cheat,  the  forearm  upon  the  arm  and 
the  thumb  upon  the  palm ;  the  thigh  is  also  flexed  upon  the  ab- 
domen and  the  leg  npon  the  thigh.  The  opisthotonos  maj, 
in  fatal  cases,  be  associated  with  trismus  and  in  yoimger  pa- 
tients conynlsions  may  supplant  the  rigor  of  the  tonic  spasm. 
The  faciai  muscles  are  often  affected  by  the  same  spastic  action 
or  a  paralysis  may  take  place  in  the  facial  and  eye  mnscles  at 
the  same  time  giving  rise  to  strabismus,  inequality  of  the  pu- 
pils, diplopia  and  ptosis.  Photophobia  often  exists  as  a  result 
of  retinal  hyperemia  and  the  pupillary  changes  are  variable. 
Conjunctivitis  is  quite  a  common  symptom,  while  keratitis  or 
iridochoroiditis,  of  a  purulent  character,  is  a  serious  compli- 
cation. Ptosis  is  nearly  always  present.  Deafness  is  also  to 
be  feared  when  the  auditory  nerves  are  involved,  and  otorrhea 
is  a  conmion  sequence  of  the  disease.  A  monoplegia  or  a 
more  serious  paretic  hemiplegia  often  attends  or  follows  a 
severe  or  protracted  run  of  meningitis. 

The  temperaiure  is  not  usually  as  high  as  would  be  nat- 
urally expected  in  a  disease  so  serious  as  this.  The  moderate 
fever  which  soon  follows  the  onset  is  often  lost  sight  of  in- 
asmuch as  pain  and  the  tendency  to  chilliness  absorbs  the  atten- 
tion of  both  patient  and  physician.  The  temperature  may, 
however,  rise  as  high  as  104°  or  106°  F.,  and  this  often  takes 
place  just  prior  to  death.  In  the  average  case  when  the 
temperature  rapidly  rises  high  it  soon  falls  to  102°  or  103° 
F.,  and  remains  at  about  this  point,  with  occasional  exacer- 
bations, until  defervescence  takee  place  by  lysis.  The  pulse 
keeps  pace  with  the  temperature,  being  slightly  accentuated  at 
first,  but  later  it  may  become  more  feeble  and  frequent  as  the 
debility  increases.  The  respiration  varies  according  to  the 
conditions,  being  often  irregular  or  possibly  depressed  when 
there  is  pressure  upon  the  respiratory  center.  In  grave  cases 
Cheyne-Stokes  breathing  may  appear.  "Leukocytosis,  moderate 
or  severe,  is  constant,  the  increase  afflicting  principally  the 
polynuclear  leukocytes." 

The  cutaneous  symptoms  are  of  unusual  importance  in 
the  diagnosis  of  this  disease.  In  the  early  period  a  peculiar 
pallor  or  lividity  of  the  akin  is  often  detected  and  this  may 


.lOOgle 


CEREBROSPINAL    MENINGITIS.  97 

also  affect  the  exposed  mncotiB  membraDes.  Serpea  faeialia 
is  also  extremely  common  and  in  many  instances  it  may  invade 
the  trunk  and  extremities  aa  well.  A  petechial  eruption  ia, 
however,  more  characteristic  and  inasmuch  as  it  is  quite  gen- 
eral in  its  distribution,  it  has  given  rise  to  the  term  "spotted 
fever."  It  may  appear  as  an  erythematous  blush  in  tbe  begin- 
ning and  in  grave  cases  it  may  be  associated  with  purpuric 
spots  or  even  eccbymotio  extravasations.  Like  the  eruption  in 
typhus,  it  does  not  disappear  on  pressure.  In  some  cases  it  is 
limited  to  small  areas  but  is  often  wanting,  particularly  in  the 
sporadic  cases.  Other  eruptions,  urticaria,  sudamina,  rose- 
spots,  pemphigus  and  ecthyma  have  been  observed  and  gangrene 
may  follow  as  the  result  of  pressure  or  trophic  insufBciency. 

Arthritis,  with  joint  deformity  similar  to  the  arthropa- 
thies in  spinal  cord  diseases,  is  an  occasional  symptom.  Kenal 
disturbances  are  not  generally  in  evidence,  though  the  urine 
may  often  be  albuminous  and  decreased  in  quantity,  while 
glycosuria  has  been  noted.  Hematuria  is  often  a.  feature  of 
malignant  cases. 

Kemig'a  sign  is  now  regarded  as  a  valuable  symptom  in 
diagnosing  the  disease.  It  is  illustrated  by  the  inability  to 
extend  the  leg  when  the  patient  is  in  the  sitting  position 
with  the  thigh  flexed  upon  tbe  abdomen  and  tbe  leg  partially 
flexed  upon  the  thigh.  This  does  not  apply  in  the  recum- 
bent position  unless  we  first  flex  the  thigh  upon  the  abdomen. 
Tbe  cause  of  diis  resistance  to  extension  is  explained  by  the 
extreme  contraction  of  the  flexor  muscles.  The  same  test 
is  oft«n  applicable  in  other  meningeal  affections  and  the  ab- 
sence of  this  sign  must  not  be  accepted  as  a  proof  that  menin- 
gitis does  not  exist.  Tbe  Babinaki  reflex  is  often  present  and 
this  test  is  made  by  irritation  of  tbe  sole  of  the  foot  causing 
thereby  the  extension  of  the  big  toe.  Ankle  clonits  is  also  a 
frequent  sign  of  meningitis. 

The  complications  which  occur  in  this  disease  will  include 
the  ocular  and  aural  inflammations  with  consequences  already 
mentioned,  but  more  particularly  the  pneumonic  affeclion 
which  is  so  closely  allied.  Pleurisy,  endocarditis  and  pericar- 
ditis are  likewise  frequent  sequelae,  while  hemorrhagic  nephri- 
tis, chronic  hydrocephalus  and  abscess  of  the  brain  are  rare. 

Aoamalou  Forms. — ^The  malignant  form  of  cerebro-spinal 
meningitis  will  be  rect^ized  by  the  severity  of  the  chill,  head- 
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ache  and  coma  and  the  fatal  tenninatioD  in  sudden  collapse. 
The  fever  is  not  marked,  the  temperatore  is  oftan  Bnhnormat 
and  there  is  a  prt^resaive  slowing  of  the  pulse  until  it  falls 
to  fifty  or  forty  beats  per  minute.  In  these  cases  the  eruption 
IB  absent  or  takes  the  form  of  purpura,  the  respiration  is  la- 
bored, and  the  urine  is  often  scanl^  and  albuminous.  The 
abortive  form  is  marked  by  the  severity  of  the  symptoms  which 
usually  subside  in  a  day  or  two  and  are  followed  by  a  rapid 
convalescence.  The  mild  cases  are  similar,  only  the  cardinal 
symptoms  are  not  severe,  the  fever  is  slight  and  the  disease 
is  not  readily  diagnosed  except  by  the  aid  of  a  prevailing  epi- 
demic. The  intermittent  form  is  characterized  by  the  remis- 
sion or  the  apparent  intermission  of  the  typical  symptoms 
every  day  or  every  second  day,  followed  by  an  exacerbation  of 
the  fever.  A  chronic  form  is  described  when  the  characteristic 
symptoms  are  prolonged  beyond  the  usual  duration  and  prostra- 
tion with  febrile  recurrences  are  marked  features. 

Diagnosis. — In  making  the  diagnosis  a  physician  is  usu- 
ally guided  by  the  prevalence  of  an  epidemic.  The  characteris- 
tic symptoms,  however,  particularly  the  retraction  of  the  head, 
the  tremor,  muscular  rigidity,  eruption,  delirium,  headache  and 
fever,  will  be  recognized  by  an  experienced  observer.  Among 
the  special  diagnostic  features  we  must  consider  Kemig's  sign 
of  unusual  value.  Quincke's  lumbar  puncture  furnishes  tlie 
most  positive  diagnosis.  The  patient  being  placed  upon  the 
right  side  with  the  knees  drawn  up  and  the  back  bowed,  a  email 
aspirating  needle  is  inserted  about  one-half  an  inch  to  the  right 
of  the  median  line  between  the  third  and  fourth  lumbar  verte- 
brae. This  should  onter  the  spinal  canal  at  a  depth  of  two  or 
three  centimeters  in  children  and  four  to  six  centimeters  in  ihe 
adult.  The  fluid  may  be  collected,  drop  by  drop,  in  a  atcrilo 
test  tube  and  subjected  to  microscopic  and  bacteriological  ex- 
amination. It  may  be  necessary  to  repeat  the  punetn-e  in  case 
the  test  is  negative.  If  cerebrospinal  meningitis  exists,  the 
diplococcus  intracellnlaris  will  be  found.  Lumbar  puncture 
will  be  unnecessary  when  the  diplococcus  is  found  in  tho  iiapal 
secretions.  When  tuberculosis  is  suspected  a  guinea  pig  may 
be  inoculated  for  the  sake  of  diagnosis.  E.  M.  Squires  has 
found  the  following  sign  invariably  present  as  early  as  the  third 
or  fourth  day  in  meningitis.  It  consists  in  rythmical  dilatation 
and  contraction  of  the  pupil  and  is  obtained  by  placing  the 
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child's  head,  face  upward,  between  the  knees  of  the  physician, 
its  body  being  supported.  During  gradual  and  forcible  ex- 
tension of  the  child's  head  on  the  spine  produced  by  traction 
the  pupils  dilate,  while  they  contract  when  the  head  is  flexed 
on  the  chest. 

The  differential  diagnosis  wUl  be  required  in  many  re- 
spects. PneuTtionia,  which  may  coexist  or  confuse,  will  be 
differentiated  by  the  bacteriological  examination  and  the  symp- 
toms  as  well.  In  the  latter  we  shall  find  motor  spasm  and  trem- 
ors, but  as  the  meninges  of  the  convexity  is  more  frequently 
affected,  there  will  be  less  retraction  of  the  head..  The  myalgic 
pains  are  also  less  pronounced  and  we  may  in  addition  note 
the  faot  that  the  pneumonic  localization  precedes  the  meningeal 
symptoms.  Tubercular  meningitis  has  its  particular  history, 
the  prodromes  anticipate  the  attack  for  a  long  time  and  the 
invasion  is  gradual.  The  abdominal  retraction  is  more  marke<l 
I  ban  in  the  oerebro-spinal  form,  while  the  retraction  of  the 
neck,  hyperesthesia  and  other  nervous  signs  are  not  bo  extreme. 
The  eruptive  symptoms  are  not  usually  present  and  the  respira- 
tory and  pulse  changes  are  characteristic.  Tubercular  menin- 
gitis is  usually  fatal  and  some  other  focus  of  the  infection  is 
generally  found.  Typhoid  fever,  in  its  cerebral  form,  may  have 
ntany  symptoms  similar  to  meningitis,  but  its  slower  develop- 
ment, its  peculiar  temperature  range,  the  rose-spots  and  the 
eeroreactioii,  together  with  the  absence  of  vomiting  and  mus- 
cular pains,  will  settle  the  diagnosis.  Typhus  fever,  will  be  most 
difficult  to  differentiate.  In  this,  however,  the  spots  are  more 
constant  and  numerous,  while  the  rigidity  and  retraction  of 
the  nccf  are  uncommon.  The  typhoid  state  is  also  more  pro- 
nounced and  its  duration  is  more  clearly  defined. 

Pro^osifl< — The  prognosis  in  cerebro-spinal  meningitis 
is  always  grave,  the  mortality  varying  from  20  to  80  per  cent. 
Id  the  mild  forms  it  is  possible  for  recovery  to  take  place  fol- 
lowing a  slow  convalescence  after  the  fever  has  subsided.  Every 
day  that  the  patient  survives  after  the  fifth  day  adds  to  his 
chances  for  recovery.  The  abortive  form  also  may  yield  after 
a  brief  duration,  but  these  are  not  so  common  as  the  text  books 
would  indicate.  We  find  some  cases,  where  traumatism  has 
been  a  factor,  which  respond  to  remedies  and  hospital  care. 
The  severe  cases,  however,  may  be  regarded  as  hopeless  from 
the  very  first.     Much  depends  upon  the  complications  and  the 
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severity  of  the  cardinal  syiiiptomB.  Cliildren  ftimieli  a  biglier 
perceutage  of  mortality  than  adults,  it  being  fatal  in  nearly 
every  case  under  two  years  and  somewhat  less  severe  in  those 
under  five.  Malignant  cases  generally  terminate  fatally  in  a 
few  days  or  a  week.  A  remission  of  symptoms  must  not  always 
be  regarded  as  a  sign  of  improvement  for  a  relapse  usually 
succeeds. 

Treatment. — Under  this  subject  we  must  take  into  first 
consideration  the  general  management.  This,  of  course,  will 
include  proper  isolation  and,  more  than  all,  absolute  quiet  of 
surroimdings.  Nothing  must  be  allowed  to  excite  the  patient 
and  to  this  end  it  will  be  helpful  to  have  the  room  darkened. 
The  diet  should  be  liquid,  corresponding  to  that  required  in  all 
febrile  cases.  All  kinds  of  local  treatment  have  been  employed, 
from  the  application  of  blisters,  cupping,  leeching,  Pacquelin's 
cautery,  etc.,  to  the  hypodermatic  injection  of  the  perchlorid  of 
mercury.  The  majority  of  these  methods  have  been  abandoned 
for  the  continuous  application  of  the  ice-bag  to  the  head  and 
spine.  This  evidently  is  bound  to  continue  as  onr  best  means 
of  relieving  the  terrible  basilar  and  cervical  pain.  Whether  it 
gives  relief  to  the  myalgic  pains  is  somewhat  questionable,  but 
in  alt  probability  it  does,  as  the  ice  is  usually  comforting  to  the 
patient  and  should  be  continued  until  there  is  positive  evidence 
of  permanent  relief  of  pain  or  the  temperature  drops  to  normal. 
The  cold  bath  has  been  advised,  but  this  certainly  is  not  agree- 
able to  the  patient,  to  say  nothing  of  the  shock  to  the  already 
irritated  nervous  system.  The  relief  of  pain  is  the  great  desid- 
eratum and  we  have  sufficient  evidence  that  the  application  of 
ice  is  a  great  adjuvant  in  this  respect.  Quincke's  lumbar 
puncture,  which  is  a  valuable  measure  for  diagnosis,  has  been 
often  relied  upon  to  relieve  pain  as  the  withdrawal  of  spinal 
fluid  will  possibly  lessen  the  pressure  for  a  time.  This  pro- 
cedure, however,  rarely  accomplishes  much  in  this  respect  and 
laminectomy  is  required  to  establish  a  free  drainage. 

The  medical  treatment  has  so  far  been  decidedly  disap- 
pointing, except  as  it  pertains  to  a  clearly  established  symptom- 
atology which  is  generally  difficult  to  obtain  when  the  patient 
is  unconscious  and  suffering  from  excruciating  pain.  Thus 
morphin,  in  1/4  grain  or  larger  doses,  cuiiiliined  always  with  a 
proper  proportion  of  atropin,  is  probably  our  best  agent  for 
combating  the  excruciating  pain.     This  is  best  administered 
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Lypodermatically  and  it  will  require  repelitiou  in  severe  caaes 
at  least  ouce  or  twice  daily  until  tliero  is  a  marked  relief  of 
pain.  Opium  has  beeu  employed  but  it  is  not  usually  succesa- 
fnl,  though,  in  the  form  of  deodorized  opium  or  paregoric,  it 
may  be  required  when  children  are  aiilicted.  Sedatives  have 
been  employed  with  the  hope  that  a  relief  of  tonic  contractions 
will,  in  a  sense,  lessen  the  exacerbations  of  pain  and  particularly 
the  myalgic  involvement.  Tiais  bromids  and  chloral  have  been 
used  for  a  long  time  and  in  many  instances  antipyretics  like 
antipyrin,  acetanilid  and  pbenacetin  have  been  employed,  but 
it  is  questionable  if  any  of  this  class  of  remedies  is  expedient 
or  safe.  Among  other  remedies  quinin  has  been  used  in  spe- 
cific doses  but  no  appreciable  results  have  been  obtained  by  its 
use.  Bichlorid  of  mercury  has  had  its  advocates  who  have  used 
it  from  the  beginning  of  the  fever,  in  doses  of  1-24  of  a  grain 
every  three  hours.  Potassium  iodid,  in  its  usual  dosage,  has 
also  been  recommended,  but  we  have  no  record  of  any  satis- 
factory results  from  the  use  of  either  of  these  remedies.  Mer- 
curial inuwitions  have  been  tried  with  doubtful  effects,  but  it 
is  certain  that  iodoform  inunctions— ^en  per  cent— have  given 
aome  relief,  particularly  with  tuberculous  complications.  The 
convalescence  will  require  a  far  different  line  of  treatment, 
which  may  be  decided  upon  according  to  symptomatic  expres- 
sions and  a  wide  experience  as  to  the  value  of  various  tonics 
and  other  adjuvant  treatment.  The  paralyses  which  attend  this 
disease  should  be  treated  in  accordance  with  suggeetions  al- 
ready given  under  that  subject.  Lumbar  puncture  with  aspira- 
tion of  cerebrospinal  fluid  and  the  injection  of  one  per  cent 
solution  of  lysol  is  a  recent  treatment  which  deserves  trial. 
Again,  Dr.  Wolff,  bacteriologist  of  the  board  of  health  of  the 
city  of  Hartford,  advocates  the  injection  of  diphtheria  anti- 
toxin in  massive  doses — 10,000  units — early.  This  has  given 
some  good  results  in  a  recent  epidemic  in  Connecticut  and  New 
York. 

The  homeopathic  remedies  will  give  relief  when  prescribed 
on  a  broad  symptomatology.  Aconite,  helladonna  and  stTamo- 
nium  will  often  be  suggested  in  the  very  early  stages  when  the 
fever  and  the  cerebral  congestion  give  indications  of  their  char- 
acteristic symptoms.  Qelsemium  seems  to  correspond  to  the 
symptoms  of  pain,  rigidity  and  the  head  retraction  better  than 
any  other  remedy ;  it  refers  also  to  the  myalgic  pains  in  the  ex- 
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tremities,  the  decided  nervous  irritation,  the  chill  and  fever, 
the  profound  prostration  and  the  paralysis  which  affects  either 
the  limb  or  the  ocular  muscles.  It  may  be  given  in  the  tincture 
or  in  potency,  though  my  choice  is  the  tincture,  at  least  in  the 
early  stage,  in  five  or  ten  drop  doses  at  least  four  to  six  times 
daily.  Cimicifuga  is  naturally  allied  with  gelsemium  as  it  has 
a  wide  sphere  of  action  upon  the  cerebro-spinal  system.  It 
refers  more  particularly  to  cases  with  a  neurotic  predilection 
and  the  muscular  cramps,  with  muscular  soreness,  will  call 
attention  to  it,  while  we  are  also  prone  to  think  of  it  always 
when  the  patient  is  a  female.  The  brain  symptoms  are  always 
accentuated  when  this  remedy  is  demanded  and  the  throbbing 
sensation,  with  the  feeling  of  outward  pressure,  is  always  pres- 
ent. When  this  remedy  is  demanded  gastric  disturbance  will 
also  be  noticed  as  a  result  of  the  spinal  irritation.  Bryonia 
is  always  suggested  when  the  exudation  is  first  established  and 
the  characteristic  stitching  pain  is  a  guiding  symptom,  though 
we  must  remember  that,  excepting  mild  cases,  we  rarely  get 
any  well  defined  expression  from  our  patient.  However,  with 
tlio  pathology  in  mind,  it  is  evident  that  the  pains  of  bryonia 
must  be  present  and  the  remedy  should  be  given  when  other 
remedies  are  not  clearly  suggested.  CaiUharis  is  similar  to 
bryonia  in  its  action  but  it  is  usually  indicated  in  an  earlier 
stage.  Veratrum  vtride  is  also  a  remedy  for  the  early 
stage,  but  it  applies  more  jiarticiilnrly  to  a  symptomatol*^  in 
which  the  congestive  symptoms  are  marked.  Therefore  we 
should  expect  it  to  be  indicated  when  cardiac  excitement,  high 
tension  pulse,  high  fe\'er  and  even  apoplectic  symptoms  are 
prominent;  the  pains  of  veratrum  viride  are  invariably  asso- 
ciated with  convulsive  twitcliings.  When  the  fever  assumes  the 
typhoid  character  we  may  expect  a  symptomatology  which  calls 
for  bapiisia,  echitiacea,  rhus  tox,  arnica  or  arsenicum. 

In  the  later  stages  we  may  have  occasion  to  use  several 
other  remedies  prominent  among  which  are  hellebores  ntger, 
which  covers  many  of  the  cerebral  symptoms  in  the  disease  and 
is  certainly  applicable  when  the  effusion  is  extreme.  In  like 
manner  we  may  refer  to  apis  mellifica  when  the  general  edema 
is  pronounced  and  the  kidney  secretion  is  impaired  and  with 
bo*h  of  these  we  may  always  compare  apocynum,  and  stigmata 
maidis,  digitalis,  adonis  vemalis,  hydragogin  and  crategut 
when  the  cardiac  weakness  is  pronounced.     Oieuta  virosa  is  an 
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Lallj  valuable  remedy  when  optathotonoa  is  a  characteristic 
symptom  aud  it  applies  also  to  the  typical  delirium  of  the  dis- 
ease, while  the  spastic  and  tearing  pains  are  also  in  evidence. 
SlryeJmia  and  enarUhe  eroeata  may  be  compared  with  eiouta. 
Coeculus  will  often  be  indicated  when,  the  least  motion  disturbs 
the  brain ;  nausea  will  be  a  prominent  symptom  when  this  rem- 
edy is  demanded.  Cuprum  acet,  is  a  valuable  remedy  with 
children  when  abdominal  cramps  are  a  feature  of  the  disease ; 
it  is  also  indicated  when  the  stupor  is  extreme  and  even  in  the 
sleep  the  spasmodic  twitchings  continue.  In  line  with  these 
remediee  we  shall  find  indications  for  hyoscyamus,  cannabis 
indiea,  zinc  phos.,  phyaostigma,  ethusa  and  hydrocyanic  add. 
When  symptoms  of  collapse  appear  we  shall  naturally  think  of 
eamtphor  and  veratrum  alb.  in  addition  to  the  usual  heart 
stimulants. 


ERYSIPELAS. 


Erysipelas,  previously  known  as  St.  Anthony's  fire,  is  an 
acute  contagious  disease  characterized  by  a  dermatitis,  with 
all  the  signs  of  infianunation,  and  a  peculiar  tendency  to  spread. 
It  is  attended  by  a  high  fever  of  short  duration  and  it  may  occur 
endemicalty  or  epidemically. 

Etiolo^. — The  disease  is  an  ancient  one,  dating  back  to 
the  time  of  Hippocrates.  As  early  as  1840  the  parasitic  cause 
was  maintained  by  Henle,  but  it  remained  for  Koch,  in  1880, 
to  demonstrate  the  existence  of  the  specific  streptococcus  in  the 
lymph-vesaels  and  the  lymph-spaces  of  tbe  skin.  One  year 
later  Fehleisen  succeeded  in  isolating,  cultivating  and  inoc- 
ulating with  the  £rysipe1ococcus.  Since  this  time  the  specific 
cause  of  erysipelas  has  been  recognized  in  the  slreptococcta 
erysipelatis  of  Fehleisen.  These  may  be  defined  as  diplococci, 
arranged  in  pairs  or  more  frequently  as  streptococcic  chains 
found  in  tbe  lymph-vessels  and  the  cutaneous  connective  tissue 
in  large  colonies.  The  erysipelococcus  has  a  close  resemblance 
to  the  streptococcus  pyogenes.  Tbe  organism,  acting  as  a 
local  irritant,  produces  a  dermatitis  and  from  this  focus  a  con- 
stitutional infection  is  established  through  the  agency  of  a  toxin. 
An  abrasion  of  the  skin  or  slight  injury  is  usually  necessary 
for  tbe  introduction  of  the  organism,  though  in  all  probability 
skin  diseases  may  favor  its  development  to  a  certain  extent. 
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It  is,  therefore,  transferred  by  direct  contact  and  is  often  rap- 
idly spread  by  the  surgeon  when  it  occurs  in  surgical  work  and 
complete  and  thorough  isolation  is  not  established.  Surround- 
ings which  are  not  hygienic  are  also  favorable  factors  in  its  de- 
velopment. It  may  perhaps  be  transmitted  by  fomites  and 
some  hold  to  the  theory  of  intravascular  infection  through  the 
agency  of  the  lungs  and  the  digestive  tract.  If  the  former 
theory  is  true,  it  may  be  conveyed  through  the  atmosphere. 
It  frequently  occurs,  in  lying-in  women  where  inoculation  is 
favored  by  the  careless  physician  who  has  perhaps  recently 
cared  for  a  case  of  erysipelas. 

Among  the  predisposing  causes  Anders  places  much  stress 
upon  the  seasons.  He  claims  that  the  greatest  number  of  cases 
is  liable  to  exist  between  the  months  of  August  and  April, 
while  between  April  and  August  there  is  a  steady  decrease  in 
its  epidemic  occiirronce.  Affc  is  also  given  as  a  possible  fac- 
tor, the  greatest  period  of  frequency  being  noticed  between 
adolescence  and  early  adult  life.  It  is  a  question  if  this  theory 
may  be  accurately  applied.  Males  are  said  to  be  afflicted  more 
than  females,  family  predisposition  has  a  slight  influence  and 
a  previiiiis  attack  iiiny  ])reiliwpos<'.  Chronic  diseases  like 
Bright's,  alcoholism,  phthisis  and  heart  disease  may  favor  the 
receptivity  of  the  organism. 

Patholo^. — The  erysipelatous  inflammation  in  its  un- 
complicated form  leaves  little  for  post  mortem  observation 
except  the  inflammatory  edema.  The  cocci  are  found  mostly 
in  the  lymph-spaces  and  in  the  area  of  extending  inflammation 
at  the  periphery.  They  are  also  found  in  the  lymph-vessels  of 
the  surrounding  healthy  tissue,  but  here  they  are  generally 
conquered  by  the  phagocytic  ienkocytes.  When  the  inflamma- 
tion exenda  to  the  subcutaneous  tissue  suppuration  usually  fol- 
lows. It  is  claimed  by  some  that  an  acute  meningitis  or  throm- 
bosis of  the  lateral  sinus  may  follow  from  its  cerebral  extension. 
The  septic  process  may  be  establiahed  by  infarcts  in  the  lungs, 
spleen  and  kidneys  and  a  general  pyemic  infection  may  be  de- 
veloped.   Pericarditis  and  CTidocarditia  may  be  scqufilac. 

Symptoms. — The  most  frequent  form  of  erysipelas  which 
the  physician  is  called  upon  to  treat  is  regarded  as  idiopathic 
inasmuch  as  the  entrance  of  the  organism  can  not  always  be 
traced  to  an  infectious  lesion,  though  this  always  exists.  A 
period  of  incubation,  varying  from  one  to  eight  days,  frequently 
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exists  and  this  is  characterized  by  the  prodromal  symptoms  of  a 
alight  infection.  A  chill  usually  amiounces  the  invasijo, 
though  this  may  often  be  wanting.  The  affected  part  will  soon 
present  the  symptoms  of  local  inflammation.  A  e.iri^iir({^r"}-'^ 
area  becomes  red,  swollen  nnH  inHnratjHj  witli  secondary  symp- 
toms  of  heat  and  pain.  The  head  is  usually  the  seat  of  the 
lesion,  the  bridge  of  the  nose,  the  ear  or  the  chin  often  being 
fii-st  implicated. 

From  this  elevated  inflammatory  patch  the  swollen  zone 
spreads  upward  over  the  forehead  and  laterally  toward  the  ears 
until  the  whole  of  the  face  ia  involved.  The  edema  distorts 
the  physiognomy  and  often  closes  the  eyes  while  the  inflamma- 
tory process  may  then  extend  to  the  body  and  limbs.  Blebt 
may  form  on  the  ears  and  the  eyelids  and  minute  vesicles  are 
diapersed  throughout  the  inflammatory  area.  A  aerum  exudes 
but  soon  dries  upon  the  skin,  desquamation  taking  place  as  the 
dermatitis  spreads  to  neighboring  parts.  SuppuTOiion  may 
follow  and  deep  abe<!63ses  may  develop  when  other  py<^nic 
organisms  are  present.  In  the  average  case  the  local  symptoms 
do  not  last  much  longer  than  four  to  six  days.  The  mucous 
membrane  may  rarely  be  affected  primarily  or  by  a  secondary 
extension  from  the  skin.  Gangrene  may  be  associated  with  the 
deep  seated  varieties.  The  local  symptoms  will,  of  course, 
vary  according  to  the  variety  of  erysipelas  which  may  prevail. 
In  the  phlegmonous  or  eellulo-cutaneoua  variety  suppuration 
will  be  a  leading  symptom,  while  in  the  relapsing  form  the  local 
symptoms  will  recur  at  different  intervals,  the  seat  of  the  pri- 
mary lesions  being  usually  affected.  In  erysipelas  neonatorum 
the  inflammation  follows  an  infection  of  the  stump  of  the  cord 
and  then  spreads  to  the  thighs  and  genitals. 

The  general  symptoms  will  be  manifested  by  the  fever 
which  follows  the  onset,  thn  teiiperatnre  rising  quite  rapidly 
to  104"  or  105°  F.  This  usually  subsides  as  the  local  con- 
ditions improve  or  it  may  terminate  suddenly  by  crisis  on 
the  fifth  or  seventh  day,  to  be  occasionally  followed  by  another 
rise  in  case  of  inflammatory  extension.  The  pulse  is  frequent, 
in  proportion  to  the  fever,  but  usually  of  good  volume.  In 
some  instances  the  febrile  action  may  assume  a  typhoid  char- 
acter, the  coated  tongue,  the  stupor  and  delirium  simulating 
the  toxemic  features  of  that  disease.  The  urine  is  often  scanty 
and  albuminous  and  nephritis  may  be  a  sequela  either  as  a 
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direcc  aequence  or  aa  an  exacerbation  of  a  preexisting  ohrooio 
nephritiB.  In  either  case  hematuria  may  be  a  Bymptom.  The 
digestive  tract  ia  generally  disturbed  in  proportion  to  the  se- 
verity of  the  disease,  nausea,  Tomiting  and  constipation  usually 
being  present.  The  lah/nx  may  suffer  from  an  inflammatory 
extension  to  the  mucous  membranes,  and  nervous  symptoms 
due  to  the  toxins  may  be  manifested  by  severe  headache  and  ex- 
treme restlessness. 

The  complications  depend  greatly  upon  the  extent  of  the 
inflammatory  invasion  and  the  previous  health  of  the  patient. 
Meningitis  has  already  been  referred  to,  but  this  is  probably 
of  rare  occurrence.  Edema  of  the  glottis  may  appear  when  the 
inflammation  extends  to  the  mucous  membrane  of  the  glottis. 
Endocarditis  of  a  malignant  character  has  occasionally  existed, 
white  pericarditis  and  myocarditis  may  rarely  attend  the  fever. 
Pulmonary  complications  in  the  line  of  bronchitis,  pneumonia 
and  pleurisy  are  possibilities,  while  nephritis,  hemorrhagic  in 
character,  and  glycosuria  may  occasionally  be  observed.  jPur- 
pura  is  also  mentioned  as  a  complication  when  the  blood  condi- 
tions are  predisposing.  Septic  and  pyemic  conditions  are  the 
most  serious  complications  which  are  liable  to  arise  in  the 
course  of  erysipelas.  We  must  not  fail  to  mention  the  frequent 
association  of  such  infectious  diseases  as  typhoid,  diphtheria 
and  scarlet  fever.  Acute  articular  rheumatism  is  also  fre- 
quently associated  with  erysipelas,  appearing  usually  at  the 
jirst  manifestation  of  the  fever. 

Among  the  sequelae  of  this  disease  may  be  enumerated 
the  loss  of  hair  and  the  cicatricial  new  formations  which  result 
from  destruction  of  tissue  by  the  suppurative  process;  hypei^ 
esthesia,  anesthesia  and  atrophy  of  the  skin  may  also  be  se- 
quelae. Joint  affections  and  symmetrical  gangrene  of  the  fin- 
gers may  develop  after  erysipelas.  Otitis  media  is  a  condi- 
tion always  to  be  feared  after  facial  erysipelas.  Some  of  the 
diseases  already  mentioned  among  the  complications  may  prop- 
erly be  regarded  also  as  sequelae. 

DlagDOsis. — While  a  confusion  often  exists  in  the  diagno- 
sis of  this  disease,  it  is  not  to  be  regarded  as  a  difficult  matter 
to  determine  its  existence.  The  acuteness  of  the  disease,  the 
character  and  location  of  the  eruption,  as  well  as  it«  rapid 
spread,  should  be  guiding  points.  The  constitutional  disturb- 
ance which  always  attends  the  fever  should  distinguish  it  from 
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similar  affections.  Erythema  has  a  more  superficial  redness 
and  is  not  accompanied  hy  IfjogUieat  and  swelling  or  consti- 
tutional symptoms.  Urticaria  appears  in  crops,  itches  intenselj, 
has  a  short  course  and  is  characterized  by  pale-red  circular 
wheals.  Eczema  is  more  localized,  pn^resses  slower,  itches 
decidedly  and  has  less  swelling.  Eczetna  nodosum  is  recog- 
nized hj  the  nodosities  in  the  vicinity  of  the  joints. 

ProfDOSis. — The  outcome  in  tKis  disease  is  not  to  be 
feared  unless  it  is  of  a  malignant  character.  If  no  complica- 
tion exists,  it  will  pursue  a  rapid  course  and  end  by  apparent 
crisis.  Any  associate  organic  disease  will  naturally  predis- 
pose tmfavorably.  Age  and  general  debility  mitigate  against 
a  prompt  recovery.  It  is  claimed  that  erysipelas  exerts  a  favor- 
able influence  on  some  chronic  diseases  and  malignant  growths 
and  for  this  reason  the  inoeulation  process  is  employed  in  the 
treatment  of  cancer. 

Treatmeot. — Isolation  is  a  proper  precaution  to  carry  out 
in  the  treatment  of  these  cases  and  the  most  painstaking  care 
should  be  exercised  by  the  attending  physician  not  to  dissemi- 
nate the  infection.  The  patient  should  remain  in  bed  until 
the  fever  and  tbe  local  inflammation  have  disappeared.  The 
diet  should  be  nourishing,  easily  digested  and  liquid  or  semi- 
solid. Local  treatment  is  rational  inasmuch  as  we  have  to  deal 
with  a  localized  infection  of  the  skin  and  subcutaneous  tissue. 
Carbolized  vaselin,  zinc  osid  and  calendula  cerate,  wet  dress- 
ings of  boric  acid,  bichlorid  (1  to  5,000)  and  ichthyol  certainly 
do  allay  the  burning  and  itching  and  limit  the  spread  of  the 
infection.  Cool  water  alone  often  relieves  the  burning  sensa- 
tion. The  old  cranberry  poultice — unpleasant  as  that  word 
sounds  in  modem  practice — has  often  been  serviceable.  Dust- 
ing the  parts  with  powdered  oxid  of  zinc,  or  the  subnitrate  of 
bismuth  may  be  efficacious.  Ichtliyol  is  recommended  by  many 
and  it  may  be  used  with  glycerin  or  collodion  (2  drams  to 
the  ounce).  Curtis  adrised  the  use  of  sodium  sulphate  applied 
over  a  piece  of  gauze  protecting  the  parts  and  to  this  is  added 
at  intervals  a  sprinkling  of  cold  distilled  water.  Formic-iodid 
is  another  good  preparation.  The  tincture  of  iodin  may  be 
painted  around  the  inflamed  parts  to  prevent  the  spreading. 
Houtpr's  plan  of  injecting  hypodermatically  a  2  per  cent  solu- 
tion of  carbolic  acid  or  a  1-4000  corrosive  sublimate,  just  be- 
yond the  edge  of  the  advancing  dermatitis,  is  worthy  of  trial. 
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Many  cases  are  so  mild  as  to  require  no  local  treatment. 
Prophylaxis  will  include  the  care  of  the  akin  which  is  not  af- 
fected in  order  to  prevent  reinfection  or  antoinfectioii.  Be- 
sides the  general  bath  daily  the  healthy  skin  may  be  washed  at 
more  frequent  intervals  with  a  4  per  cent  boric  acid  solution. 
A  frequent  change  of  linen  will  also  add  to  the  cleanliness  and 
comfort  of  the  patient. 

The  coiistitul iiiiial  treatment  will  also  need  some  attention 
and  in  case  the  pulse  is  high  and  the  heart  erratic,  strychnia 
or  other  stimulants  may  Ik:  required.  The  high  temperature 
will  call  for  febrile  remedies  such  as  aconite,  belladonna,  bry- 
onia,  bapiisia,  etc.,  llie  same  as  in  other  fevers.  In  the  later 
stages  should  anemic  conditions  attend  we  may  need  an  entirely 
different  class  of  remedies.  Pain  may  be  such  a  factor  that 
opiates  may  be  required  unless  the  indicated  remedy  is  suffi- 
cient to  correct  the  disturbance.  In  like  mannt-r  the  nervoits 
symptoms  may  require  special  attention,  and,  should  insomnia, 
nervous  irritability  or  delirium  attend,  we  may  need  hyoscya- 
ntu3,  hydrobromatc  of  hyoscin,  shumonium  or  even  chloral  to 
obtain  temporary  relief.  The  complications  must  bo  cared  for 
in  accordance  with  suggestions  named  under  other  subjects. 

The  homeopathic  remedies  are  of  best  service  in  this  dis- 
ease and  usually  they  meet  all  the  requirements.  Belladonna 
is  probably  first  suggested  by  the  erythematous  blush,  the  con- 
gested face,  the  carotid  throbbing  and  the  cerebral  manifesta- 
tions. Rhus  ioxJi&  always  suggested  when  the  eruption  assumes 
a  vesicular  form  and  the  inflammation  partakes  of  the  phleg- 
monous character ;  in  such  instances  the  patient  is  usually  rest- 
less. Arsenicum  covers  a  multitude  of  cases  when  the  typical 
exhaustion,  burning  of  the  ])arts  and  excoriating  tendency 
exists.  This  remedy  ivill  a])i)ly  with  much  force  to  the  chron- 
ic cases  or  when  the  typhoid  symptoms  ensue.  It  is  also  to  be 
employed  when  there  is  a  peculiar  migrating  tendency  of  the 
infection.  Apis  melliftca  ap]ilies  to  the  edematous  condition 
which  is  not  confined  alone  to  the  face.  In  such  cases  the  char- 
acteristic stinging  sensation  is  usually  present  and  the  urinary 
excretion  is  diminished.  Canlhans  will  be  useful  when  the 
eruption  assumes  the  form  of  blisters,  and  should  (he  suppura- 
tive process  ensue  we  should  naturally  think  of  tartar  emetic, 
hepar  sulphtir,  calcarca,  flnor.,  merr.iirins  and  silirea.  Sulphur 
also  will  have  its  sphere  of  action  when  there  is  some  latent  con- 
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dition  which  acte  as  a  disturbing  factor  and  the  totality  of 
symptoms  is  not  well  marked,  LacJiesig  is  indicated  in  patients 
beyond  middle  life  when  prostration  and  depression  are  com- 
plaints and  the  akin  has  a  dark  or  bluish  appearance.  Zincum 
seems  to  apply  to  those  cases  in  which  the  erysipelatous  inflam- 
mation aflFects  the  head  and  face  alone  and  brain  symptoms 
rapidly  appear. 

Echinacea  ia  a  remedy  which  has  heen  excessively  iispd 
by  the  eclectic  school,  who  have  employed  it  in  heroic  doses  of 
the  tincture.  In  conjunction  with  this  they  have  used  the  red 
sulphuret  of  arsenic,  in  1/50  grain  doses,  three  or  four  times 
daily.  Echinacea  seems  to  apply  when  the  septic  conditions 
are  quite  general  and  there  is  a  marked  tendency  toward  boils 
or  malignant  ulceration.  It  may  be  compared  otherwise  with 
arnica,  baptisia  and  rhus  iox.  Dulcamara  has  a  sphere  of  action 
in  which  there  is  an  activity  of  raucous  membranes  as  may  be 
evinced  by  the  symptoms  of  coryza.  It  is  probably  efficacions 
when  the  mucous  membranes  are  affected.  Verairum  vtride, 
borax,  hj/drastis,  croton  tig.,  riita  grareolcns  and  kali  carb.  are 
often  intercurrent  remedies. 


SEPTICENU. 


The  term  septicemia  is  used  to  define  a  toxic  condition 
arising  from  die  invasion  of  the  blood  and  tissues  by  pathogenic 
bacteria  with  or  without  any  visible  site  of  infection.  It  should 
be  distinguished  from  sapremia  which  refers  to  the  entrance 
into  the  blood  of  toxins  produced  by  putrefactive  bacteria. 
Septic  infection  is  an  expression  which  relates  to  the  direct  ab- 
sorption of  poisons  from  a  suppurating  focus. 

Etlslafy. — Septicemia  has  a  bacteriological  cause  either 
in  the  existence  of  micrococci,  streptococci  or  staphylococci. 
Despite  the  various  opinions  which  have  previously  been  main- 
tained we  must  admit  that  the  condition  exists  when  either  or 
all  of  these  organisms  are  at  fault. .  More  than  this,  the  clinical 
signs  are  apparent  when  a  septic  intoxication  follows  from  the 
absorption  of  the  poisons  which  they  liberate.  The  infection 
is  usually  introduced  through  the  agency  of  a  wound  which  is 
intentional  or  accidental.  The  uterus  also  furnishes  an  atrium 
for  microhic  invasion  in  the  case  of  miscarriage  or  operation, 
while  a  septic  infection  may  arise  from  an  infection  which 
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enters  the  system  by  a  slight  abrasion  or  a  superficial  wound. 
Tbe  mucous  membranes  often  act  as  agents  ior  the  absorption 
of  a  virus  from  their  sarfaees  as  may  be  instanced  by  the  en- 
trance of  gonorrheal,  typhoid  or  dysenteric  organisms  directly 
into  the  system.  Inflammatory  rheumatism  and  tonsillitis  also 
furnish  examples  of  this  method  of  infection.  Intestinal  tox- 
emia ia  another  factor  in  systemic  poisoning,  the  micro-organ- 
isms acting  either  directly  as  the  infectious  agents  or  more 
commonly  through  a  sapremic  poisoning  by  means  of  ptomaine 
development.  Septicemia  may  also  arise  from  a  bacterial  in- 
fection or  a  sapremic  poison  when  deeper  tissues  suffer  from 
a  local  infection,  as  may  be  illustrated  in  the  case  of  osteo- 
myelitis. 

Palholo^. — ^The  pathological  changes,  although  not  pro- 
nounced, will  be  recognized  by  the  brownish  color  of  the  mus- 
cles, the  ecchymotic  spots  in  the  pia  mater  and  the  dark  ap- 
pearance of  the  blood  which  is  diminished  in  its  coagulability, 
and  reveals,  by  the  microscope,  the  presence  of  micrococci  and 
bacilli.  The  spleen  is  slightly  softened  and  ecchymoses  will  be 
detected  on  the  serous  membranes  of  the  pericardium  and  peri- 
toneum. When  septicemia  is  prolonged  endocarditis  and  gaa- 
tnj-intestinal  catarrh,  with  slight  hemorrhagic  extravasations, 
may  be  recognized.  The  lymphatics  are  also  enlarged,  while 
the  liver  and  uriniferoiis  tubules  will  be  subject  to  the  same 
form  of  catarrhal  infivcmation  and  edema.  The  internal  or- 
gans will  also  present  numerous  infiammatory  foci  in  some  of 
which  the  necrotic  process  has  already  started.  Bacilli  are  also 
found  in  these  and  other  parts. 

Symploms. — Sapremta  will  present  a  symptomatology 
which  is  dependent  upon  either  a  local  infection  or  putrefactive 
changes.  An  example  of  the  latter  will  be  found  in  "intestinal 
sepsis"  caused  by  tyrotoxicon  and  possibly  again  where  symp- 
toms arise  from  the  inhalation  of  foul  odors.  A  chill  of  slight 
degree  may  or  may  not  mark  the  invasion,  while  the  symptoms 
of  nausea,  vomiting,  diarrhea  and  colicky  pains  soon  ensue. 
The  temperature  soon  reaches  101°  to  103°  F.  and  may 
suffer  occasional  exacerbations.  Prostration  and  secondary 
anemia  usually  follow  and  blood  examinations  will  reveal  a 
leukocytosis,  a  red  cell  reduction  and  a  diminution  in  hemo- 
globin. True  septicemia  is  characterized  by  an  incubation 
period  of  four  to  six  days  and  the  onset  is  gradual  though  often 
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aunoonoed  hj  a  diatinctive  ehill.  At,  first  the  temperature  m&j 
rise  rapidly  and  in  aerere  caaee  it  is  liable  to  sudden  hyper- 
pyrexia, but  tlie  more  common  type  ia  the  continued  form 
marked  by  morning  remiaaionB  which  may  even  be  subnormal. 
The  pulae  is  rapid  at  first  and  in  the  later  stages  manifeats 
considerable  weakness  as  cardiac  failure  ensues.  Endocarditis 
may  be  a  factor  in  some  instances,  though  there  is  no  apprecia- 
ble murmur  unless  other  complications  favor  it  A  mild  leuko- 
oytosis  is  generally  observed  and  the  micrococci  may  be  found 
in  the  blood.  Qastro-intestinal  symptoms  are  represented  by 
the  vomiting  which  often  prevails  in  the  early  stage  and  the 
aeptio  diarrhea  which  follows  later.  The  cutaneous  features 
will  be  recognized  by  the  puuctiform  hemorrhages  into  the 
skin  and  these  may  become  so  extensive  that  they  form  ecchy- 
moees.  Eruptions  simulating  that  of  scarlet  fever,  herpes  and 
roseola  may  appear  and  jaundice  is  an  occasional  symptom. 
A  condition  known  as  septic  nephritis  sometimes  exists  and  this 
is  determined  by  the  presence  of  albiunin,  epithelium,  casta  and 
blood  corpuscles. 

Ola^osis. — Sapremia  and  septicemia  will  be  differen- 
tiated by  the  character  of  the  symptoms  already  defined  and  by 
the  discovery  of  the  cause.  In  the  former  the  early  appearance 
of  the  symptoms  and  their  prompt  relief  when  the  exciting 
cause  is  removed  will  constitute  a  marked  feature  for  distinc- 
tion. In  the  latter  case  the  signs  of  the  incubation  period,  the 
oontinued  fever,  the  mental  symptoms,  the  splenic  enlargement 
and  the  nephritic  complications  will  be  of  great  service  in  mak- 
ing a  diagnosis.  The  blood  examination  will  furnish  the  most 
positive  evidence. 

Protnoais.— So  much  depends  upon  the  extent  of  the  in- 
fection, the  general  health  of  the  patient  and  the  scienti&c  man- 
agement of  the  case  that  a  prognosis  must  be  given  with  some 
d^ree  of  latitude.  In  sapremia  the  patient  may  be  out  of 
danger  in  twenty-four  hours  or  a  fatal  termination  may  come  in 
this  time,  the  infection  being  so  virulent.  In  septicemia  the 
progressive  tendency  is  noticed  in  regard  to  all  the  symptoms 
and  thus  a  fatal  end  maj  come  after  a  prolonged  illness  or  by 
proper  treatment  a  recovery  may  gradually  take  place. 

TreatmeDt. — The  first  object  of  the  physician  will  be  to 
remove  the  cause  and  this  will  often  require  the  aid  of  the  sur- 
geon,    ^ext,  we  must  ntppori  the  patient,  who  is  suffering 
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from  a  alow  process  of  poisoaiug.  This  will  be  accoiiipliahed  by 
means  of  a  diet  which  should  consist  m&inly  of  nourishing  foods 
like  ^gs,  milk  and  rich  broths,  being,  of  course,  varied  accord- 
ing to  the  temperature  range  and  the  physical  condition  of  the 
patient.  Siimulants  will  often  be  required  and  for  this  pur- 
pose it  may  be  necessary  to  resort  to  alcohol  and  strychnia. 
Remedies  administered  according  to  their  antiseptic  value  have 
a  sphere  of  Tisefulness  which  will,  no  doubt,  be  better  under- 
stood in  the  future.  The  antish-eptococcus  serum  is  strongly 
recommended  by  many  and,  no  doubt,  is  a  valuable  agent  in 
many  cases.  Twenty  to  thirty  e.e.  of  this  may  be  injected  every 
six  to  eight  hours  until  a  decided  improvement  is  apparent 
The  normal  salt  solution  has,  no  doubt,  been  our  most  useful 
agent  for  tiding  over  the  stage  of  depression  following  the  pro- 
longed toxemia.  The  development  of  modem  aseptic  technique 
which  now  exists  in  the  practice  of  surgery  and  obstetrics  is, 
however,  the  most  important  feature  of  treatment,  for  this  pre- 
cludes the  septicemia  itself.  The  internal  remedies  will  be 
mentioned  under  the  subject  of  pyemia. 


PYEMIA. 

This  is  a  febrile  disease  due  to  sepsis  from  the  metastasis 
and  absorption  of  pyogenic  organisms. 

Eliolofy. — The  bacteriological  cause  of  the  disease  may 
l>c  traced  to  tbd  staphylococcus  and  the  streptococcus,  though 
other  specific  organisms  may  be  included.  The  infection  is 
introduced  through  the  blood  vessels,  the  bacteria  producing  a 
thrombo-phlebitis  or,  in  rare  instances,  a  thrombo-arteritis. 
From  these  points  emboli  may  be  disseminated  throughout  the 
system;  these,  together  with  the  bacteria -which  circulate  inde- 
{)endently  in  the  blood,  give  rise  to  new  septic  foci.  The 
lymphatic  system  is  also  a  carrier  of  pyogenic  bacteria,  but  this 
is  not  a  frequent  medium  for  their  spread  since  they  offer  much 
opposition  to  the  invading  host.  The  pyogenic  embolus  may 
abo  start  from  within  when  for  instance  the  condition  of  ul- 
cerative endocarditis  exists  or  when  the  appendix  is  tlie  seat 
of  micrococci  infection.  Among  predisposi 
mentioned  epidemics,  the  more  frequent  affli 
prevailing  influence  of  spring  and  tranmat: 
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Pathology.  — Thrombosis  of  Uie  veins  in  the  r^ion  of  anj' 
tissue  and  the  eecoudary  changes  which  follow  are  usually  the 
initial  pathological  features.  This  may  take  place  in  the  pul- 
monary veins  or  it  may  be  present  in  the  liver,  kidneys,  brain 
and  other  structures.  Both  thrombi  and  emboli  may  establish 
metastatic  abscesses  in  the  lungs,  liver,  spleen,  kidneys  and 
other  internal  organs.  The  small  abscess^  formed  by  the  orig- 
inal septic  focus  may  cmnmunicate  or  unite  with  other  foci 
and  thus  establish  large  abscesses.  Infarction  may  also  be  the 
primary  cause  of  a  septic  dissemination.  The  sJbin  will  also 
present  hemorrhagic  eztrevasations  and  pustular  eruptions,  the 
mucous  membrane  of  the  stomach  and  lai^  intestine  may  be 
invaded  by  ulcerations,  favoring  suppuration  and  the  serous 
membranes  wilt  often  be  the  seat  of  purulent  iuflanunations  and 
hemorrhagic  extravasations.  The  muacles,  the  submucous, 
subcutaneous  and  osseous  tissues  may  be  the  seat  of  abscess 
development  while  ulcerative  endocarditis  and  suppurative 
myocardial  degeneration  are  common  pathologic  leeions. 

Symptems. — A  short  period  of  incubation  always  charac- 
terizes the  suppurative  development  and  the  onset  is  generally 
announced  by  a  chilL  A  tow  grade  fever  may  precede  this  for 
some  time,  while  in  some  instances  there  may  be  no  STiggestion 
of  a  chill.  The  character  of  the  chill  wilt  vary  decidedly  and 
it  is  inclined  to  reappear  at  intervals.  The  fever  is  marked  by 
the  rapid  rising  temperature  which  generally  succeeds  the  chill ; 
it  has  a  more  particular  peculiarity  in  its  intermittent  or  re- 
mittent character.  At  times  it  may  reach  the  normal  or  even 
the  subnormal  point  and  remain  there  for  a  short  period. 
SwetUing  always  succeeds  the  drop  in  temperature  and  subse- 
quent to  this  the  prostration  is  pronounced  and  persistent.  The 
pviee,  accelerated  at  first,  assumes  a  rapid  and  feeble  character 
as  the  absorption  continues  and  the  heart  is  depressed.  The 
retpmUion  will  be  labored  when  sepsis  is  pronounced,  while 
dyspnea,  cough  and  purulent  expectoration  will  be  recognized 
in  case  the  lungs  are  the  seat  of  septic  foci.  Pain  will  be  a 
complaint  when  lai^  nerves  are  implicated  by  the  suppurative 
process  or  the  abscess  is  superficially  located.  Cutaneous  aymp- 
toms,  aside  from  the  sweating,  will  be  characterized  by  an  oc- 
casional jaundice,  particularly  if  the  liver  is  involved,  and  sub- 
sequent shrinkage.  Eruptions  in  the  form  of  erythema,  pnr^ 
para  and  pustules  are  common,  while  there  is  often  a  general 
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h^j>ere6UieBia.  Hepatic  and  epleaic  abecesees  will  be  diagao&ed 
by  the  symptoma  aud  physical  findings  which  point  to  the  direct 
involvement  of  these  organs.  The  mental  condition  will  be 
characterized  by  the  deliriuni  which  attends  the  fever  and  the 
coma  which  appears  in  the  £nal  stage  of  a  fatal  case.  When 
the  meninges  are  afflicted  with  a  purulent  exudate,  hemipkigisr 
ocular  palsies  and  aural  disturbances  are  occasional  sequelae. 
Joint  awelliTig  sometimes  foUows  from  metastasis  while  invs- 
sioE  of  the  bone  may  give  rise  to  the  symptoms  of  acute  osteo- 
myelitis. Albuminuria  is  sometimes  an  attending  symptom, 
while  the  microscope  may  reveal  the  presence  of  casts,  micro- 
cocci, pus  and  blood  corpuscles.  The  blood  changes  are  char- 
acterized by  a  leukocytosis,  a  slight  reduction  of  red  corpuscles 
and  a  moderate  structural  change.  A  septic  condition  may  he 
recognized  by  the  general  intoxication  aside  from  the  chief 
symptoms  of  pyemia. 

An  abscess  will  be  determined  by  the  local  signs  of  ten- 
derness, pain,  swelling  and  fluctuation.  These  are  often  diffi- 
cult to  find.  When  the  lungs  are  affected  we  must  be  guided 
by  the  physical  findings,  the  expectoration  and  the  respiratory 
disturbance.  Abscess  of  the  liver  gives  the  additional  evidence 
of  jaundice;  when  the  kidneys  are  affected  the  albuminuria, 
pus,  and  blood  will  be  guiding  Bymptoms,  while  a  diarrhea  is 
suggestive  of  intestinal  involvement.  Superficial  abscesses  are 
easy  to  determine  and  the  microscope  will  reveal  the  pyogenic 
bacteria. 

Diafnosls. — The  symptoms  which  characterize  pyemia 
must  be  differentiated  first  from  those  which  are  typical  of 
septicemia.  In  the  latter  suppuration  is  not  so  distinct  a  factor, 
the  chill  only  marks  the  onset,  the  temperature  is  of  the  con- 
tinued type,  sweats  are  not  a  part  of  the  symptomatology,  pros- 
tration and  emaciation  are  less  pronounced,  jaundice  is  not 
usually  present  and  metastatic  abscesses  do  not  exist.  Malaria 
will  be  differentiated  by  a  more  characteristic  intermittent 
fever,  by  the  specific  action  of  quinin  and  the  presence  in  the 
blood  of  the  malarial  plasmodium.  Acute  miliary  tuberculosis 
and  typhoid  fever  should  offer  no  confusion  when  such  cases  are 
properly  studied.  When  malignant  endocarditis  is  present 
the  cardiac  murmur  will  attend  the  peculiar  febrile  manifesta- 
tions, the  sweating  and  the  prostration. 

PrvfDOsia. — The  prognosis  may  be  regarded  as  nnfavoni- 
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ble.  The  removal  of  the  suppuratiDg  cause  is  vital  to  recover; 
and  this  depends  upon  our  aurgical  help  and  the  aseptic  care 
of  the  suppurating  lesion.  If  the  pyogenic  procees  can  not  be 
overcome,  we  should  expect  only  palliation  from  our  treatment. 
TraalmBnt. — The  treatment  of  this  disease  should  be  pri- 
marily surgical.  Indicated  remedies  will  be  of  slight  service 
before  the  offending  foci  are  removed.  After  this,  however, 
much  will  be  demanded  of  the  physician.  Supporting  tonics, 
stimulants  and  a  nourishing  diet  will  be  of  service  according  to 
the  requirements  of  the  ease,  which  any  experienced  physician 
should  understand.  The  internal  remedies  which  are  naturally 
suggested  both  for  pyemia  and  septicemia  should  be  admin- 
istered according  to  clearly  defined  symptoms.  At  best  we  can 
only  mention  some  which  are  of  constant  use  in  pyemic  and 
septic  conditions.  The  internal  antiseptics  are  naturally 
thought  of  first  and  this  will  include  those  previously  mentioned 
— ^beta  naphthol,  benzosol,  salol  and  methylene  blue.  The 
latter  at  present  is  my  favorite,  though  I  doubt  if  internal 
antiseptics  will  always  give  satisfaction  in  the  treatment  of 
this  disease.  Strychnia  and  digitalis  may  be  required  when 
the  heart  needs  artificial  support,  and  alcohol  is,  no  doubt,  of 
service  in  adynamic  conditions.  Among  the  homeopathic  rem- 
edies we  first  think  of  araenicum,  which  certainly  is  almost  the 
similimum  in  this  disease.  Allied  with  this  is  cinchona  which, 
next  to  arsenicum,  has  more  symptoms  similar  to  the  pyemic 
condition  than  any  other  remedy.  Arnica  goes  back  to  the 
traumatic  infection  and  covers  many  of  the  symptoms  which 
attend  or  succeed  the  tissue  destruction.  Kemedies  which  ap- 
ply to  the  organs  which  are  afFected  by  the  embolic  or  throm- 
botic invasion  should  also  receive  thorough  consideration.  Feb- 
rile remedies  like  belladonna,  bapiisia,  echinacea,  rhvs  tax, 
eupalorium  and  cedron  must  always  be  employed  according  to 
symptomatic  demands.  Hepar  sulphur,  silicea,  calcarea,  fer- 
runtj  mercurius  and  lachesis  will  have  their  sphere  of  useful- 
ness. Ettcalypttts  has  been  highly  recommended  by  Dr.  Cow- 
perthwaite  for  its  antiseptic  properties. 


BHCUMATIC  FEVER. 


The  term  rheumatism  has  been  subject  to  so  much  i 
that  it  is  well  to  call  particular  attention  to  the  definition.    It 
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is  an  acute  infeetiotia  disease  characterized  by  a  peculiar  febrile 
action,  the  acute  swelling  of  one  or  more  large  joints  with  a 
I>088ible  secondary  involvement  of  the  endocardium,  pericar- 
dium, mjocardium  and  other  tissues. 

Eliolo^, — Numerous  theories  have  prevailed  regarding 
the  cause  of  this  disease  and  even  yet  no  positive  evidence  as 
to  the  real  micro-organism  which  produces  it  has  been  secured. 
It  has  taken  a  long  time  to  overcome  the  prevailing  idea  of  a 
generation  tbat  vric  acid  is  the  causative  factor  and  even  now 
this  theory  is  maiutaiucd  by  many  in  the  profession  and  a  ma- 
jority of  the  laity.  The  metabolic  theory  as  first  illustrated 
by  the  claim  of  Prout  that  lactic  acid,  developing  in  lihe  system 
from  a  faulty  elimination,  or  by  Latham's  modification  that 
this,  together  with  other  substances,  acted  as  the  irritating 
cause,  have  also  been  abandoned  as  untenable  theories.  In  like 
manner  the  sug^ation  of  Mitchell  that  the  local  manifestationa 
are  trophic  or  the  result  of  an  imperfect  metabolism  following 
a  nerve  lesion  are  not  now  accepted.  The  etiology  is  not  set- 
tled except  the  fact  that  it  is  an  infectious  disease  of  bacterial 
origin.  The  weight  of  early  evidence  i»ointed  toward  the 
staphylococcus  as  the  probable  cause.  Netter  isolated  the  strep- 
tococcus. Singer,  in  the  examination  of  a  large  number  of  cases, 
discovered  both  the  streptococcus  and  the  staphylococcus  and 
Achalme  described  a  bacillus  resembling  that  of  anthrax.  Poyn- 
ton  and  Shaw  demonstrated  by  a  series  of  experiments  on  rab- 
bits and  monkeys  that  the  diplococeus  rbeumaticua  was  the  real 
factor  which  produced  rheumatic  polyarthritis  and  this  is  the 
vievr  which  now  is  most  universally  accepted.  It  is  no  longer 
held  that  the  staphylococcus  is  able  to  produce  the  disease  and, 
therefore,  it  is  not  considered  as  an  affection  similar  to  pyemic 
involvement,  Beattie,  of  Edinburg,  isolated  an  organism  "cor- 
responding in  every  detail  to  Ihc  diplococeus  rheumaticus  of 
Poynton"  with  llic  additional  evidence,  sustained  bj-  experi- 
ments on  rabbits,  that  this  micro-organism  created  the  cardiac 
symptoms  of  rheumatic  fever.  Shaw,  of  Oxford,  has  more  re- 
cently demonstrated  that  the  micrococcus  rheumaticus,  the  dip- 
lococeus rheumaticus  and  the  streptococcus  of  chorea  "arc  identi- 
cal organisms  and  iirc  the  nctual  infective  and  cansual  agents  of 
acute  rheumatism."  It  has  also  been  claimed  that  the  tonsils 
are  the  atrium  of  the  infectious  invasion  and  the  rheumatic 
fever  has  been  considered  as  a  disease  which  is  secondary  to 
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tODBillitis.  Many  other  diseases,  particularly  scarlet  fever  and 
gonorrheal  synovitis,  so  closely  simulate  the  joint  affections 
of  rheumatic  fever  that  it  is  often  difficult  to  make  a  clear 
differentiation. 

Predisposing  causes  seem  to  be  essential  factors  in  the  de- 
velopment of  the  disease  and  chief  amon^  these  we  may  mention 
the  exposure  to  colds,  sudden  changes  in  the  temperature  and 
the  prevalence  of  an  infective  lesion  like  a  septic  wound  or 
tonsillitis.  The  seasons  are  perhaps  predisposing  inHuences  as 
a  majority  of  cases  usually  occur  during  the  early  months  of 
the  spring,  and  climate  is  no  doubt  a  factor  inasmuch  as  the 
temperate  zones  contribute  the  most  cases.  Occupation  is  also 
a  factor  aa  those  who  are  exposed  to  the  cold  and  wet  weather 
are  frequently  afflicted.  Age  seems  to  influence  its  invasion, 
for  the  young  adults  suffer  most  frequently  and  severely.  Sea: 
evidently  is  not  concerned  for  an  experienced  practician  will 
find  it  common  among  both  men  and  women,  though  perhaps 
the  former  are  more  subject  to  it  by  their  life  of  exposure. 
Towered  vitality,  arising  from  fatigue,  overwork  and  malnu- 
trition, is  invariably  a  favorable  condition  for  the  infectious 
acceptance  and  prolonged  illness  of  any  kind  probably  makes 
the  patient  more  susceptible.  Chronic  endocarditis  is  closely 
associated  with  its  development  and  chorea  is  claimed  as  a  pre- 
disposing disease.  The  disease  may  be  endemic  or  prevail  in 
epidemics,  one  attack  having  a  tendency  to  favor  a  recurrence. 

Patholo^. — jVside  from  the  febrile  sign  of  the  infection 
we  naturally  look  for  the  most  distinct  pathologic  factors 
in  the  joint  enlargements,  though  in  many  instances  these 
changes  may  be  extremely  slight.  The  synovial  membranes  of 
the  affected  joints  are  hyperemic  and  swollen.  The  serous  ef- 
fusion is  sometimes  marked,  is  turbid  in  character  and  contains 
fibrin,  leukocytes  and  rarely  pua.  The  periarticular  structures 
may  be  infiltrated  by  this  exudate,  the  tendinous  sheaths  may 
I>e  somewhat  inflamed  and  in  extreme  cases  slight  cartilaginous 
erosion  may  be  found.  The  fibrin  of  the  blood  is  invariably 
increased,  while  endocarditis,  pericarditis  or  myocarditis  arc 
often  a  part  of  the  pathologic  findings. 

Syrnvtoma. — The  onset  is  rather  sudden,  though  a  prod- 
romal state,  diameter  I  zed  by  alight  malaise,  may  precede  thia 
for  a  day  or  two.  Some  cases  <levc!op  with  a  marked  chill  or 
at  least  chilliness,  while  others  manifest  no  sign  of  this  kind. 
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Joint  involvement  is  the  first  eymptoiQ  of  distress,  and  this  will 
be  maniieet«d  by  the  severe  pain  which  attacks  the  larger  joints, 
like  the  knee,  ankle,  wrist,  shoulder,  elbow  and  oceasionally 
the  hips.  The  inflamniatorj  invasion  shows  a  decided  tendency 
toward  the  migratory  character  or  alternate  affliction  of  one 
joint  and  then  another.  In  like  manner  the  pain  is  liable  to 
manifest  exacerbations  and  these  again  may  be  supplanted  by 
periods  of  apparent  freedom  from  suffering.  The  pain  is  rarely 
limited  to  one  joint  and  on  account  of  this  polyarthritis  the 
patient  can  endure  only  the  slightest  movement  without  ex- 
treme suffering.  The  affected  parts  display  a  decided  redn^a 
in  the  earliest  stages,  there  is  tenderness  to  the  touch  and  swell- 
ing soon  ensues.  The  joint  enlargement  is  mostly  due  to  the 
synovial  effusion,  but  the  inflammatory  edema  may  affect  also 
the  periarticular  structures,  even  the  muscles  partaking  of  the 
swelling.  In  mild  cases  these  local  symptoms  affect  only  a  few 
joints  and  one  of  these  often  presents  the  characteristic  symp- 
toms. Kohler  claims  that  the  disease  may  exist  without  the 
slightest  joint  implication.  In  severe  cases,  all  the  important 
articulations  may  be  involved,  including  the  phalangeal,  the 
symphyses  of  the  jaw,  ribs  and  the  stemo-clavicular  attach- 
ments. Ankylosis  is  a  rare  sequence,  though  more  extensive 
local  changes  may  take  place  in  case  of  suppuration  following 
a  mixed  infection. 

The  fever  is  characterized  -by  a  moderate  temperature 
(102''-104°  F.)  appearing  in  the  early  stages  coincident  with 
the  joint  involvement.  This  may,  in  rare  instances,  be  marked 
by  the  development  of  hyperpyrexia,  in  which  the  temperature 
may  rise  as  high  as  106°-108°  F,,  death  ensuing  unless  there 
is  a  prompt  remission.  In  these  extreme  cases  delirium  is  a 
serious  attending  symptom.  The  average  case  displays  a  pe- 
culiar tendency  to  slight  exacerbations  and  remissions  of  tem- 
perature by  profuse  sweats.  The  pulse  ia  rapid,  though  usually 
soft  and  full  unless  cardiac  or  septic  complications  intervene. 
In  such  cases  it  will  manifest  much  weakness  and  irregularity, 
the  same  often  arising  when  the  nervous  irritation  is  extreme. 
The  blood  count  will  show  a  reduction  in  red  cells  and  a  leuko- 
cytosis will  be  evidenced  proportionate  to  the  severity  and 
prolongation  of  the  disease.  The  cardiac  involvement  is  always 
a  feature  of  anxiety  in  this  disease.  Acute  endocarditis,  usu- 
ally of  the  simple  form,  is  the  most  frequent  attending  condi- 
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tioD  and  this  will  be  recognized  by  an  apical  eystolic  murmur 
Bhowing  a  pathologic  involvement  of  the  mitral  valves.  In 
case  there  is  a  further  cardiac  complication  of  long  standing, 
dyspnea,  palpitation  and  other  signs  of  heart  weakness  will 
be  present.  Pericarditis,  with  an  effusion,  varying  in  ohar- 
aoter  and  extent,  or  myocarditis,  representing  different  degrees 
of  mural  weakness,  may  also  complicate  the  endocarditis  or 
exist  alone  and  these  will  be  recognized  by  their  characteristic 
symptoms. 

The  skin  furnishes  a  positive  objective  symptom  in  the 
free  perspiration  which  usually  is  constant,  though  a  copious 
sweat  occurs  when  there  is  a  remission  in  the  temperature. 
The  odor  is  "sour"  and  the  reaction  is  acid,  though  it  may  be- 
come neutral  or  alkaline  later.  Sudamina  are  frequently  pres- 
ent in  crops,  discolorations  are  often  noticed,  while  urticaria, 
erythema  and  purpuric  patches,  which  may  be  attended  by 
sloughing,  are  often  present.  In  addition  to  these,  cutaneous 
ecchymoses  and  mucous  membrane  hemorrhages  are  occasional 
symptoms.  The  nervom  symptoms  are  often  prominent,  rest- 
leesness,  insomnia  and  active  delirium  attending  the  periods  of 
temperature  exacerbation.  In  case  of  hyperpyrexia  these  may 
attain  the  degree  of  active  delirium.  The  urine  is  scanty,  acid 
in  reaction,  of  high  specific  gravity,  with  an  abtmdant  deposit 
of  urates.  Albumin  may  be  found  during  the  early  febrile 
action  and  the  ohlorids  are  diminished, 

The  eomplicaiions  in  rheumatic  fever  are  serious,  and  have 
already  been  referred  to  as  a  part  of  the  symptomatology.  The 
hyperpyrexia  is  exceedingly  dangerous  when,  by  the  persistent 
delirium,  it  indicates  a  cerebral  involvement  It  appears  most 
frequently  during  the  second  week  and  is  most  common  in 
first  attacks.  During  this  high  fever  the  pulse  becomes  de- 
cidedly weak  and  erratic,  the  prostration  is  extreme  and  a  pro- 
longed stupor  will  indicate  a  speedy  death.  The  endocarditis, 
described  as  a  common  feature  of  the  symptomatology,  is  liable 
to  become  a  serious  condition  in  repeated  attacks,  in  young 
patients,  and  when  engrafted  upon  an  old  cardiac  lesion.  In 
serious  and  prolonged  cases  the  secondary  sclerotic  changes  and 
retraction  of  the  segment  may  lead  to  an  incurable  affection 
of  the  heart.  Pericarditis,  independent  of  or  associated  with 
ffiidocarditis,  may  assume  the  simple  fibrinous  or  Bero-fibrinons 
form,  or  in  children  it  may  take  on  the  purulent  character. 
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Myocarditis,  though  uot  ao  common,  is  characterized  by  a  gran- 
ular or  fatty  dc^eueratioii  which  leads  to  mural  weakness  and 
secondary  dilatation.  The  cardiac  complications  are  far  more 
common  in  children  than  in  adults,  affections  of  this  kind 
frequently  supplanting,  as  well  as  following,  the  arthritic  symp- 
toms. The  skin  eruptions  and  the  attacks  of  tonsillitis  are  also 
more  common  attending  symptoms  when  children  are  afflicted. 
Pleurisy  is  often  a  sequela  or  attending  complication  as 
the  result  of  inflammatory  extension  from  the  pericardium. 
Bronchitis  and  broncho-pneumonia  may  be  encouraged  by  the 
febrile  state  of  inflammatory  rheumatism,  while  lobar  pneu- 
monia is  an  exceptional  complication.  Pulmonary  congestion 
is  a  natural  and  often  a  serious  condition  following  the  cardiac 
impairment.  Hervoua  complicatioria  may  be  attained  when  the 
ordinary  nervous  symptoms  reach  a  state  of  extreme  delirium 
— particularly  in  the  alcoholics— or  when  coma  presages  a  fatal 
termination.  Convulsions  are  not  uncommon  in  extreme  cases, 
mental  perversions  may  follow  a  prolonged  attack  and  menin- 
gitis is  a  rare  sequence.  Chorea,  in  children,  is  clearly  asso- 
ciated with  this  disease.  Rheumatic  nodules  are  sometimes 
found  attached  to  the  tendons  and  fasciae  underneath  the  skin. 
They  are  most  nimierous  on  the  fingers,  bands  and  wrists, 
though  they  may  be  found  about  the  elbows,  knees  and  the 
spines  of  the  vertebrae.  They  are  about  the  size  of  a  pea 
and  affect  children  more  than  adults,  appearing  usually  during 
the  febrile  decline  or  when  the  cardiac  symptoms  are  pro- 
nounced. These  little  deformities  are  Ann,  movable  and  pain- 
less, being  composed  of  round  and  spindle  shaped  cells,  with- 
out any  associate  inflammatory  evidence. 

DiafDoais. — The  symptoms  of  sudden  fever,  polyarthritis, 
copious  acid  perspiration  with  the  peculiar  remissions  of  tem- 
perature, the  cardiac  murmurs  and  the  attendant  chorea  and 
tonsillitis  in  children  are  guiding  symptoms  which  should  call 
attention  to  this  disease.  In  the  differentiations  we  must  first 
take  into  consideration  the  subacute  rheumatism  which  may  fol- 
low or  occasionally  supplant  the  true  type.  In  this  the  fever 
is  mild  and  the  arthritis  is  less  intense,  though,  in  children 
particularly,  it  is  invariably  associated  with  endocarditis  'n 
pericarditis.  This  form  has  also  a  greater  tendency  to  chron- 
icity.  Septic  arthritis  will  often  simulate  rheumatic  fever,  but 
the  general   pyemic  state,   the  irregularly  intermitting  fever 
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which  precedes  the  joint  involvement,  the  rigors  and  marked 
temperature  exacerhationa,  the  local  suppurative  signs,  the  skin 
discoloration  and  the  more  persistent  symptoms  will  usually 
establish  the  differentiation.  Gout  will  be  recognized  as  a 
more  chronic  disease  with  only  occasionally  actite  arthritis,  the 
ftmaller  joints  are  involved,  the  periarticular  deformity  is 
more  pronounced  and  permanent,  the  affection  may  be  eon- 
fined  to  one  joint  particularly  in  the  big  toe.  Arthritis  defor- 
mans has  none  of  the  febrile  characteristics  nor  any  of  the 
local  signs  of  inflammation.  It  is  a  joint  deformity,  sym- 
metrical in  its  involvement,  which  is  characterized  by  the  de- 
struction of  the  articular  structures  and  the  osseous  periartic- 
ular formations.  A  neurotic  cause  is  generally  found  and  a 
peeudo-aukylosis  is  an  invariable  sequence.  Qonorrkeal  ar- 
thritis follows  closely  upon  the  urethral  infection,  a  single  joint, 
like  the  knee,  or  sternoclavicular,  is  usually  affected,  the  arthri- 
tis is  more  pronounced  than  the  signs  of  general  infection,  it 
is  liable  to  pursue  a  longer  course  and  gonococci  may  be  found 
in  the  effusion.  Acute  osteomyelitis  also  affects  a  single  joint 
in  the  beginning,  the  local  symptoms  are  more  intense,  the 
epiphyses,  and  not  the  joints,  are  affected  and  the  constitutional 
symptoms  are  more  extreme.  The  acute  arthritis  of  infants 
is  generally  confined  to  the  hip  or  knee  joint,  the  inflammation 
is  purulent  and  general  pyemic  symptoms  are  in  evidence. 
Hemorrhagic  joint  diseases  must  he  differentiated  by  the  char- 
acter of  the  effusion  and  the  other  characteristic  symptoms  of 
scnn^y,  purpura,  etc. 

Protnasis. — The  course  of  this  disease  will  vary  in  differ- 
ent individuals,  hut  the  result  is  dependent  upon  the  prompt 
and  scientific  treatment.  Aside  from  the  cardiac  complica- 
tions we  need  have  little  fear  as  to  the  result  if  the  patient 
yields  to  the  necessity  of  remaining  in  bed  until  every  vestige 
of  the  disease  has  disappeared.  The  cardiac  complications  are 
always  a  source  of  much  anxiety,  particularly  in  children, 
but  if  these  are  carefully  and  persistently  treated,  there  will 
be  no  fear  of  serious  results.  The  subacute  condition  is  liable 
to  he  a  tedious  prolongation  of  the  disease. 

Trealment. — The  treatment  of  "rheumatism"  has  under- 
gone various  changes  during  the  last  few  years,  when  it  was 
c<)nsidcred  as  a  joint  disease  per  so.  All  kinds  of  local  appli- 
cations were  resorted  to  for  the  relief  of  local  pain,  the  object 
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being  to  eradicate  tlie  disease  in  tUs  vmj.  Then  the  uric  acid 
theory  of  Haig  had  it«  day  and  elimiiiatioD  was  the  principal 
object  to  be  obtained,  and,  of  course,  this  was  not  an  unfor- 
tunate line  of  treatment.  Inasmuch  aa  the  disease  is  now 
known  to  be  infectious  in  character,  a  very  different  prineiple 
of  treatment  prevails.  It  is  safe  to  say  that  in  present  day 
practice  we  may  regard  this  disease  as  within  the  control  of 
internal  medication.  This  statement,  however,  does  not  prop- 
erly include  all  of  those  joint  affections  and  general  pains 
which  are  erroneously  included  under  the  term  "rheumatism." 
As  a  part  of  the  treatment  we  must  consider  the  necessity  of 
placing  our  patient  into  bed  and  employing  all  the  inethoda 
of  care  which  apply  to  any  acute  constitutional  disease. 

Local  applications  have  a  certain  degree  of  usefulness. 
In  a  majority  of  instances  the  joint  pains  will  be  relieved  by 
«  simple  covering  with  cotton  and  a  roller  bandage.  This  will 
give  more  relief  if  the  whole  limb  is  encased,  thereby  main- 
taining an  even  temperature.  In  some  cases  a  wet  boracic 
acid  dressing,  properly  protected  by  oiled  silk  and  a  bandage, 
will  give  relief  to  the  excruciating  pain.  Oil  of  gaullheria  is 
at  present  a  popular  local  application  and  is  used  in  the  pro- 
portion of  1  part  of  oil  of  gaultheria  to  9  parts  of  olive  oil. 
It  is  well  to  saturate  flannels  in  this  and  apply  them  firmly 
to  the  inflamed  parts,  covering  with  oiled  silk  or  gutta  percha. 
At  present  this,  in  addition  to  the  dry  cotton  covering,  is  con- 
sidered to  be  all  that  is  retjuired  in  the  local  treatment  of 
the  average  case  of  rheumatic  fever.  In  exceptional  cases  it 
may  be  neeeasary,  on  account  of  the  extreme  pain,  to  employ 
hot  fomentations  of  various  kinds.  Flannels  wrung  out  in  hot 
alcohol  water  or  some  of  the  antiphlogistic  dressings  may  pal- 
liate the  severe  pain  for  a  time.  Cold  compresses  and  the  ice- 
bag  have  been  su^ested  by  some,  but  these  are  at  best  unpleas- 
ant. The  permanent  relief,  or  at  least  the  cure,  must  come 
from  the  internal  medication,  while  local  rest  for  the  affected 
parts  must  always  be  secured. 

The  principle  of  iniemal  treatment  has  undergone  various 
changes,  the  main  object  being  to  overcome  the  specific  cause. 
When  the  uric  acid  theory  was  accepted  the  alkaline  treatment 
was  thought  fo  be  of  greatest  consequence.  For  this  purpose 
the  alkaline  salts,  potassium  citrate,  potassium  acetate  and 
sodium  carbonate,  were  used  most  exclusively.     Ten  to  twenty 
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grains  of  either  of  these,  according  to  the  exigencies  of  the 
case,  should  be  administered  every  two  or  three  hours  until 
relief  is  obtained,  and  then  at  longer  intervals.  This  plan  of 
treatment  is  often  applicable  as  an  adjuvant  measure  in  present 
practice.  The  free  use  of  alhaUne  waters,  however,  has  taken 
their  place  to  a  great  extent.  The  object  of  free  elimination 
is  of  importance,  whether  uric  acid  excess  is  or  is  not  a  factor 
in  the  disease. 

The  use  ot  salicylates  is,  at  the  present  date,  the  best  of 
all  the  stereotyped  forms  of  treatment.  In  my  service  in  Cook 
County  and  Hahnemann  hospitals  I  have  had  a  good  oppor- 
tunity to  watch  the  results  of  this  form  of  treatment.  The 
salicylate  of  sodium  is  the  remedy  most  commonly  used  and 
10  to  16  grains,  repeated  at  first  every  two  or  three  hours,  and 
later  given  four  to  five  hours  apart,  constitutes  the  dose  for 
the  average  case  in  adults.  If  this  remedy  is  given  in  the 
early  stages  and  cmtinued  as  suggested  above,  the  most  severe 
cases  usually  are  relieved  from  the  excruciating  pain  and  the 
fever  in  from  one  to  three  weeks.  Eemedies  indicated  accord- 
ing to  their  symptomatology  are  then  the  only  required  agents. 
Not  rarely,  however,  the  salicylate  of  sodium  is  not  well  borne 
by  the  stomach  and  it  will  then  be  wise  to  change  to  the  sali- 
cylate of  strontium,  which  may  be  given  in  larger  doses.  After 
the  acute  exacerbations  have  subsided,  aspirin,  in  10  to  Ifi  grain 
doses,  may  be  substituted.  In  many  obstinate  cases  it  is  well 
to  add  to  the  maximum  dose  of  this  10  to  15  grains  of  potassium 
acetate.  In  a  few  extreme  cases,  for  some  unknown  reason, 
the  salicylates  are  neither  endured  nor  do  they  seem  to  answer 
the  purpose  in  treatment.  In  such  instances  colchictn,  in 
1/100  grain  doses,  invariably  gives  relief  when  it  is  admin- 
istered every  three  or  four  hours.  When  there  is  marked  re- 
lief it  ia  best  to  discontinue  this  remedy  for  milder  ones  which 
may  be  suggested  by  the  leading  symptoms.  The  oil  of  win- 
tergreen,  in  10  to  20  minims  every  two  or  three  hours,  is  often 
successfully  substituted  for  the  sodium  salicylate.  Salicin,  in 
10  to  15  grain  doses,  may  be  temporarily  employed  every  two 
hours.  Salopken,  in  10  to  15  grain  doses,  in  adults  every 
four  hours,  is  also  considered  as  a  good  substitute  for  the  reg- 
ular salicylate.  In  the  employment  of  any  of  these  remedies 
it  ia  advisable  to  alternate  or  combine  with  the  alkaline  treat- 
ment       When  this  method  of  treatment  is  carefully  borne 


.y  Google 


VH  INFECTIOUS  DISEASES. 

it  is  claimed  that  the  cardiac  complications  are  not  so  severe 
and  I  can  say,  from  luy  observation,  that  this  is  true.  Much 
care  must  be  directed  toward  the  constant  danger  of  cardiac 
depression,  and  I  am  not  so  sure  that  the  same  degree  of 
success  will  be  attained  by  this  treatment  in  private  practice 
that  has  been  observed  in  hospital  experience.  More  than  this, 
we  must  always  remember  that  some  patients  will  not  endure 
any  form  of  the  salicylates  and  that  a  carefully  selected  rem- 
edy will  work  a  safer  if  not  so  prompt  a  cure.  Potassium  iodid 
has  had  its  advocates  in  the  treatment  of  this  disease,  and  lac- 
iophenin  has  also  received  some  considerable  praise.  The  use 
of  antistreptococcic  serum,  though  suggested  as  a  positive  spe- 
cific cure,  baa  not  as  yet  revealed  a  sufficiency  of  satisfactory 
results. 

The  complications  which  are  liable  to  occur  in  any  case 
of  rheumatic  fever  must  be  carefully  anticipated  and  cared  for. 
The  cardiac  perversions  are  most  frequent  and  dangerous. 
These  will  usually  be  corrected  by  the  appropriate  treatment 
described  in  different  chapters,  but  as  a  general  rule  the  rem- 
edies which  overcome  the  infection  will  protect  the  heart. 
When  cardiac  weakness  is  indicated  by  a  feeble  first  sound  or 
the  signs  of  general  asthenia,  it  is  safe  to  assume  that  the 
salicylates,  if  used,  are  depressing  the  cardiac  action.  If  this 
condition  arises  from  a  previous  cardiac  disorder,  it  may  be 
necessary  to  use  the  indicated  cardiac  stimulants.  Pericardial 
effusion  may  demand  relief  by  paracentesis.  Another  danger 
to  the  heart  may  exist  during  the  period  of  convalescence  when 
the  patient  is  possibly  allowed  too  much  freedom.  It  is,  there- 
fore, a  wise  procedure  to  keep  every  patient  in  bed  and  under 
close  observation  until  there  is  positive  evidence  of  a  perfect 
cure  and  a  normal  cardiac  action.  As  the  patient  leaves  his 
bed  it  may  be  necessary  to  resort  to  massage  for  the  relief  of 
joint  and  muscular  stiffness,  while  outdoor  life  and  tonic  treat- 
ment may  be  required  to  re-establish  the  normal  health.  In- 
dicated remedies  may  be  needed  for  some  time  and  a  general 
warning  should  be  administered  against  any  excessive  exer- 
tion which  might  injure  the  heart. 

The  homeopathic  remedies  are  essential  in  the  treatment 
of  this  disease  and  they  may  be  successfully  employed  in  many 
cases  independent  of  the  specific  treatment.  Before  the  sali- 
cylate of  sodium  was  found  to  be  of  snch  value  in  this  disease, 
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1  am  positivt!  that  E  have  attniiied  good  results  with  the  homeo- 
pathic  lemetlieB  alone.  I  doubt,  however,  if  the  disease  was 
cured  so  promptly  and  if  the  sequelae  were  less  severe.  Our 
aim  iu  practice  should  always  he  to  seek  the  truth  and  if  I 
were  to  express  my  chief  reason  for  the  u«e  of  salicylates,  I 
should  claim  for  this  practice  a  more  prompt  relief  of  acute 
symptoms  and  the  lessened  liability  to  endocarditis  and  other 
complications.  If  we  abbreviate  the  stage  of  febrile  action 
we  are  less  liable  to  meet  with  cardiac  sequelae.  Among  the 
important  homeopathic  remedies  it  will  be  necessary  to  men- 
tion aconite  for  the  acute  stages,  as  many  of  the  early  symptoms 
correspond  to  the  iudications  for  this  remedy.  Bryonia,  how- 
ever, is  more  clearly  uidicated  as  the  character  of  the  onset, 
the  sharp  and  lancinating  pains  and  the  peculiar  local  features, 
point  decidedly  to  this  remedy.  Not  alone  does  this  refer 
10  the  synovial  effusion,  but  it  is  indicated  as  well  for  the  > 
extension  of  the  joint  inflammation.  Rhus  toxM  also  a  valu- 
able remedy,  as  it  relates  more  particularly  to  the  general  infec- 
tion and  the  low  grade  joint  inflammation;  the  pains  seem 
to  penetrate  the  deeper  joint  structures  and  are  felt  in  differ- 
ent parta  of  the  body  at  the  same  time;  the  limbs  feel  stiff 
and  paralyzed,  the  pain  is  increased  by  beginning  movement, 
but  relieved  by  continued  motion,  while  the  slightest  exposure 
is  liable  to  cause  an  aggravation ;  the  parts  are  red  and  swollen, 
tendemeee  is  extreme  and  the  inflammation  may  assume  an  ery- 
sipelatous character ;  the  adynamic  condition  will  be  represented 
hy  the  typhoid  features  and  the  extreme  restlessness.  In  many 
respects  this  rmnedy  is  complementary  to  bryonia,  while  it 
may  always  be  compared  to  baptisia  and  echinacea.  Arnica 
is  often  indicated  when  the  greater  muscular  involvement  is 
represented  by  the  bruised  sensation,  and  the  arthritic  pains  are 
worse  in  the  evening.  Phytolacca  applies  to  similar  conditions 
with  shooting  and  lancinating  pains  in  the  shoulder  muscles, 
together  with  much  rigidity  of  the  muscles  every  morning. 
Cimidfuga  may  be  compared  when  nervous  symptoms  are  ex- 
treme and  this,  with  valerianate  of  ainmonia,  picric  acid  and 
agaricin,  will  frequently  be  indicated  when  chorea  is  a  sequen- 
tial condition.  CoidopkyUum  pertains  to  the  pains  in  the  small 
joints,  helladonna  is  applicable  when  the  joints  have  a  red, 
pu^  swelling  with  the  throbbing  sensations  which  always  are 
Bu^estive  of  this  remedy.     Cinchona  will  be  suggested  by  the 
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conditions  of  general  debility,  hemorrhage  and  the  exhaostions 
which  attend  the  chronic  cases.  Hamamelis  may  be  compared 
to  this  remedy  aa  well  as  to  arnica.  Sulphur  will  always  have 
a  degree  of  usefulness  in  this  disease  when  chronic  conditions 
antedate  the  arthritic  attack ;  it  is  also  very  useful  in  the  rheu- 
matic fevers  of  children. 

Ledum,  though  referring  more  particularly  to  the  gouty 
patients,  has  a  certain  influence  in  the  inflammatory  cases.  It 
is  indicated  in  those  who  suffer  from  a  sub-acute  form  of  this 
disease.  It  is  applicable  when  the  small  joints  are  affected  as 
well  as  the  larger  ones,  and  the  toxin  is  evidenced  by  a  low 
grade  skin  inflammation.  Hypericum  refers  more  particularly 
to  a  nerve  pain  when  injury  is  a  factor.  Buta  graveolens,  in  its 
action  upon  the  periosteum  and  cartilages,  will  meet  the  deep- 
seated  pains  and  the  conditions  following  periarticular  swell- 
ings, while  ranunculus  will  correct  the  neuralgic  seizures  which 
affect  the  shorter  muscles  like  the  intercostals.  Colchicum  has 
for  a  long  time  been  regarded  a^  a  valuable  rheumatic  remedy 
though  it  has  recently  been  supplanted  by  its  active  principle, 
colchicin.  This  has  been  highly  favored  by  Qoodno,  who  gives 
it  in  an  alcoholic  solution,  one  grain  to  the  ounce.  Five  drops 
of  this  may  be  given  as  often  as  every  two  hours.  Nitric  acid 
and  mercurius  may  be  indicated  in  cases  with  a  specific  history, 
ferrum  phos.  has  a  certain  efficiency  when  anemia  is  a  factor, 
while  halmia  and  spigelia  will  always  he  of  use  when  the  chest 
muscles  are  involved,  or  pseudo-anginal  attacks  occur.  Eupa- 
iorium  perf.,  gelsemium,  pulsaiilla,  rhododendron,  natrum 
sulph,,  natrum  mur.  and  many  other  remedies  will  be  sug^i;ested 
by  their  cardinal  symptoms  in  certain  cases. 

The  diet  in  the  treatment  of  rheumatic  fever  is  always  of 
importance.  During  the  febrile  stage  it  should,  of  course,  be 
of  liquid  character,  limited  and  given  at  regular  intervals. 
Meat  broths  should  not  be  employed  to  a  great  extent,  and  when 
a  solid  diet  is  resumed, — after  the  febrile  excess, — the  proteid 
articles  should  bo  sparingly  resumed.  Diuretic  action  is  always 
necessary  when  there  is  any  renal  insufiiciency,  but  this  object 
is  usually  attained  without  the  aid  of  medication,  when  a  suf- 
ficient amount  of  water  is  administered.  Baaham's  mixture, 
diuretin,  urotropin  and  potassium  citrate  are  standard  agents 
for  this  purpose.    The  bowels  will  also  require  careful  attention 
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and  in  cftM  of  constipation  saline  catkaitics  will  be  of  beat  scrv- 
iG&  Calomel  is  rarely  demanded,  preparatiooa  of  caacara  usu- 
ally being  sufficient.  Elaterin  (gr.  1/20  to  1/10)  may  be  given 
every  two  or  three  hours,  until  a  copious  watery  movement  is 
obtained.  Fotasainm  bitartrate,  in  30  to  60  grain  doses,  is 
highly  reconmiended  by  Dr.  F.  W.  Wood.  Euonymin,  iris 
versicolor,  chiTwidin,  chionanihus,  chelidonium  and  carduuB 
may  be  of  service  in  this  respect. 


OONORBHEAL  AKTHSITIS. 

This  is  a  septic  synovitis  following  joint  invasion  by  the 
gonococcus.  It  appears  usually  during  an  acute  gonorrheal  at- 
tack and  may  be  incident  to  any  stage  of  that  infection. 

Patholofy  tnd  Symptoms. — These  are  characterized  by  an 
acute  synovitis  affecting  the  knee,  ankle,  shoulder,  wrist  and 
odd  joints  like  the  sternoclavicular  and  temporomaxillary.  A 
periarticular  invasion  affecting  the  ligaments  and  tendon 
sheaths,  especially  the  wrist  and  hand,  may  be  observed.  The 
gonococcus  may  be  found  in  the  effusion  or  in  the  periarthritic 
exudate,  while  in  the  purulent  forms  there  may  be  a  mijced  in- 
fection with  staphylococci  or  streptococci.  The  disease  oceura 
far  more  frequently  in  men  than  in  women.  Acute  gonorrheal 
arthritis  is  characterized  by  the  sudden  involvement  of  one  or 
more  joints  and  the  evidence  of  an  apparent  fibrinous  or  sero- 
fibrinous effusion.  Pain  is  usually  severe  and  the  swelling  may 
be  extreme  if  the  periarticular  structures  are  invaded.  Temper- 
ature may  be  observed,  though  it  may  pursue  an  obstinate 
course  without  much  constitutional  disturbance  The  exudate 
may  undergo  resolution  if  the  inflamed  joint  is  given  abso- 
lute rest.  Should  suppuration  supervene,  the  result  is  less  hope- 
ful. The  disease  may  assume  the  polyarthritic  type,  the  knee, 
wrist  and  ankle  generally  being  affected  at  the  same  time. 
Usually,  however,  there  ia  a  later  concentration  of  the  inflam- 
matory invasion,  and  one  joint,  generally  the  knee,  is  partic- 
ularly affected.  In  rare  instances  the  bursae,  tendon  sheaths, 
and  the  periosteum  are  affected.  Sometimes  the  gonooocci  in- 
vade the  blood,  giving  rise  to  an  intense  septico-pyemia.  Sup- 
purative arthritis  may  then  take  place  and  acute  endocarditis 
may  be  a  marked  feature  of  the  symptomatology.    Pericarditis, 
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pleurisy  and  iritis  are  also  liable  to  exist  trnder  this  general 
infection.  The  chronic  form  of  gonorrheal  arthritis  may  fol- 
low, the  acute  manifeBtations  appearing  usually  as  monarticnlar, 
the  knee  being  most  frequently  affected.  In  these  the  acute 
symptoms  have  disappeared,  though  the  extensive  swelling  may 
cause  much  pain  and  discomfort.  All  forms  of  gonorrheal 
arthritis  pursue  an  obstinate  course  and  a  certain  d^ree  of 
ankylosis  may  persist. 

Diatfaosls. — This  depends  upon  the  history  of  a  gonor- 
rheal infection,  and  the  presence  of  gonococci  in  the  joint  effu- 
sion, or  more  rarely  in  the  blood,  tf^ether  with  the  ahseuce  of 
the  characteristic  signs  of  other  joint  diseases. 

TreatmcDt. — Internal  remedies  give  little  relief  to  the 
joint  involvement,  though  they  may  he  employed  for  the  relief 
of  the  febrile  symptoms  which  may  sometimes  arise  and  the 
general  destruction  of  the  gonococcus.  Aside  from  such  home- 
opathic remedies  as  arsenieum  iodid,  iodoform,  kepar  sulphur, 
/■  A  sulphur,  silicea  and  calcarea  ^uori*Mwk relief  is  obtained  by  the 
use  of  1  to  2  grain  doses  of  methylene  blue,  four  times  daily. 
The  arthritic  treatment,  however,  is  purely  surgical.  The  in- 
fiamed  joint  must  be  given  proper  rest,  a  splint  often  being  em- 
ployed for  this  purpose.  Wet  boracic  dressings  will  give  some 
relief.  It  is  best  to  pierce  the  synovial  membrane  with  a  small 
trochar  and  irrigate  the  inflamed  joint  with  a  2  per  cent  carbolic 
solution  under  strict  aseptic  precautions.  When  the  inflam- 
mation subsides  massage  and  passive  movements  must  be  un- 
dertaken. 


DIPHTHEBIA. 

Diphtheria  has  been  described  under  sc^'eral  different 
terms,  membranous  croup  being  the  most  frequent  synonym. 
It  is  an  acute  contagions  disease  (.-anscd  by  a  specific  bacterium, 
— the  Klobs-Locffler  bacillus.  It  is  cliaracterized  by  tlio  forma- 
tion of  a  false  membrane  on  the  oral,  faiicial,  nasal,  laryngeal, 
tracheal,  bronchial  or  other  mucous  membranes  and  by  second- 
ary constitutional  symptoms.  Pseudo-diphtheria  is  a  term  used 
to  describe  that  class  of  cases  wliich  is  characterized  by  the  form- 
ation of  a  false  iiiembrftiie  not  caused  by  the  Klebs-Loeffler  ba- 
cillus.    It  is  probably  of  streptococcic  origin. 
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Etiol*(y.: — There  u  at  preeent  no  donbt  that  all  cases  of 
true  diphtheria  are  caused  by  the  Kleba-Loeffler  bacillus.  This 
OTganiam  is  nOQ-motile  in  charaoter,  ^lightly  bent,  with  rounded 
ends,  2.5  to  3  microns  in  length  and  0.6  to  0.8  microns  in  thiok- 
nees.  The  ooltores  in  blood  semm  appear  as  small,  roond, 
grajiBb'white  colonies.  The  bacillus  may  be  developed  in  all 
the  culture  media,  but  it  is  deetroyed  by  a  temperature  below 
68°  F.  or  above  132°  F.  It  is  the  production  by  this  micro 
organism  of  a  toxalbumin  which  creates  the  constitutional 
symptoms  of  the  disease.  Other  path<^nio  bacteria  are  fre- 
quently aaaoeiated  with  the  bacillus  of  diphtheria,  and  chief  ot 
these  is  the  streptococeas  pyogenes,  while  the  staphyloooosna 
albns  and  aureus,  the  micrococcus  lanceolatus  and  the  bacillus 
coli  communis  are  occasionally  a  part  of  the  infectious  cause. 
The  diphtheroid  infections  may  be  due  to  any  of  these,  tboufrb 
a  particular  organism,  the  bacillus  xerosis,  has  been  described 
as  the  cause  of  the  pseudo-diphtheritic  attacks.  This  is  iden- 
tical in  appearance,  growth  and  culture  development  with  the 
true  bacillus,  but  it  causes  no  local  lesion  or  extreme  constitu- 
tional symptoms,  and,  therefore,  has  been  r^arded  by  s^me  as 
an  attenuated  form  of  the  diphtheria  bacillus. 

The  method  of  infection  may  be  through  the  direct  convey- 
ance of  the  bacillus  in  a  piece  of  diphtheritic  membrane  which 
has  been  expectorated,  by  inhaling  air  which  contains  bacilli 
and  probably  by  fomitee.  Toys,  books,  clothing,  drinking  cups 
and  many  other  articles  which  are  handled  may,  therefore,  be 
media  for  the  direct  conveyance  of  the  bacillus.  Domestic  ani- 
mals no  doubt  are  frequently  the  means  by  which  the  Infection 
is  conveyed  to  children  in  many  instances.  The  bacillus  may 
live  for  a  long  time  In  the  healthy  throats  of  immunes  and  then 
be  conveyed  to  one  exposed  by  the  friendly  kiss.  The  local  con- 
ditions favoring  an  infection  must  always  exist,  and  thns  a 
lesion  of  the  mucosa  or  a  catarrhal  inflammation  naturally  favor 
the  germ  growth.  A  general  physical  depreciation  is  also  a 
factor  which  favors  the  infection.  Some  claim  that  the  bacillus 
enters  the  blood  through  the  respiratory  system,  the  oonstitn- 
tional  symptonu  thus  being  manifested  first  and  the  local  exu- 
date being  a  secondary  development  The  nte  of  infection  is 
usually  the  mucous  membrane  of  the  fauces,  thou^  other  mem- 
branes as  well  as  skin  abrasions  may  be  infected.  The  mem- 
brane develops  at  the  point  of  infection,  but  the  systemic  intozi- 
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cation  is  due  to  the  absorption  of  the  toxins  into  the  lymphatics 
and  blood-ressels  directly  from  the  local  leaion.     The  life  of  - 
the  bacillos  outside  of  the_  body  may  be  prolonged  for  some 
time. 

There  are  also  predisposing  causes  which  favor  the  recep- 
tion of  the  bacillus,  and  the  first  of  these  is  age,  inasmuch  as 
we  find  most  of  the  cases  in  yoimg  children.  It  must  not  be 
presumed,  however,  that  adults,  or  even  old  people,  are  exempt. 
Sex  is  a  factor  of  no  importance ;  season  may  possibly  predis- 
pose, as  we  observe  most  cases  in  winter  or  spring,  and  climate 
has  some  influence,  aa  the  disease  prevails  most  where  humidity 
is  greatest,  and,  therefore,  the  temperate  zones  furnish  the  ma- 
jority of  the  cases.  Unhygienic  surroundings  must  also  favor 
the  contagion,  for  where  the  general  health  of  the  neighborhood 
is  at  a  low  standard  we  may  find  the  most  serious  epidemics. 
Just  what  relation  defective  sanitation,  decomposing  organic 
matter,  etc.,  have  to  the  direct  development  of  this  disease  can 
not  be  clearly  stated.  It  is  evident,  however,  that  many  cases 
seem  definitely  related  to  such  conditions,  and,  therefore,  it  is 
proper,  for  the  sake  of  a  community's  health,  to  regard  these 
conditions  with  apprehension.  Immuniiy  is  not  gained  by  one 
attack,  but  the  danger  is  certainly  limited. 

Patholofy. — The  characteristic  pathologic  feature  in  true 
diphtheritic  inflammation  is  the  fibrinous  exudate,  which  is 
moat  frequently  found  on  the  faucial  mucosa,  being  superficial 
in  mild  cases,  but  in  more  severe  cases  involving  the  mucosa 
and  even  the  submucosa  in  the  coagulation  necrosis.  Hyperemia 
and  edema  of  contiguous  tissues,  together  with  the  appearance 
of  muco-purulent  secretions,  are  also  evidenced.  The  color  of 
the  exudate  ia  at  first  yellowish-white,  but  it  soon  assumes  that 
dirty,  grayish-yellow  color  which,  once  seen,  can  not  be  mistaken 
a  second  time.  It  usually  givea  to  the  breath  a  characteristic 
foul  odor.  The  membrane  is  properly  considered  as  a  coagula- 
tion necrosis,  and  its  production  is  described  as  follows  by 
Tyson:  "The  diphtheritic  poison,  probably  admixed  with  fibrin 
from  the  blood,  infiltrates  the  wandered-ont  leukocytes  and  the 
epithelial  cells  of  the  part,  especially  the  more  superficial,  caus- 
ing first  their  death  and  then  a  hyalin  transformation  and 
simultaneously  coagulation.  The  result  is  a  plate  of  necrotic 
tisane  and  coagulated  fibrin  and,  hence,  the  word  'coagulation- 
necrosis.'    The  membrane  is  thick  and  firmly  attached  so  that 
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it  is  difficult  to  remove  it,  and  bleeding  generally  attends  this 
act.  The  edges  are  usually  thin  and  irregular,  though  they  may 
be  elevated  and  wrinkled  when  the  membranous  growth  is  ai^ 
rested.  In  the  midst  of  this  organic  membrane  and  necrotic 
tissue  the  diphtheria  bacilli  are  found.  The  extension  of  the 
diphtheritic  process  may  go  as  far  as  the  bronchi  and,  in  rare 
instances,  the  eeophagns  and  stomach  have  been  invaded.  A 
lobular  pneumonia  or  a  generalized  bronchitis  may  be  associated 
with  the  conetitntional  symptoms  and  a  serious  pneumonia 
from  a  mixed  streptococcic  and  pnfeumococcic  infection  may 
ako  oo-exisL  The  paeydo-diphtheritic  memhrane  consiats  of 
fibrin,  pus,  disintegrated  leukocytes,  epithelium,  a  few  bacilli 
and  sometimes  blood  corpuscles. 

The  heart  ondergoes  fatty  degeneration  in  severe  cases, 
while  the  mild  cases  of  diphtheria  will  produce  only  a  slight 
parenchymatouB  cardiac  change.  Endocarditis,  pericarditis  and 
interstitial  myocarditis  are  occasional  sequences  of  the  disease. 
The  pulmonary  complication,  which  causes  the  most  deaths,  is 
brondio-pneumonia,  arising  from  secondary  infection.  The 
spleen  and  liver  may  be  slightly  enlai^ed  and  they  will  also 
present  the  degenerative  lesions  of  acute  infections.  The  kid- 
neys will  show  degeneration,  as  the  result  of  toxin  absorption, 
which  will  vary  from  a  slight  degeneration  to  a  severe  nephritis. 
In  older  patients  the  nephritis  may  be  of  the  interstitial  or 
glomerular  character.  The  nerve  structures  also  imdergo  path- 
ologic changes,  the  most  important  of  which  are  the  paren- 
chymatous and  interstitial  lesions.  These  perversions  will  exist 
in  those  nerves  which  are  concerned  in  the  paralyses  which 
follow  the  disease.  The  nerve  fibres,  supplying  the  throat 
muscles,  will  be  most  frequently  affected,  and  a  round  cell  in- 
filtration or  a  fatty  change  will  be  usually  discovered  here. 
The  cerebral  nerve  fibres  may  also  be  subject  to  similar  changes. 
The  cervical  lymphatics  are  frequently  enlarged,  hut  rarely 
suppurate.  The  blood  shows  some  changes,  its  coagulability 
being  diminished,  the  red  corpuscles  are  slightly  decreased, 
and  the  white  corpuscles  increased — in  severe  cases  to  the  point 
of  extreme  leukocytosis.  The  general  infection  is  manifested 
by  the  usual  signs  of  septic  intoxication  and  this  is  one  of  the 
significant  features  of  the  disease. 

SyiDptoiDS. — The  period  of  incvbaiion  varies  from  two  to 
ten  days,  being  shorter  in  the  virulent  cases.    The  prodromal 
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sigDB  are  not  alwaje  auggestire  of  the  serioos  infection  and 
the  alight  oomplaints  of  malaise  may  be  very  misleading.  The 
invasion,  in  the  simple  tonsillar  diphtheria,  starts  with  a  slight 
febrile  attack,  whidi  may  be  preceded  by  a  sense  of  chilliness 
and  aching  in  the  limbs  and  back.  In  severe  cases  in  young 
children  a  convtdnon  often  initiates  the  attack.  The  fever 
gradually,  or  in  severe  cases  rapidly,  increases  in  gravity,  the 
child  becomes  listless,  and  even  stupid,  and  loses  its  appetite. 
The  urine  contains  a  small  amount  of  albumin  while  examina- 
tion will  reveal  a  faucial  and  tonsillar  exudate  and  the  angry 
swelling  of  adjacent  tissaee. 

Fharyngeai  diphtheria,  aside  from  the  similar  symptoms 
of  the  incubation  and  invasion  periods,  will  be  detected  first 
by  the  child's  complaint  of  sore  throat  and  the  peculiar  lividity 
of  the  mucous  membrane,  which  is  noticed  at  the  early  examina- 
tion. The  membrane  usually  appears  at  first  on  the  tcmsils, 
simulating,  to  a  great  extent,  Uie  exudate  of  follicular  ton- 
sillitis. The  membrane  spreads  very  soon  from  the  tonsils  to 
the  pillars  of  the  fauces,  the  soft  palate  and  the  posterior  wall 
of  the  pharynx,  the  swelling  of  these  tissues  preceding  the 
appearance  of  the  exudate.  The  membrane  changes  sood  from 
a  yellowish-white  color  to  the  dirty  gray  color  which  is  so 
characteristic  It  is  firmly  adherent  and  its  removal  causes 
bleeding.  The  glands  beneath  the  angle  of  the  lower  jaw  and  in 
the  net^  are  soon  enlarged  and  tender.  The  constitutional 
symptoms  are  now  marked  and  the  child  is  extremely  sick,  and 
while  the  temperature  shows  only  a  moderate  rise,  the  pulse 
is  rapid  and  thready,  indicating  e  profound  toxemia.  If  the 
urine  ia  now  examined,  albumin  will  invariably  be  found.  In 
mild  cases  the  pseudo-membrane  may  clear  up  in  a  few  days, 
the  temperature  and  systemic  intoxication  will  disappear  and  ■ 
the  child  rapidly  recovers.  In  marked  cases  of  true  diph- 
theria, unless  antitoxin  and  other  appropriate  remedies  are 
used,  there  will  be  an  aggravation  of  the  constitutional  symp- 
toms, an  increase  in  the  temperature  will  be  noticed,  deliriuim 
will  generally  f4)pear  and  the  child  may  go  into  a  deep  coma 
in  which  death  soon  ends  the  sufFering.  Ketch  lays  stress  upon 
three  conditions:  the  virulence  of  the  bacteria,  the  local 
resistance  and  the  general  resistance. 

In  malignant  diphtheria  the  rapid  onset,  the  early  develop- 
ment of  the  membrane,  the  pronounced  cardiac  failure  and 
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profonnd  asthenia,  the  vomiting,  the  high  temperature,  the 
extensive  swelling  of  the  tonsils,  soft  palate  and  nvnla,  and 
the  gangrenoQS  appearance  of  the  exudate,  wiU  not  he  misnn- 
derstood.  When  the  temperature  reaches  lOS'-lOS"  F.,  the 
cardiac  exhaustion  will  be  pronounced.  The  pulse  then 
becomes  very  feeble,  the  urine  mtij  be  suppressed  or  highly 
albuminous,  the  face  becomes  edematous  and  cyanotic,  an  ery- 
thematous or  purpuric  rash  may  appear  on  the  face  and  neck, 
coma  may  follow,  death  taking  place  in  a  few  days  after  the 
appearance  of  the  initial  symptoms. 

Nasal  diphtheria  may  exist  in  conjunction  with  or  inde- 
pendent of  pharyngeal  diphtheria.  In  some  inetances  the 
presence  of  a  nasal  membrane  may  not  be  observed,  a  purulent 
or  bloody  discharge  with  obstructed  respiration  being  the  only 
manifestations.  These  cases  may  show  a  chronicity  and  the 
contagion  may  be  conveyed  to  others  by  close  asBociation.  Nasal 
diphtheria  may,  however,  assume  a  malignant  form,  in  which 
the  membrane  ia  liable  to  extend  into  the  nasal  orifices,  giving 
rise  to  serious  local  complications,  such  aa  purulent  conjunc- 
tivitis and  otitis  media.  The  constitutional  symptoms,  in  such 
instances,  are  also  severe,  death  usually  taking  place  with 
eonuL 

Laryngeal  diphtheria  or  membranous  croup  is  a  aerioos 
and  deceptive  form  of  the  disease.  The  membrane  may  be 
seen  with  a  mirror  as  a  slight  exudation  upon  the  upper  part 
of  the  larynx,  or  it  may  be  an  extension  from  an  apparently 
innocent  pharyngeal  exudate  The  early  signs  of  constitu- 
tional invasion  are  not  marked,  and,  hence,  the  physician  is 
liable  to  be  deceived  as  to  the  gravity  of  the  disease.  A  marked 
hoarseness  and  a  rough  or  metallic  cough  will  indicate  the 
cronpy  condition,  but  all  of  a  sudden  these  symptoms  will 
become  aggravated  to  the  extent  that  the  breathing  is  paroxys- 
mal and  difficult  until  the  accessory  muscles  of  respiration 
are  called  into  action  and  this  terrible  condition  of  dyspnea  is 
soon  followed  by  cyanosis.  Death  will  take  place  as  the  result 
of  suffocation  unless  prompt  relief  is  given  by  antitoxin, 
intubation  or  tracheotomy.  In  some  instances  a  severe  cough 
will  disengage  a  portion  of  the  membrane  and  this  will  give  at 
least  temporary  relief.  The  temperature  may  not  be  very 
hi^  and  the  toxic  symptoms  may  be  absent  on  account  of  the 
location  of  the  lesion. 
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Wound  diphlkeria  takes  place  when  the  bacilli  enter  a 
bruise  or  a  break  in  the  cutaneous  Btmcture.  Operations  may 
also  be  contributing  local  factors  and  granulations  always  favor 
an  infection.  The  systemic  infection  in  all  forms  of  diphtheria 
is  a  serious  phase  of  this  disease  which  many  times  is  not 
recognized  when  the  local  leeion  is  apparently  slight 

The  complicaiions  have  already  been  referred  to,  broncho- 
pneumonia, albuminuria,  dysphagia,  cardiac  exhaustion  and 
otitis  media  being  the  most  serious.  There  are,  however,  many 
sequelae  which  may  possibly  be  overlooked.  Anemia  may  per- 
sist for  a  long  time  and  require  constant  medical  attention; 
chronic  naso-pharyngeal  catarrh  is  another  disturbing  symptom 
and  postdiphtheritic  paralysis  may  affect  the  muscles  of 
deglutition,  the  ocular  and  ciliary  muscles,  or  it  may  involve 
the  limbs  to  the  extent  that  locomotion  is  interrupted.  These 
conditions,  however,  are  usually  amenable  to  remedies  and  the 
use  of  electricity.  A  single  or  multiple  neuritis  may  continue 
for  some  time,  and  this  will  be  an  obstinate  sequela.  Cardiac 
paraiysiB,  due  to  involvement  of  the  cardiac  nerves,  may  give 
rise  to  a  troublesome  tachycardia  or  bradycardia,  terminating 
often  in  sudden  death  by  overexertion. 

Diagnosis. — The  diagnosis  may  be  positively  made  by 
bacteriological  examinations  whenever  it  is  possible  to  get  a 
piece  of  the  exudate  or  swab  the  suspected  parts.  Our  present 
day  opportunities  for  making  or  getting  the  culture  reports 
are  within  the  reach  of  nearly  every  practician.  A  careful 
physician  who  has  had  any  experience  with  epidemics  of  diph- 
theria will  be  able  to  make  a  comparatively  safe  diagnosis  from 
the  symptoms  already  outlined.  It  is  best,  however,  in  every 
doubtfnl  case,  for  the  sake  of  the  patient,  to  err  on  the  safe 
side  by  diagnosing  every  suspicious  case  as  true  diphtheria. 
Treatment,  now  accepted  as  correct  for  this  disease,  may  well 
be  given  for  spurious  cases  rather  than  to  take  any  chances. 
Our  greatest  danger  will  exist  in  the  masked  cases  which  we 
may  possibly  overlook.  With  bacteriological  opportunities  at 
hand  Uiere  should  be  no  excuse  for  a  mistake.  When  a  child 
presents  sore  throat  with  spreading  patches,  glandular  enlarge- 
ment, moderate  rather  than  high  temperature,  fetid  breath  and 
drowsiness,  together  with  a  weak  and  rapid  pulse,  it  is  safe  to 
make  a  diagnosis  of  diphtheria  and  treat  it  as  such.  A  differ- 
ential diagnosis  may  be  made  in  many  instances  by  a  careful 
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fitady  of  the  symptoms,  bnt  we  should  be  doubly  sure  by  making 
or  getting  a  bacteriological  report.  A  streptococcus  infection 
of  die  fauces  or  pharynx  is  frequently  met  with  and  simulates 
closely  true  dipbtberia.  DifEerentiation  can  be  made,  however, 
by  the  following  facts:  In  the  former  the  temperature  is 
higher,  the  breath  is  not  usually  fetid,  nor  the  toxemia  so 
marked.  The  exudate,  while  it  tends  to  spread,  does  so  slowly 
and  veny  often  remains  stationary.  If  in  these  cases  antitoxin 
is  used  there  is  not  a  disappearance  of  the  exudate  and  con- 
stitutional symptoms  as  in  true  diphtheria.  Follicular  ton- 
aiUitia  may  be  absolutely  differentiated  by  bacteriological  exam- 
ination. We  may,  however,  establish  the  diagnosis  clinically 
by  the  following  points  of  difference :  In  tonsillitis  the  mem- 
brane is  usually  confined  to  the  tonsils,  showing  in  the  early 
stages  the  exudate  coming  from  the  tonsillar  crypts,  while  in 
diphtheria  the  membrane  covers  the  tonsil  and  spreads  to  the 
fauces  and  uvula;  in  diphtheria  the  membrane  has  a  more 
dirty-yellow  color  and  bleeding  takes  place  when  it  is  detached. 
In  tonsillitis  the  febrile  manifestation  has  a  more  sudden 
onset,  and  the  temperature — ^for  a  day  or  two — may  be  much 
higher  than  in  diphtheria.  Albuminuria  is  rarely  present  in 
tonsillitis  and  the  disease  runs  &  short  course.  Scarlet  fever 
will  usually  offer  but  little  difficulty  in  diagnosis.  The  rash 
is  usually  present  and  is  generally  typical.  A  similar  rash 
may  appear  in  diphtheria,  but  generally  this  has  en  erythema- 
tous character.  Later  the  desquamation  will  positively  settle 
the  diagnosis. 

Prognosis. — Epidemics  of  diphtheria,  before  antitoxin 
was  discovered,  were  feared  more  than  those  of  any  other 
infectious  disease.  It  is  safe,  however,  to  say  that,  with  the 
early  and  heroic  use  of  this  agent,  we  may  treat  this  terrible 
disease  with  a  very  low  mortality.  The  complications  and 
sequelae — depending,  of  course,  upon  the  virulence  of  the 
epidemic  and  the  vital  resistance  of  the  patient — will  demand 
serious  consideration,  but  even  these  are  minimized  by  the  use 
of  antitoxin.  Ifuch,  however,  depends  upon  the  attention  and 
the  capability  of  the  attending  physician,  for  there  are  many 
features  of  tliis  disease  which  need  care  and  treatment,  aside 
from  the  specific  infection.  Cases  of  pseudo-diphtheria  will 
always  yield  to  symptomatic  treatment,  but  a  bacteriological 
examination  will  greatly  relieve  the  physician's  anxiety. 
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Tnalment. — The  prophylactic  treatmeDt  of  diphtheria  is 
of  great  importance.  iBolation  in  all  anapected  cases  must  be 
rigidl;  enforced.  Cultures  should  be  frequently  taken  from 
the  throat,  particularly  of  school  children  when  an  epidemic 
ia  raging,  and  this  will'  apply  also  to  those  who  hare  been 
exposed  or  who  have  the  care  of  a  diphtheria  patient.  One  ex- 
amination is  not  sufficient,  for  we  must  remember  that  the  diph- 
theria bacilli  may  remain  in  healthy  throats  for  a  long  time, 
without  active  development.  It  ia  never  safe,  during  an  epidemic, 
to  wait  for  positive  symptoms  in  those  who  have  been  exposed. 
The  mouth  and  nose  should  be  frequently  cleansed  and  anti- 
septic solutions  should  be  freely  employed.  Attention  should 
also  be  directed  constantly  towards  maintaining  the  general 
physical  reeistance  lest  one  become  predisposed  to  tb^  infec- 
tion. The  convalescence  will  require  constant  care,  not  alone 
for  the  suffering  patient,  but  from  the  fact  that  bacilli  may 
remain  in  the  throat  of  a  sufferer  long  after  the  cure  is  apparent 
and  thus  engender  a  constant  danger  of  exposing  others. 
Emphasis  should  be  given  to  this  suggestion  inasmuch  as  every- 
one is  liable  to  be  careless  in  handling  the  milder  cases. 

The  antitoxin  treatment  is,  to  my  mind,  our  most  reliable 
form  of  treatment,  and,  therefore,  it  is  my  belief  that  it 
should  be  promptly  and  thoroughly  employed  in  every  sus- 
pected case  from  the  very  beginning.  It  is  true  that  many 
in  the  profession  have  been  slow  to  accept  this  specific  agent, 
but  the  general  consensus  of  opinion  among  experienced  and 
unbiased  practicians  is  at  present  positive  as  to  its  early  use. 
There  are  many  physicians  who,  no  doubt,  feel  that  they  can 
manage  this  terrible  disease  with  their  internal  reinedies  and 
local  antiseptic  treatment.  Due  credit  should  be  given  to  those 
who  are  capable  of  doing  this,  but  to  me  it  seems  a  dangerous 
risk  not  to  use  antitoxin,  and  I  always  fear  that  the  favorable 
reports  of  such  treatment  which  are  recited  in  our  medical 
societies,  are  not  always  substantiated  by  a  careful  bacterio- 
logical proof  that  the  cases  were  really  diphtheria  and  not 
diphtheroid.  We  need  to  be  very  frank  in  this  respect,  for  our 
honest  aim  should  be  to  save  our  patients  without  any  bias  in 
favor  of  past  treatment.  It  has  been  my  experience  that  those 
who  report  unfavorable  results  from  the  use  of  antitoxin  either 
did  not  use  it  early  enough  or  in  sufficient  dosage,  or  neglected 
to  repeat  it  when  it  was  needed.     Hospital  experience  in  the 
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management  of  the  most  severe  cases  certainly  proves  bejond 
donbt  that  antitoxin  is  a  specific  <m  which  we  may  rely.  It  is 
dearly  settled  in  my  mind  that  many  of  those  malignant  eases 
which  heretofore  have  resisted  all  other  forms  of  treatment 
respond  to  the  prompt  and  thorough  nse  of  antitoxin.  With 
this  opinion  establkhed,  at  least  to  my  satisfaction,  I  do  not 
recognize  the  necessity  of  an  extended  discussion  relative  to  any 
other  method  of  treatment.  If  a  therapeutic  principle  is  truly 
demonstrated,  it  should  become  a  part  of  the  annamentarinm 
of  every  physician  without  prejudice.  It  certainly  is  not 
antagonistic  to  the  law  of  similars. 

The  amouni  of  antitoxin  which  should  be  used  must  be 
settled  by  the  requirements  of  each  individual  case.  Much 
discussion  has  taken  place  in  this  regard.  The  consensus  of 
expert  experience  has  established  the  fact  that  it  must  be  given 
in  sufficient  dosage  to  secure  antitoxic  effect.  For  this  pur- 
pose not  less  than  two  thousand  unite  of  the  standard  strength 
should  be  administered  at  the  first  instance.  Some  claim  that 
this  is  not  enough  even  in  children  and  many  expert  prac- 
ticians give  as  high  as  four  to  six  thousand  unite  at  the  first 
treatment.  The  dose  should  be  repeated,  according  to  indica- 
tions, in  six  to  twelve  hours.  In  many  cases  when  the  case  is 
seen  in  the  first  stages  the  initial  dose  is  sufiicient  for  twelve 
to  twenty-four  hours.  So  much  has  been  written  for  and 
against  the  use  of  this  specific  agent  that  it  seems  to  me  unneces- 
sary to  say  more  on  this  eubject  except  to  repeat  the  caution 
that  antitoxin  should  be  administered  early  and  in  siifficient 
dosage.  For  prophylaxis  in  the  case  of  those  exposed  anywhere 
from  two  hundred  to  five  hundred  units  may  be  used,  according 
to  the  age  of  the  patient. 

Local  applieatums  are  of  use  in  preventing  general  infec- 
tion. Peroxide  of  hydrogen  (50  per  cent  solution)  may  be 
used  as  a  gargle  or  in  the  form  of  a  spray.  DobeU's  solution, 
permanganate  of  potash,  carbolic  acid  preparations  and  similar 
adjuvants  have  been  used  with  success.  A  hot  soda  solution 
will  often  be  all  that  is  essential  for  this  purpose,  and  it  usually 
gives  prompt  temporary  relief. 

The  homeopathic  remedies  have  a  sphere  of  action  in  this 
disease  which  can  not  be  overlooked.  While  I  accept  the  specific 
treatment  with  antitoxin  I  am  equally  partial  to  the  indicated 
remedy  for  intercurrent  conditions  and  sequelae.     No  specific 
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agent  alone  will  answer  the  purpose  in  eveiy  case.  Remediee 
must  be  applied  for  a  condition  repreeented  by  a  sjmp- 
tomatolog;,  and  this  may  refer  to  featnres  apart  fnnn  the 
specific  poison.  Uany  of  oot  early-day  practicians  auccess- 
fully  cared  for  this  disease  before  antitoxin  was  discovered, 
and  it  is  possible  to  do  so  now,  bnt  it  seems  to  me  that  the 
risk  is  too  great  and  we  should  not  hesitate  to  accept  a  safe 
specific  e^>edieiit.  Mercurivs,  phytolaeca,  anenicum  iodid, 
araenieum,  kali  biehromicum,  kali  tnur.,  rhus  tox,  chlorid  of 
lime,  arum  triphyllmn,  ailanthus,  echinacea  and  many  similar 
remedies  will  have  a  wide  sphere  of  usefulness  in  the  treat- 
ment of  this  disease. 


vAsieu. 


Variola  is  an  acute  contagions  disease  characterized  by  a 
fever  and  eruption  with  its  four  definite  stages  of  papule, 
vesicle,  pustule  and  crust.  In  some  cases  cutaneous  and  vesicle 
hemorrhages  are  rare  symptoms. 

Etlolofy. — The  history  of  this  disease  is  supposed  to 
antedate  the  Christian  era,  and  its  ravages  in  this  and  European 
countries  are  sufficiently  known  to  warrant  the  omission  of 
any  historic  facte  regarding  it.  Our  bacteriological  knowledge 
pertaining  to  this  disease  is  not  complete,  inasmuch  as  no  one 
up  to  the  present  time  has  succeeded  in  isolating  the  specific 
micro-organism.  Soger  and  Weil  believe  they  found  specific 
bodies  in  the  pus  and  blood.  Funk  discovered  a  protozoon,  the 
sporidium  vaccinate,  while  Councilman  has  recently  claimed 
that  the  disease  could  be  traced  to  the  protozoon  cytoryctes 
variolae.  That  it  is  truly  an  infectious  disease  is  well  estab- 
lished, for  no  better  evidence  of  contagion  ever  existed  than 
is  manifest  by  an  outbreak  of  amall-pox.  The  infection  is 
probably  conveyed  by  particles  of  the  dried  scale  being  car- 
ried through  the  air  to  the  healthy.  The  exhaled  air,  as  well 
as  the  secretions  and  excretions  of  the  body,  are  also  factors  in 
ite  dissemination,  since  the  specific  poison  exists  in  the  blood 
as  well  as  in  the  pustules  and  scabs.  The  vitality  of  the  con- 
tagion is  evidenced  by  the  fact  that  it  may  remain  dormant 
for  a  long  time  in  clothing  and  furniture,  and  then  cause  an 
infection.  All  ages,  even  the  fetus  in  utero,  are  susceptible, 
and  no  race  is  exempt,  while  the  colored  race  and  people  of 
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inferior  type  in  civilization  are  more  liable  to  anfier  froni  its 
ravages.  The  conditions  favoring  the  reception  of  the  infec- 
tion are,  without  donht,  found  in  a  state  of  lowered  physical 
vitality,  as  well  as  faulty  nourishment  and  tinhygienic  sur- 
ronndings.  It  is  probable,  however,  that  any  one  who  has  been 
exposed  is  liable  to  oontract  the  disease.  One  attack  generally 
furnishes  inununity,  while  vaccination  is  onr  beet  means  of 
prevention.  Various  opinions  have  prevailed  relative  to  the 
period  in  which  the  disease  is  moat  contagious.  While  it  is 
probably  infectious  during  any  stage,  the  danger  ia  more  pro- 
nounced during  the  suppurative  and  desquamative  stages,  and 
less  Bo  during  the  initial  period. 

PitholofT. — The  morbid  anatomy  of  this  disease  embraces 
the  eruption  which  is  defined  under  the  symptomatology,  the 
hemorrhagic  infiltration  and  the  complications  which  may 
occur.  The  pustule  starts  in  the  ret«  mucoenm,  a  coagulation 
necrosis  taking  place  in  its  center,  while  the  surrounding 
reticular  spaces  are  crowded  with  serum,  leukocytes  and  fibrin. 
If  this  inflammatory  process  does  not  extend  very  deep,  healing 
may  take  place  without  any  scarring.  When  the  papillae  of  the 
true  skin  are  destroyed  a  pit  remalm  after  the  disappearance 
of  die  eruption.  The  spleen  may  become  hardened,  while  a 
cloudy  swelling  may  affect  the  cells  of  the  liver  and  the  kidney. 
Nephritis  may  appear  as  a  secondary  affection,  myocardial 
alterations  are  not  uncommon  and  endocarditis  or  pericarditis 
are  occasional  complicationB.  Catarrhal  inflammation  of  the 
larynx,  bronchi  and  Itmgs  may  appear  during  the  course  of 
the  disease,  and  hypostatic  congestion  is  otten  a  serious  com- 
plication. 

Synploms. — A  period  of  iTieubation,  lasting,  according  to 
the  receptivity  of  the  individual,  from  seven  to  twelve  days 
and  characterized  usually  by  insignificant  symptoms,  may  pre- 
cede the  onset,  which  generally  appears  suddenly  with  a  pro- 
nounced chill  or  a  chilly  sensation.  This  is  attended  by  violent 
muscular  pains  in  the  back  or  by  real  convulsions  when,  chil- 
dren are  affected.  Headache  is  intense  and  the  fever  develops 
rapidly,  the  temperature  rising  as  high  as  104°  or  105"  F.  in 
the  first  few  days.  The  pulse  is  rapid,  though  hard  and  strong, 
the  respirations  are  also  accelerated,  bronchitis  Is  often  present, 
the  tongue  is  coated  and  gastric  disturbances  are  prominent. 
The  patient  is  reeUees,  delirium  is  often  observed  and  a  state 
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of  stupor  maj  exiat  at  tliis  period.  The  initiiA  raali  appears 
about  the  aecood  da;,  and  this  may  assume  a  form  which 
resembles  a  diffuse  scarlatinous  rash  or  a  macular  form,  which 
resembles  the  eruption  at  measles.  This  eruption  may  have  a 
hemorrhagic  character,  purpuric  spotB  appearing  on  the  abdo- 
men and  thighs.     The  stage  of  invasion  lasts  about  three  days. 

The  characteritiic  eruption  appears  on  the  third  or  fourth 
day,  first  upon  the  forehead  and  then  extending  rapidly  over 
the  face,  scalp,  hands,  wrists  and  entire  body.  In  character 
it  is  macular,  like  measles,  light  red  in  color  at  first,  bnt  later 
it  becomes  dusky  red.  In  twenty-four,  or  at  least  forty-eight, 
hours  the  maculae  develop  into  distinct  papvlea.  These  feel 
li^e  shot  andemeath  the  skin  and  are  attended  by  much  itching 
and  burning.  On  the  fifth  or  sixth  day  the  apices  of  the  papule 
contain  liquid,  and,  as  the  entire  papule  becomes  filled,  vesicles 
with  marked  central  umbiUcation  are  formed.  Bj  the  eighth 
day  the  turbidity  of  the  vesicular  contents  becomes  bright  yel- 
low, the  umbilication  disappears  and  the  pustule  is  established. 
Each  pustule  is  usually  surrounded  by  a  red  border  unless  the 
eruption  is  confluent  when  the  pustules  coalesce.  The  parts 
as  a  whole  are  greatly  swollen,  the  face  particularly  showing 
the  disfiguration.  Pain  is  often  a  marked  symptom  on  account 
of  the  tension.  When  the  pustules  are  not  confluent  the  desic- 
cation begins  on  the  tenth  or  eleventh  day,  and  by  the  four- 
teenth day  the  papules  are  converted  into  crusts,  which  soon 
drop  off,  becoming  only  a  discoloration,  in  mild  cases,  or  in 
severe  cases  pits  or  scars,  which  finally  fade  into  white  spots. 
Invasion  of  the  mucous  membranes  by  the  eruption  is  a  simul- 
taneous feature  of  the  symptomatology,  the  mouth,  tongue,  soft 
palate,  pharynx  and  nares  being  the  most  frequent  parts 
affected.  Pustules  have  also  been  found  in  the  esophagus, 
trachea,  bronchi,  and  even  in  the  mucosa  of  the  gastro-intestinal 
canal.  When  the  mucous  membranes  are  affected  ulcers,  as  the 
result  of  maceration  of  tissue,  supplant  the  pustules. 

The  fever  of  variola  is  a  characteristic  one.  The  tem- 
perature, succeeding  the  chill,  rises  rapidly  to  103°-104''  F. 
with  some  evening  exacerbation.  When  the  papules  appear 
there  is  either  a  remission  or  a  complete  disappearance  of  the 
temperature.  When  the  pustular  stage  is  reached  a  secondary 
fever,  which  is  suppurative  in  character,  is  usually  experienced. 
This  will  be  mild  or  severe,  in  aoeordanoe  with  the  severity 
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of  the  diaease  and  tbe  extent  of  the  suppuration.  It  generally 
lasts  three  or  four  daye,  until  desiccation  takes  place,  and  then 
it  disappears  hy  lysis.  Any  septic  complication  will  give  rise 
to  a  continuation  or  a  recurrence  of  the  secondary  fever.  Other 
special  symptoms  will  exist  in  accordance  with  tbe  character 
of  the  complications. 

Modified  forma  ot  the  disease  often  exist.  The  confluent 
variety  was  more  common  in  early  epidemics  than  at  pres- 
ent. In  this  the  symptoms  of  the  invasion  are  more  severe, 
the  eruption  appears  earlier,  the  papules  are  more  numerous 
and  when  the  pustular  stage  is  reached  the  parts  involved  by 
the  eruption  present  a  continuous  suppurative  area.  The 
facial  disfigurement,  is,  therefore,  extreme,  and  this  is  often 
enhanced  by  the  septic  involvement  of  the  cervical  lymphatics. 
The  temperature  attains  a  higher  degree  than  in  tbe  discrete 
type,  the  nervous  symptoms  are  accentuated,  and,  as  the  typhoid 
state  is  liable  to  ensue,  the  patient  may  die  in  a  condition  of 
septic  coma.  Hemorrhagte  small-pox  is  recognized  in  two 
forms:  The  first  is  called  purpura  variolosa,  or  black  small- 
pox, which  is  usually  fatal,  the  hemorrhagic  symptoms  appear- 
ing very  early.  The  constitutional  symptoms  are  pronounced 
and  in  the  evening  of  the  second  day  the  hemorrhagic  rash  is 
recognized  by  small  punctiform  hemorrhages,  which  appear  in 
the  groins,  the  face  and  other  parts  of  the  body.  The  rash 
becomes  more  extensive  and  decidedly  more  hemorrhagic  in 
character  in  a  very  short  time.  Conjunctival  ecchymosea  and 
mncous  membrane  hemorrhages  appear  as  early  as  the  third 
day,  and  death  ma;  take  place  at  this  time.  Should  the 
patient  survive  longer  the  skin  assumes  a  purple  or  plum  color, 
and  this,  with  the  increased  conjunctival  and  mucous  mem- 
brane hemorrhages,  creates  a  frightful  facial  disfigurement. 
Hematuria,  hematemesis,  melena,  hemoptysis  and  even  metor- 
rbagia  in  females  may  add  additional  severity  to  the  symptoms. 
The  pulse  is  rapid,  small  and  hard,  the  respiration  is  quickened 
and  death  may  occur  as  early  or  even  earlier  than  the  sixth 
day.  The  atiier  form  of  hemorrhagic  small-poz  is  known  as 
variola  hemorrhagica  pttstulosa,  the  hemorrhage  being  noticed 
in  a  severe  case  of  variola  vera  during  the  vesicular  or  pustular 
stage.  WHle  the  hemorrhagic  phase  of  the  eruption  is  always 
a  dangerous  condition,  this  variety  is  not  so  alarming  as  the 
black  smallrpox  unless  it  appears  very  early.    If  the  bleeding 
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takee  plaoe  about  the  time  of  matnration,  recovery  is  possible. 
Mucous  membnuie  bemorrhage  is  a  conunon  feature  ib  tbie 
form,  and,  of  course,  tbis  adds  to  the  gravity,  death  usually 
resulting  as  early  as  the  seventh  or  eighth  day.  Variations  in 
the  virulence  may  tate  place  in  all  of  these  forms  in  different 
epidemics,  one  fonn  of  bleeding,  during  the  vesicular  stage 
being  particularly  mild.  An  abortive  form  has  been  described, 
in  which  a  speedy  recovery  occurs  after  tie  subsidauce  of  in- 
tense invasion  symptoms. 

Varioloid  is  a  modified  or  light  form  of  the  disease  which 
affects  those  who  have  responded  to  vaccination.  The  initial 
symptoms  are  mild,  the  papules  appear  as  early  as  the  third 
or  fourth  day,  and  are  few  in  number,  being  confined  to  the 
face  and  bands.  The  fever  is  slight  and  short  in  duration, 
no  secondary  temperature  being  recognized.  The  vesicular- 
stage  is  not  marked  and  pustules  rarely  appear.  The  affected 
parts  do  not  usually  show  any  signs  of  scar  tissue,  tbough,  in 
exceptionally  severe  cases,  all  the  extreme  symptoms  of  the 
disease  may  be  present.  In  these  cases  the  rash  sometimes 
assumes  a  "horn-pox"  appearance,  the  papules  becoming  dry 
and  hard  about  the  fourth  or  fifth  day.  In  some  instances 
varioloid  may  exist  in  young  patients  withoat  any  sign  of 
eruption. 

The  eomplications  which  are  frequently  associated  with 
variola  are  liable  to  be  as  serious  as  the  disease  itself.  Laryn- 
gitis, with  a  fatal  edema  of  the  glottis,  may  induce  sudden 
death,  while  broncho-pneumonia,  parotitis,  diarrhea,  vomiting 
and  albuminuria  are  conditions  always  to  be  watched  for. 
Cardiac  complications  are  fortunately  rare,  though  myocarditis 
with  endarteritis  of  the  coronary  vessels  is  sometimes  a  serious 
sequence.  IN'ervous  complications  are  often  the  cause  of  much 
concern.  In  children  convulsions  may  occur,  while  in  adults 
the  delirium  is  liable  to  become  violent  and  persistent,  or  it  may 
precede  a  fatal  coma.  Insanity  is  a  rare  sequela  and  a  miiltiple 
neuritis  may  give  rise  to  a  pseudo-tabes.  Arthritis  may  appear 
during  the  period  of  desquamation,  and  in  rare  instances  this 
may  be  followed  by  acate  necrosis.  In  the  convalescent  stage 
boils  and  painful  acne  are  often  troublesome,  and  conjunctivitis, 
though  uncommon  in  modem  practice,  is  sometimes  an  obstinate 
oomplicatiom 

Dla^osis, — Becognition  of  the  disease  is  helped  usually 
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by  the  knowledge  of  a  preTailmg  epidemic  and  the  cbBrecteriatic 
eruptiTe  Btages.  To  an  inexperienced  practician,  however, 
many  difficulties  will  ariae  in  the  differentiation  of  similar 
eruptive  diseaaee  in  their  early  stages.  Scarlatina  will  only 
be  confusing  in  the  early  stages  when  it  resembles  the  initial 
rash  of  variola.  Scarlatina,  however,  haa  a  more  intense 
and  a  universally  distributed  rash  over  the  entire  body,  and 
does  not  present  the  papular,  vesicular  or  pustular  stages. 
Measles,  in  its  macular  stage,  will  resemble  small-pox,  and 
many  errors  have  been  made  in  this  differentiation.  Measles, 
however,  has  none  of  the  severe  initial  muscular  pains,  while 
the  coryza  and  the  peculiar  cough  are  decidedly  suggestive.  In 
measles  the  fever  may  rise  with  the  eruption,  while  in  small- 
pox the  primary  temperature  subsides  as  the  eruption  appears. 
The  absence  of  the  shot-like  feeling  which  is  so  distinctive 
of  variola  is  also  a  marked  differentiation  in  the  early  stages, 
and  to  an  experienced  observer  there  will  be  no  further  doubt 
after  the  measles  eruption  is  well  established.  Should  hemor- 
rhage be  a  factor  in  this  disease  or  in  scarlatina  the  doubt,  of 
course,  will,  for  a  time,  be  enhanced.  Gerebro-spinal  fever, 
when  purpuric  spots  are  present,  will  offer  many  simulating 
symptoms,  but  the  retraction  of  the  head  and  Uie  attending 
rigidity  are  generally  sufficient  to  establish  the  diagnosis  and 
further  doubt  wiU  usually  be  removed  by  a  microscopic  exam- 
ination of  the  cerebro-spinal  fluid.  Impetigo  contagiosa  has 
no  initial  symptoms  resembling  small-pox,  the  eruption  is 
vesioulo-pustular,  superficial,  and  the  individual  lesions  are 
more  extensive  than  those  of  variola.  Pusttdar  syphUides  are 
not  attended  by  the  same  febrile  symptoms,  the  pustule  has  an 
indurated  base,  the  eruption  assumes  varioijs  forms,  the  color 
is  coppery  and  neither  umbilication  nor  pitting  takes  place. 
The  history  of  a  primary  lesion  is  also  a  confirming  factor. 
Varicella  will  cause  the  greatest  errors  of  diagnosis  in  mild 
epidemics  of  small-pox,  though  it  is  usually  confined  to  chil- 
dren and  may  appear  in  patients  who  have  been  vaccinated. 
The  period  of  invasion  is  usually  shorter,  the  onset  is  less 
intense,  and  a  prodromal  rash  is  rarely  present.  The  rash 
may  be  more  abundant  on  the  body,  the  papules  are  jiot 
"eiuMy,"  the  vesicles  are  more  superficial  and  rarely  umbil- 
icated,  and  the  "pocks  may  be  seen  in  all  stages  of  develop- 
ment side  by  side."    In  small-pox  the  vesicles  are  multiloeular. 
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while  they  are  invariably  unilocular  in  varicella.  In  the  latter 
disease  a  secondary  fever  rarely  occurs.  In  amall-poz  the 
blood  examination  will  reveal  a  leukocytosis,  "the  large  mon- 
onuclears being  increased  from  4  to  10  per  cent  and  the  mye- 
locytes from  2  to  10  per  cent.  In  the  hemorrhagic  form 
nucleated  red  oells  may  be  found." 

Pn^Mit. — The  milder  epidemics  which  seem  to  prevail 
at  the  present  time,  together  with  the  better  general  care  of  the 
patimt,  has  reduced  the  mortality  decidedly.  The  severe  cases 
of  the  confluent  variety  and  the  hemorrhagic  forms  are  always 
to  be  feared.  The  young  are  more  liable  to  succumb,  while 
dark-complexioned  peoples  nsually  have  a  more  severe  form  of 
the  disease.  The  gravity  of  the  disease  is  enhanced  by  intem- 
perate habits  and  general  physical  debility.  Oomplications 
are  always  unfavorable  conditions,  and  the  extreme  initial 
symptoms  are  suggestive  of  a  fatal  outcome.  High  temperature, 
delirium  and  coma  are  imfavorable  phases. 

Tnalment. — The  treatment  of  this  serious  disease  has 
undergone  many  modifications  during  the  past  few  years,  and 
the  old  and  barbarous  methods  which  once  prevailed  have, 
fortunately  for  the  sufferer,  been  abandoned.  Prophylaxis  is 
a  requirement  which  no  physician  should  neglect.  The  proper 
authorities  should  at  once  be  notified  and  the  patient  should 
be  safely  isolated.  Those  who  have  been  exposed  should  be 
immediately  vaccinated,  as  this  procedure  not  only  modifies 
the  attack  should  one  he  infected,  but  it  is  a  means  of  general 
protection  as  well.  Today  few  of  those  who  are  exposed  are 
liable  to  contract  the  disease  when  prompt  and  suoceeaful  vac- 
cination is  accomplished.  The  gen^vl  management  of  the 
case  will  contemplate  all  the  requirements  of  modem  febrile 
treatment,  and  the  diet  should  be  of  liquid  diaracter  in  the 
early  stages,  as  well  as  light  and  limited  during  the  period 
of  oonvaleaoence.  The  room  should  be  well  aired  and  "com- 
fortably oooL"  Fresh  air  is  an  essential  which  should  not  be 
overhx^ed.  The  cool  sponge  bath  should  be  employed  the 
same  as  in  the  treatment  of  typhoid,  and  the  bowels  should  be 
regulated  by  cathartic  or  by  high  salines,  as  may  seem  best 
in  individual  cases. 

Local  applications  for  the  care  of  the  eruption  are  not  so 
generally  employed  as  in  the  past  Thus  the  pastes  and  caus- 
tics, as  well  as  the  punctures  of  the  puatoles,  have  been  prao- 
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ticall;  disoarded.  It  may  be  well  to  protect  these  from  the 
extreme  light;  and  oold  water,  containing  a  mild  aotiseptic 
may  be  applied  on  well-eaturated  pieces  of  lint.  The  wet 
drrasing  may  be  maintained  for  a  longer  period  without  renewal 
by  applying  a  piece  of  oiled  silk  external  to  the  lint.  When 
the  cruBte  form,  moistaie  may  be  maintained  by  the  frequent 
application  of  olive  oil  or  glycerin,  which  also  relieves  the 
intense  itohuig  to  a  certain  extent.  Recently  the  following 
treatment  has  come  into  vogae.  It  consists  in  painting  pnre 
carbolic  acid  over  a  limited  affected  area  wiUi  a  camel-hair 
brush,  applying  the  acid  to  each  individual  vesicle,  care  being 
taken  not  to  touch  the  interrening  healthy  tissue.  It  is  im- 
portant to  encourage  the  early  removal  of  the  scabs  by  the  use 
of  oil  applications.  Care  of  the  inflamed  parts  must  be  con- 
tinued assiduously  during  the  convalescent  stage  to  avoid  scar- 
ring. The  eyes  will  need  frequent  irrigation  with  eollyria  to 
avoid  BcriouB  sequences.  The  complications  will  be  met  in  the 
same  manner  as  in  other  diseases;  laryngeal  edema  often 
demanding  tracheotomy,  cardiac 'Weakness  calling  for  stim- 
ulants, and  broncho-pneumonia  requiring  specially  indicated 
remedies.  The  old  custom  of  giving  a  teaspoonful  of  vinegar 
three  or  four  times  daily  is  still  a  favorite  procedure  on  the 
part  of  many  modem  practicians. 

Homeopathic  physiciana  have  been  very  successful  in  their 
treatment  of  this  disease,  and  this  is  due  to  the  fact  that  they 
have  depended  largely  upon  their  indicated  remedies.  Aconite 
has  been  a  serviceable  remedy  in  the  initial  stage,  as  it  cor- 
rects the  restless  condition  ami  die  peculiar  characteristics  of 
the  fever  at  that  period.  BelUidonna  and  rhus  tox  have  like- 
wise been  useful,  inasmuch  as  they  successfully  meet  the  symp- 
toms of  congestive  character  or  the  toxic  manifestations  of  a 
low-grade  fever,  Verairum  viride  has  a  decided  -influence  in 
the  cases  of  ^gh_leffiEerature  with  increased  vascular  tension. 
OeUemium  covers  many  of  the  symptoms  of  the  early  stage, 
particularly  when  the  terrible  backache  and  muscular  pains  are 


When  the  eruption  appears  we  shall  have  an  opportunity 
to  use  many  of  our  homeopathic  remedies.  Apis  mellifica  will 
apply  to  the  initial  stage,  when  the  burning  urticarial  rash  has 
a  peculiar  stinging  sensation,  and  it  will  be  useful  in  the  later 
stages,  wheo  edeoia  about  the  eyes  ensues  and  becomes  general 
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Croton  tigiium  will  often  be  of  uee  when  the  vesiclee  develop, 
and  it  may  frequently  be  continued  through  the  pustular  Btage. 
Vaecminum  has  been  used  extensively  by  practicians  of  our 
school,  and  many  good  results  are  reported  as  a  result  of  its 
employment.  Tartar  emette  has  probably  been  advocated  more 
frequently  than  any  other  remedy  included  in  our  phar- 
macopeia. The  general  consensus  of  opinion  seems  to  indicate 
that  it  should  be  given  in  the  early  stages  rather  than  at  the 
period  of  vesicular  or  pustular  development,  though  it  is 
naturally  indicated  with  these  symptoms.  Thuja  was  recom- 
mended by  Benninghansen  as  an  important  early  remedy,  but 
little  has  been  written  upon  this  remedy  of  late.  Svlphur, 
hepar  sulphur,  aUicea  and  mercuriua  have  been  suggested  for 
the  early  eruptive  stage.  In  hemorrhagic  cases  we  may  expect 
results  from  the  use  of  secale,  hajnamelis,  nitric  aetd,  phoa- 
phona,  croiaius  and  lacheats. 


VACCINATION  DISEASE. 

Vaccinia  is  an  infectious  disease  which  follows  from  the 
inoculation  of  man  with  the  vims  from  cow-pox.  This  is 
characterized  by  the  local  pox  and  the  mild  constitutional  dis- 
turbance which  usually  affords  protection  against  variola, 
Without  undertaking  the  various  theories  as  to  the  nature  of 
vaccinia,  the  methods  of  lymph  preparation  or  the  technique  of 
vaccination,  it  is  perhaps  sufficient  to  state  that  vaccination  is 
our  only  safeguard  against  the  spread  of  small-pox,  and  it 
should  be  employed  by  all  who  practice  medicine.  It  is  per- 
haps best  to  vaccinate  infants  a  few  months  after  birth,  while 
this  precaution  should  not  by  any  means  be  delayed  longer 
than  puberty.  Eevaeeination  should  be  instituted  at  least  every 
six  or  seven  years,  or  whenever  there  is  a  danger  of  exposure. 
The  fact  that  vaccination  does  not  "take"  in  several  opera- 
tions does  not  necessarily  insure  the  patient's  immunity,  and 
for  that  reason  physicians  should  be  careful  in  their  statements 
in  that  respect 

The  symptoms  of  vaccination  appear  nearly  as  follows: 
From  three  to  seven  days  after  the  operation  a  small  red  papule 
appears  at  the  point  of  scarigcation  and  two  or  three  days 
later  a  vesicle  develops.  By  the  ninth  day  this  is  fully  developed 
and  umbilicated ;  it  contains  a  colorless  lymph,  is  moltilocular, 
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surrounded  by  au  inflamed  areola  and  itches  exceeaivelj.  The 
surrounding  inflammation  and  induration  may  vary  in  different 
cases;  frequently  an  erythematous  rash  may  affect  the  whole 
arm  and  the  swelling  ia  oft«n  pronounced,  the  axillary  or 
Inguinal  glands  partaking  of  the  inflammation.  In  ten  or 
twelve  days  the  puatule  dries  up,  the  eymptoms  gradually  sub- 
side and  the  scab  develops,  usually  remaining  on  the  arm  for  a 
long  time.  Suppuration  should  not  take  place  if  aseptic  pre- 
cautions are  taken  during  the  vaccination  or  the  dressings 
afterward.  tJnfortunately  too  many  patients  vaccinate  them- 
selves,  and  it  is  not  expected  that  they  will  take  more  than 
ordinary  precautions  in  cleanliness. 

The  treatment  of  a  vaccination  should  not  be  required, 
but  when  infection  takes  place,  or  when  the  erythematous 
swelling  is  extensive,  a  wet  boraeie  dressing  may  be  required. 
This  is  the  best  kind  of  local  treatment  and  greet  precantion 
should  be  used  in  advising  the  patients  against  vaselin  applica- 
tions, etc.  Internal  treatment  will  include  such  remedies 
as  belladonna,  baptisia,  arnica,  hamamelis  and  kepar  sulphur, 
ailieea  and  thuja. 


VARICELLA. 


Varicella  or  chicken-pox  is  an  acute  contagions  disease  of 
children,  eharact«rized  by  a  cutaneous  eruption  which  is  pap- 
ular, vesicular  and  pustular,  and  a  fever  with  mild  constitu- 
tional symptoms. 

EtIoloiT.: — It  is  particularly  a  disease  of  childhood,  the 
majority  of  cases  occurring  under  the  sixth  year.  It  prevails 
usually  in  the  epidemic  form,  though  sporadic  cases  may  be 
found  from  time  to  time.  While  in  many  ways  the  disease 
simulates  small-pox,  they  are  not  the  same,  inasmuch  as  neither 
furnishes  immunity  from  the  other. 

Symptsms.— The  incubation  period  lasts  from  ten  to 
twelve  days  and  the  invasion  may  be  announced  by  a  chill  or  a 
chilly  sensation,  which  in  some  children  amounts  to  a  convul- 
sion. The  eruption  develops  within  twenty-four  hours,  and 
often  this  is  the  first  expression  of  the  child's  illness.  A  pro- 
dromal rash  rarely  appears.  The  eruption  is  found  first  on  the 
trunk,  though  it  may  b^n  on  the  face  and  forehead.  The 
first  sign  is  that  of  raised  red  papules,  which,  in  a  few  hours. 
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are  transformed  into  hemiapberical  reeicles,  containing  a  clear 
or  turbid  fluid.  There  is  rarely  nmbilication  or  areola,  and 
the  eruption  is  much  more  superficial  than  that  of  variola.  The 
surrounding  skin  does  not  seem  to  be  affected  b;  the  inflam- 
matory invasion,  and  there  is  very  little  edema.  Id  about 
thirty-six  or  forty-eight  hours  the  vesicular  contents  become 
pustalar  and  by  the  third  or  fourth  day — at  the  end  of  a  week 
at  the  latest — they  are  converted  into  dark  brown  cmsts,  which 
soon  fall  off,  leaving  no  scars,  though  pitting  may  take  place  if 
suppuration  has  been  encouraged  by  scratching.  Fresh  crops 
develop  daring  the  first  two  or  three  days,  so  that  pocks  in  all 
stages  of  development  are  present  and  this  constitutes  the 
marked  differentiation  in  comparison  to  small-poz.  The  erup- 
tion never  becomes  confluent  and  the  pocks  are  not  usually  so 
numerous  as  in  small-pox.  Sometimes  the  vesidee  become 
very  large  and  resemble  bullae.  Itdiing  is  usually  intense,  and 
frequently  causes  the  child  to  scratch  the  parts  until  the  sup- 
purative process  is  encouraged  to  the  extent  that  sores  develop 
and  ugly  scars  remain  after  the  disease  is  cured. 

The  temperature  is  highest  on  the  second  or  third  day, 
when  the  eruption  begins  to  appear.  In  mild  cases  this  may 
be  aa  high  as  101°  or  102°  F.,  while  severe  cases  will  register 
a  temperature  as  high  as  104°  for  a  day  or  two  only.  The 
majority  of  cases  are  mild,  and  these  are  characterized  by  the 
slight  fever  and  the  small  number  of  eruptive  spots.  The  tcan- 
perature  subsides  gradually  as  the  eruption  disappears.  Other 
symptoms  are  rare. 

Gomplications  may  arise  in  certain  cases,  but  usually  these 
are  rare.  Erysipelas  may  develop  in  the  neighborhood  of  the 
pustalar  pocks,  and  this  is  often  a  serious  complication  in 
delicate  children.  Adenitis  may  also  co-exist  in  tubercular 
subjects,  and  suppuration  is  liable  to  take  place  in  such 
instances.     Nephritis  is  a  rare  but  serious  sequence. 

Diafnesis  and  Protaasls. — Varicella  has  already  been 
differentiated  from  variola,  and  it  is  not  usually  a  diiScuIt 
matter  to  compare  this  with  other  diseases.  The  appearance  of 
the  rash  on  the  body  first,  its  superficial  character,  the  bleb-like 
appearance  of  the  veeicles,  the  absence  of  an  infiltrated  area 
surrounding  each  vesicle  and  the  different  stages  of  the  papular, 
vesicular  and  pustular  development  will  settle  the  diagnosis. 
The  prognosis  is  always  favorable  in  the  majority  of  cases, 
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Imt  due  care  ahonld  be  taken  during  the  eruptive  stage  against 
improper  expoenre. 

Treatmenl. — Proper  isolation,  hygienic  snTronndinga  and 
sufficient  rest  in  bed  are  the  most  mandatory  essentials.  The 
diet  should  be  light,  the  parts  should  be  occasionally  washed 
with  a  weak  carbolic  solution  and  the  indicated  remedy  should 
be  given.  Tartar  emetic,  Bulphur,  hepar  sulphur,  croton  iig- 
Hum,  as  well  as  aconite,  hetladonna,  rhus  iox  and  geUemium, 
should  be  considered. 


SCARLET  PIEVEK. 

'  This  is  an  acute  contagious  fever  which  is  characterized  by 
a  diffuse  scarlet  eruption,  with  desquamation,  fancitis,  nephritis 
and  other  sequelae.  It  is  usually  a  disease  of  childhood,  though 
no  age  is  exempt.  It  is  endemic  in  cities,  but  it  may  appear  in 
epidemics  from  time  to  time. 

Etiology* — The  organism  which  causes  scarlet  fever  has 
not  yet  been  discovered.  The  streptococcus  pyogenes  has  been 
found  in  many  instances,  but  this  may  be  due  to  the  complica- 
tions which  may  attend  the  disease.  Class  claims  the  discovery 
of  a  diplococcus  scarlatinae  in  the  blood,  throat  secretions, 
epidermal  scales  and  the  urine  of  the  scarlatinal  patient,  and  he 
has  made  experiments,  with  partial  success,  to  obtain  an  anti- 
toxin. The  virus  is  probably  conveyed  by  the  epidermal  scales 
and  throat  and  nose  excretions.  It  has  for  a  long  time  been 
maintained  that  the  exfoliated  epithelium  was  the  sole  agency 
of  contagion.  For  this  reason  the  disease  was  not  supposed  to 
be  communicable  except  at  this  period  and  physicians  have 
generally  considered  it  sm  non-contagious  before  the  eruption 
was  well  established.  Exceptions  to  this,  no  doubt,  exist,  for 
cases  are  on  record  in  which  the  disease  has  been  conveyed  by 
naso-pharyngeal  secretions,  even  after  the  period  of  desquama- 
tion. 

The  conveyance  of  the  organism  takes  place  by  contact 
with  the  patient,  though  it  ma;  be  distributed  by  fomites.  The 
long  life  of  the  organism  makes  the  contagion  a  possibility  until 
the  desquamation  period  ia  entirely  passed,  and  its  tenacity  is 
so  great  that  it  may  remain  in  articles  of  furniture  for  a  long 
time.  Thus  the  scaly  particles  are  freely  disseminated  in  the 
air  and  anything  which  has  been  touched  by  the  patient  or  the 
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attendants  may  conununicate  the  poison  even  after  the  patient 
IB  cured.  ThoBe  who  have  been  near  a  scarlatina  patient  should 
obserre  proper  disinfection.  The  infection  is  usnally  com- 
municated throngh  the  respiratory  tract  to  the  throat  and  the 
systemic  involvement,  in  moat  cases,  starts  here.  The  ali- 
mentary oanal  may  also  be  the  medium  for  its  entrance,  and 
this  has  been  evidenced  by  the  epidemics  occurring  throngh 
milk  contamination.  It  is  claimed  that  the  blood  may  convey 
the  disease,  as  pregnant  mothers  have,  in  rare  instances,  given 
it  to  the  child  in  utero.  Predisposing  factors  are  of  some  im- 
portance, as  children  under  10  years  of  age  are  most  fre- 
quently afflicted.  Infants  are  less  liable  to  contract  it,  and 
it  is  of  rare  occurrence  in  adults  even  when  exposed.  Open 
wormde  may  be  the  media  for  its  conveyance,  and  seasons 
have  something  to  do  with  its  development,  for  it  often  pre- 
vails in  epidemics  during  the  autumn  and  winter  months. 
Single  attacks  usn&lly  bestow  an  immunity. 

Palholsty. — There  is  no  characteristic  morbid  anatomy 
in  this  disease  other  than  the  typical  eruption,  the  throat  com- 
plications and  the  occasional  sequelae.  The  ezanthem  disap- 
pears after  death  unless  hemorrhagic  extravasations  are  pres- 
ent. In  rare  malignant  types  a  post-mortem  eruption  may  be 
seen.  Visceral  engorgements  may  be  noted  in  case  of  an  early 
demise  and  ulcerative  lesions  may  be  found  in  the  throat  and 
adjacent  structures.  Visceral  changes,  characteristic  of  other 
infectious  diseases  and  the  pathological  phases  which  attend 
the  various  complications  are  referred  to  under  other  subjects. 
The  blood  is  dark  and  its  coagulability  is  impaired. 

SymptoiDB. — The  inciibation  period  may  vary  from  one 
to  eight  days  and  prodromes  are  often  absent.  The  tnva«ton 
usually  occurs  suddenly,  sore  throat  often  being  the  first  com- 
plaint. Nausea  is  often  an  early  disturbance,  and  vomiting 
is  a  characteristic  initial  symptom.  The  pulse  is  strong,  rapid 
and  hard,  often  being  as  high  as  120-140  in  the  beginning. 
The  temperature  rises  rapidly  to  103''-105''  F.,  and  is  liable  to 
remain  high  for  a  few  days. 

The  eruption  appears  usually  on  the  second  day,  though 
it  may  be  delayed  or  irr^ular  in  its  development.  It  is  recog- 
nized at  first  on  the  neck  and  chest,  but  it  may  appear  first  on 
the  abdomen  or  any  part  of  the  body,  and  from  these  points  it 
covers  the  fflitire  surface.     The  rash  is  characterized  by  its 
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nnilonn  scarlet  oolor,  which  haa  given  rise  to  the  descriptive 
term,  "boiled  lobster  appearance,  which  contrasts  distlnctlj 
with  the  pale  lips."  A  more  careful  examination  will  reveal 
the  multitadinoiis  red  points,  surrounded  by  an  erythematous 
blush,  though  the  erythema  may  be  slight  in  some  cases.  The 
redness  disappears  by  pressure,  but  promptly  returns  when 
the  pressure  is  removed.  In  some  instances  the  rash  may  be 
patchy,  thus  simalatlng  measles,  while  a  dus^  color  and 
hemorrhagic  extravasations  may  be  features  of  malignant  casoe. 
Vesicles  with  turbid  contents  are  characteristic  of  scarlatina 
miliaris.  The  face,  in  rare  instances,  may  show  no  signs  of 
the  rash.  When  the  eruption  is  pronounced  the  burning  and 
itching  is  often  intense,  and  roughness  of  the  skin  may  be 
determined  by  palpation.  In  a  few  days  the  rash  begins  to 
fade,  leaving  the  skin  mottled  and  dry.  Desquamation  com- 
mences with  the  abatement  of  the  rash,  usually  in  the  order  of 
the  eruptive  development  reaching  ita  maximum  intensity  about 
the  tenth  day.  In  mild  oas^  this  may  be  detected  with  diffi- 
cult, but  in  severe  forms  it  may  be  prolonged  for  weeks.  This 
is  a  very  important  period  in  the  treatment,  for  the  contagion 
is  disseminated  by  these  scales. 

The  iongue  is  red  at  the  tip  and  edges,  with  the  papillae 
standing  out  prominently  through  the  coating.  In  a  few  days 
this  coating  clears,  giving  a  clean  red  appearance,  which,  with 
the  protruding  papillae,  has  been  termed  the  "strawberry 
tongue."  The  mouth,  pharynx  and  tonsils  are  also  bright  red 
and  sore  throat  is  a  prominent  symptom.  In  malignant  cases 
this  may  partake  of  the  diphtheritic  character.  The  nervous 
symptoms,  which,  in  the  beginning,  may  take  the  form  of  con- 
vulsions, are  represented  later  by  restlessness  and  delirium, 
which  is  often  active  when  the  temperature  is  high.  The 
decline,  of  all  symptoms  in  the  typical  case,  takes  place  grad- 
ually as  defervescence  ensues.  Should  the  fever  continue 
longer  than  a  week  or  ten  days,  tonsillar  ulceration,  infection 
of  die  cervical  glands,  otitis  media  and  nephritis  may  be  feared. 
Levkoeytosis  develops  early  and  is  most  pronounced  when  sup- 
puration ensues  as  the  result  of  complications.  The  urine,  in 
mild  cases,  may  be  scfuity  and  high  colored,  with  an  excess  of 
urates  and  uric  acid. 

Several  types  of  the  disease  have  been  observed.  A  mild 
form  occurs  when  the  rash  is  the  only  su^estive  symptom.     In 
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these  easee  the  stage  of  invasion  presents  no  Bymptonis  and 
none  of  the  subsequent  features  of  the  typical  disease  are  in 
evidence.  Scarlatina  may  also  exist  without  eruption^  and  it 
will  only  be  discovered  by  the  acre  throat  and  the  strawbeny 
tongue,  together  with  a  slight  fever  and  the  development  of  new 
oases.  Nephritis  may  be  feared  in  either  of  these  forms.  Trau- 
matic scarhiina  is  that  variety  in  which  the  eruption  starts  in 
a  wound  and  spreads  over  the  body  from  this  point. 

The  anginose  form  is  characterized  by  the  severity  of  the 
throat  symptoms,  the  swelling  of  the  fauces  and  tonsils,  caus- 
ing marked  dysphagia.  A  false  membrane  may  develop  on 
these  parts  and  extend  to  the  larynx,  pharynx,  nasal  cavities, 
trachea  and  brondii.  The  throat  conditions  and  the  general 
sepsis  resemble  diphtheria  and  frequently  the  Klebs-Loeffler 
bacillus  is  a  factor,  though  the  streptococcus  pyogenes  is  the 
more  constant  micro-organism.  The  malignani  form  of  scar- 
latina is  characterized  by  the  grave  systemic  poisoning,  the 
initial  prostration,  and  the  intense  adynamia  with  cardiac 
depression.  The  respiration  is  always  accelerated,  the  skin  is 
dusky,  the  eruption  is  slight  and  atypical,  while  the  pulse  and 
temperature  are  unusually  high.  Delirium  is  an  early  symp- 
tom, and  death  usually  comes  as  the  result  of  early  coma  and 
convulsions.  The  hemorrhagic  form  is  recognized  by  the 
hemorrhagic  extravasations,  epiataxis  and  occasional  hema- 
turia. The  poorly  nourished  children  are  most  frequently 
afflicted  with  this  form  and  usually  die. 

The  complications  which  occur  in  connection  with  scarlet 
fever  are  numerous  and  generally  severe.  Acute  nephritis  is 
quite  common  and  is  always  to  he  regarded  with  apprehension. 
It  is  a  feature  of  the  mild  cases  as  well  as  the  severe,  and, 
while  it  is  more  liable  to  appear  after  desquamation  is  well 
established,  it  is  even  more  severe  when  it  develops  in  the  earlier 
stages.  The  specific  cause  is,  therefore,  a  factor,  though  its 
appearance,  usually  during  the  period  of  desquamation,  would 
indicate  that  the  increased  activity  of  the  kidneys,  when  the 
skin  function  is  impaired,  has  much  to  do  with  this  complica- 
tion. The  nephritis  is  generally  parenchymatous  in  character, 
though  it  may  partake  of  the  acute  interstitial  variety.  It  is 
fortunate  that  this  complication  when  recognized  early  and 
cared  for,  usually  disappears.  Otitis  is  a  very  serious  and 
painful  complication,  arising  from  an  extension  of  the  inflam- 
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mation  of  the  eustachian  tube  to  the  middle  ear.  This,  with 
all  its  attending  features,  may  arise  during  the  early  stages 
of  the  disease  or  it  may  appear  at  any  time  when  there  is  an 
associate  py<^nic  infection.  Meningitis  may  arise  in  con- 
nection with  otitis  or  appear  as  a  sequence  of  scarlatina.  Ade- 
nitis may  be  a  complication  of  any  form,  and  become  very 
serious  by  extensive  involvement  and  suppuration.  Seorlaiinal 
aynoviiig  occurs  in  many  cases  during  the  early  stages  of  the 
diseasA  or  at  the  time  of  defervescence  as  a  result  of  the  specific 
poison.  Septic  arthritis  may  also  appear  after  a  suppurative 
involvement  of  the  tonsils.  The  true  scarlatinal  arthritis  affects 
the  wrists  most  frequently  and  less  commonly  the  small  joints, 
the  elbows  and  the  anUes.  In  septic  involvement  the  knees 
are  more  frequently  implicated.  Typical  rheumatic  arthritis, 
with  endocarditis,  is  a  rare  complication.  Gardiae  eompliea- 
iions  will  depend  upon  the  severity  of  the  disease  and  the  treat- 
ment which  is  instituted.  If  the  patient  lb  kept  warm  and  in 
bed  imtil  the  disease  is  absolutely  cured  and  no  stimulating 
drugs  have  been  administered,  we  may  minimize  this  danger. 
On  the  other  hand,  if  a  cardiac  weakness  preexists  we  may 
fear  an  accentuation  of  that  trouble.  Endocarditis  ia  probably 
the  most  common  sequela  of  this  kind,  though  pericarditis  is 
not  rare.  Pneumonia,  either  broncho  or  lobar,  may  complicate 
scarlatina,  appearing  mcst  frequently  between  the  tenth  and 
fifteenth  day  of  the  disease.  Nervous  affections  are  commonly 
expected,  as  the  disease  appears  most  frequently  at  the  time 
when  the  child  is  susceptible  to  chorea  and  other  functional 
disorders  of  this  kind.  Paralyses  and  multiple  neuritis  are 
also  possibilitiee,  as  are  convulsions  and  hemiplegia. 

KatUtlit. — In  the  typical  case  it  will  not  be  difBcult  to 
make  the  diagnosis,  as  the  peculiar  rash  following  the  short 
period  of  incubation  is  the  most  distinctive  feature.  When 
the  masked  forms  appear  the  best  diagnostician  will  be  con- 
fused. The  throat  symptoms,  tlic  nephritis  and  the  detection 
of  the  scales  in  the  bed  should  direct  our  attention  to  cases  of 
this  kind.  The  punctate  character  of  the  eruption,  when  slight, 
is  often  a  determining  factor.  The  differential  diagnosis  must 
take  into  consideration  several  other  diseases.  Drug  rashes 
are  often  oonfusing,  but  these  are  rarely  so  diffuse  as  that  of 
scarlatina.  Belladonna  eruption  is  short  in  duration  and  fur- 
nishes no  constitutional  symptoms.    Measles  will  be  diagnosed 
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bj  the  later  appearance  of  the  eruption,  the  mottled  character 
of  the  rash  with  its  irr^ular  patches  and  thin  erescentic  out- 
lines, the  more  extensive  inToIvement  of  the  face  and  the  usual 
absence  of  throat  symptoms.  The  coryza  which  precedes  and 
the  cough  which  persists  are  also  good  differential  symptoms. 
Rotheln,  or  rubella,  slightly  simulates  the  rash  of  scarlatina, 
but  it  has  no  signs  of  desquamation,  throat  symptoms  are  rare, 
it  is  shorter  in  duration  and  the  constitutional  disturbance  is 
slight.  Acute  exfoliative  dermatitis  resembles  scarlatina  dur- 
ing the  eruption,  but  the  desquamation  begins  earlier  and 
involves  the  hair  and  nails.  It,  moreover,  resembles  scales  and 
crusts,  and,  after  it  is  cast  off,  leaves  a  moist  surface,  from 
which  a  second  exfoliation  may  follow.  Throat  and  constitu- 
tional symptoms  are  not  marked. 

Profnotls. — The  prognosis  varies  according  to  the  severity 
of  the  epidemic,  the  character  of  the  disease  and  the  vital 
resistance  of  the  patient.  The  malignant  form  is,  of  course, 
serious,  and  the  complications,  particularly  nephritis,  are  al- 
ways to  be  regarded  with  apprehension.  Now  that  its  infectioM 
nature  is  known,  we  naturally  take  more  than  ordinary  care 
so  far  as  diet,  warmth  and  hygiene  are  concerned.  Under 
homeopathic  treatment  the  mortality  has  been  reduced  to  the 
minimum. 

Treatment. — Aside  from  the  quarantine,  which  is  neces- 
sary for  prophylaxis,  the  general  treatment  of  this  disease  will 
be,  for  the  most  part,  symptomatic.  Should  the  temperature 
be  very  high,  the  treatment  should  include  cool  or  tepid  sponges, 
the  same  as  in  typhoid.  Bestriction  of  the  diet  to  liquids, 
the  employment  of  cool  sponges  at  stated  intervals  and  the  care 
of  the  bowels,  according  to  their  condition,  will  all  be  proper 
considerations  in  the  management  of  the  case.  Normal  salt 
enemas,  bathing  and  the  drinking  of  a  sufficient  amount  of 
pure  water  will  encourage  the  eliminatiaa  by  skin,  bowels  and 
kidneys,  which  is  so  essential  to  a  cure.  Should  delirium 
appear,  and  particularly  when  there  are  meningeal  symptoms, 
an  ice  bag  over  the  occiput  and  cervical  region  is  always  indi- 
cated. Fever  ia  best  controlled  by  the  homeopathic  remedies 
which  certainly  do  not  contraindicate  the  febrile  sponge.  The 
use  of  antipyretics  should  always  be  discouraged.  Treatment 
for  the  throat  may  demand  hot  soda  gargles,  listeria,  guaiao, 
peroxide  of  hydrogen    (1-3),  a   carbolic    spray    (1-60),    or 
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the  direct  application  of  an  aBtringeut  like  iclitlioldin  or  gnaia- 
oolvasogen.  Cold  applieaiiona,  or  often  an  ice  bag,  relieve 
the  throat  swellinga  in  some  caeee.  Inunctions  are  required 
as  sooD  as  desquamation  begins  in  order  to  limit  the  spread 
of  the  contagion,  and  for  thie  purpose  carbolized  petroleum  ia 
as  good  as  anything. 

When  the  bath  is  given  the  wasbinge  should  be  rendered 
innoonous 'with  a  germicide,  like  corrosive  sublimate  (1-1000). 
When  possible  the  hair,  should  be  cut  and  the  scalp  shaved, 
and  as  little  upholstered  furniture  as  possible  should  be 
used  in  the  room.  After  recovery  the  formaldehyd  lamp 
should  be  burned  in  the  room  at  intervals  for  a  long  time,  the 
paper  should  be  removed  from  the  waU  and  everything  which 
has  been  in  the  room  should  receive  prompt  disinfection.  A 
weak  bichlorid  solution  should  also  be  used  in  washing  the 
patient  before  he  is  allowed  to  go  free.  Much  more  thorough 
care  should  be  given  to  the  bed  clothing  which  has  been  used 
about  the  patient.  This  should  be  washed  and  thoroughly 
boiled  at  home,  and  not  sent  to  a  laimdry.  The  patient  should 
not  be  allowed  to  take  cold  either  during  the  febrile  attack  or 
during  convalescence.  Id  case  of  such  mishaps,  and  partic- 
ularly during  the  time  of  the  desquamation,  the  physician  must 
be  on  guard  against  nephritic  complications.  To  be  positive 
about  the  kidney  condition  the  urine  should  be  frequently 
examined  by  an  espert  in  this  line. 

Serum  Hierapy  has  not  yet  been  satisfactorily  applied  in 
this  disease,  though  there  is  much  commendation  for  the  use 
of  anti-etreptoooccic  senmi  on  the  ground  of  the  frequent 
mixed  infection.  Most  observers  claim  that  this  should  be 
given  early  and  a  dose  of  20  c.  c.  is  reccrmmended  and  is  to  be 
repeated  if  necessary  in  severe  cases.  My  experience  with 
scarlatina  satisfies  me  that  the  mild  homeopathic  remedy,  given 
according  to  it«  true  indications,  is  a  sufficient  and  by  all 
means  a  much  safer  remedy. 

The  remedies  employed  in  the  early  stages  are  invariably 
demanded  by  the  symptoms  which  are  paramount.  During  the 
invasion  period  aconite  most  frequently  corresponds  to  the 
dry  surface,  the  thirst  and  the  restlessness  which  precede  the 
rash.  This  remedy,  given  for  a  few  hours,  invariably  starts  the 
rash  and  then  its  symptoms  disappear.  Belladonna  then  is  the 
characteristio  remedy  which  next  applies  in  the  early  stages, 
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as  the  erTthematons  blush,  the  throbbing  carotide,  the  skin  sen- 
sitiTenesa,  the  usual  headache  and  Uie  throat  Bymptoms  simulate 
its  syinptomatology.  QeUemium,  with  its  chillj  sensations, 
cervical  gland  indurations  and  a  more  pronounced  mjalgia  is 
often  su^ested  bj  the  early  symptoms.  When  either  of  the 
above  remedies  fails  to  meet  the  symptoms  veratrum  viride  may 
be  demanded  to  eatablish  the  complete  appearance  of  the  erup- 
tion. The  effect  is  often  enhanced  by  giving  the  remedies  with 
hot  water,  and,  in  some  instances,  it  Qiay  be  advisable  to  give 
the  patient  a  hot  bath  to  bring  out  the  rash.  Rhus  tox'-wiW 
very  frequently  be  demanded  in  the  place  of  belladonna.  It 
applies,  however,  more  frequently  in  the  atypical  oases,  and 
when  the  rash  is  darker  in  hue  and.more  irregular  i^n_i^t8  .de- 
^lojment.  When  it  is  indicated  the  systemic  infection  ia 
pronounced  and  typhoid  features  are  usually  in  evidence. 
Baptisia  will  be  useful  in  prolonged  fevers  of  typhoij. character 
when  the  iQtgatiual-Complicatipns  are  sufficient  to  produce  an 
additional  tosemia  and  its  attending  delirium.  Such  patients 
generally  lie  in  a  stupor  much  of  the  time  and  the  infection 
may  involve  the  glandular  tissues  as  well  as  the  meninges. 
AUaathua  glandvloaa  is  a  remedy  of  unusual  value  when  the 
symptoms  represent  an  adynamic  condition,  and  general  ex- 
haustion is  pronounced.  Stupor  is  then  a  marked  feature, 
while  headache,  photophobia  and  mental  perversions  are  usually 
recognized.  The  skin  is  livid,  purple  or  dark  in  appearance, 
the  rash  often  being  interspersed  with  blisters.  The  throat  is 
edematous  and  dusky  red,  the  cervical  and  salivary  glands  are 
swollen,  while  the  dry  and  brown  tongue,  together  with  the 
sordes  on  the  teeth,  resemble  the  symptomatology  of  typhoid 
fever.  The  pseudo-diphtheritic  membrane  is  frequently  re- 
moved by  the  internal  use  of  this  remedy.  Laehesis,  naja, 
crotalua  and  nitric  acid  should  be  compared  with  ailanthus. 
Camphor  should  receive  recognition  when  a  state  of  profound 
prostration  exists.  It  is  often  used  in  the  early  stages  when 
the  rash  does  not  appear  as  it  should  and  the  algid  condition 
is  pronounced.  Carbolic  acid,  in  the  second  decimal  potency, 
is  recommended  by  Cowperthwaite  in  scarlatina  anginosa  when 
there  is  a  tendency  to  rapid  destruction  of  tissues.  Hydrocyanic 
acid  is  a  complement  of  camphor  when  edema  complicates  the 
rash  and  petechial  eruptions  are  present.  Apis  mellifica  also 
covers  much  of  the  common  symptomatology    of    scarlatina. 
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edema  always  being  a  factor  and  the  characteristic  throat 
Bymptoms  are  eztreme.  The  peculiar  stingiiig  pains  are  always 
prominent,  meningeal  disturbance  may  he  present  and  the 
rash  may  assume  a  miliary  type. 

The  uerrotiB  symptoms  of  scarlatina  may  often  demand 
the  use  of  remedies  which  are  usually  indicated  in  the  neu- 
rasthenic state.  Thus  cuprum,  zinc,  halt  phos.  and  asafetida 
are  frequently  demanded  while  the  more  excitable  conditions 
wiU  require  hyoscyatnuSi  stramonium,  agaricin,  cimicifuga, 
coffea,  Pulsatilla,  tarantula  and  similar  remedies.  Zinc  pic- 
rieum,  strychnia,  plumbum  and  argentum  nit.  will  usually  care 
for  the  secondary  paralyses.  Hemorrhagic  complications  will 
always  suggest  ipecac,  arnica,  secale,  hydrastin  hydrochltmUe, 
hamamelis,  nitric  acid  and  ferrum  phos.  The  suppurative  in- 
flammations and  ulcerations  are  usually  corrected  by  such  rem- 
edies as  echinacea,  kepar  stdph.,  calcarea,  silicea,  mercurius 
end  sulphur. 

Nephritis  ia  always  a  serious  phase  during  any  stage  of 
the  disease.  This  is  most  often  corrected  by  the  proper  at- 
tention to  diet,  warmth  and  rest  in  bed.  Cantharis  is  fre- 
quently indicated  in  this  respect  for  it  refers  to  the  burning 
sensations  and  the  intolerable  urging  to  urinate.  This  same 
irritating  sensation  applies  to  the  eruption  which  may  be  vesic- 
nlar  and  to  the  gastro-intestinal  canal  as  well.  This  remedy 
•nay  also  be  demanded  without  any  direct  reference  to  bladder 
symptoms,  as  it  is  often  useful  when  uremia  is  imminent.  Ber- 
beris  vulgaris  also  relates  to  a  similar  vesical  disorder  with 
more  of  a  catarrhal  complication  of  the  genito-urinary  tract. 
The  mucous  sediment  is  also  abundant  in  the  urine  and  pain 
in  the  back  and  limbs  is  also  a  decided  feature.  Apoeynum, 
terebinth,  hellebore,  hali  bichromicum,  mere,  corr.,  benzoic  acid, 
tatnbucus  and  lithium  may  be  compared.  Helonias  is  fre- 
quently indicated  in  nephritic  complications  when,  in  addition 
to  the  urinary  symptoms  and  muscular  pains,  there  is  more 
erideace  of  inflammatory  involvement  of  the  kidneys,  albumin 
naoaUy  being  found  in  the  urine.  Senecio,  pulsatilla  and 
aletris  may  be  compared.  Cannabis  sativa  has  symptoms  sim- 
ilar to  cantharis  but  there  are  usually  more  symptoms  which 
point  to  a  nervous  disturbance.  Phytolacca,  in  the  low  poten- 
cies, ia  efficacious  in  renal  complications  when  the  inflamma- 
tory invasion  affects  the  glandular  structures  and  the  erup- 
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tion  becomes  pustnlar.  This  cocdition  would  likewise  call 
attention  to  Buch  remedies  as  mercurius,  sulphur  and  hali  hydri- 
odieum.  The  most  useful  and  the  most  frequently  indicated 
remedy  in  the  nephritic  complications  which  attend  scarlet  fever 
is  araenieutn  and  this  should  be  continued,  when  indicated,  for 
a  long  time.    Arsenicum  iodid  is  also  useful  here. 


MEASLES. 

Measles,  or  rubeola,  may  be  defined  as  an  acute  and  highly 
contagious  disease,  which  is  characterized  by  naso-bronchial 
catarrh,  fever,  an  extensive  mottled  eruption  and  desquamation. 
Etiolofy. — The  contagion  is  not  yet  known,  but  there  is 
no  doubt  that  it  is  due  to  a  microoi^nism.  Streptococci  have 
been  found  in  the  secretions  of  the  respiratory  tract,  while 
Canon  and  Pielicki  claim  the  discovery  of  a  special  bacillus 
in  the  blood,  expectoration  and  the  nasal  and  conjunctival  mu- 
cus. The  infection  is  intense,  the  slightest  exposure  predis- 
poses and  immunity  is  not  always  gained  by  one  attack.  The 
contagion  is  conveyed  by  the  nasal  and  bronchial  secretions, 
the  tears  and  less  commonly  by  fomites;  it  may  possibly  be 
communicated  by  the  breath  and  a  third  party;  it  is  not  so 
tenacious  as  the  contagion  of  scarlet  fever  and,  therefore,  arti- 
cles of  furniture  are  less  liable  to  cause  the  infection.  Chil- 
dren are  most  frequently  affected,  but  adults  are  not  exempt. 
After  the  fourteenth  year  there  is  less  liability  of  contracting 
it  and  though  nursing  infants  may  take  it  they  are  less  liable. 
It  occurs  most  commonly  in  the  epidemic  form,  though  spo- 
radic cases  are  occasionally  observed. 

Patholotfy. — No  distinctive  morbid  anatomy  has  been  recog- 
nized aside  from  the  nasal  and  bronchial  catarrh  and  no  path- 
ological tracings  have  been  found  after  death.  The  compli- 
cations present  the  only  pathological  changes  and  these  relate 
chiefly  to  a  broncho-pneumonia  or  a  lobar  pnetmionia  in  severe 
cases.  The  internal  oigans  are  engorged  with  blood  and  in 
black  measles  bemorrhagio  extravasations  are  observed. 

Symptoms. — The  period  of  inctibation  is  a  distinct  phase 
of  the  symptomatology  and  this  has  been  determined,  by  re- 
liable observations,  to  have  a  duration  of  ten  days  after  expos- 
ure.    The  prodromal  stage  which  follows  lasts  usually  for  three 
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days.  This  is  marked  by  a  slight  cfailliness  or  a  pronounced 
chill,  which  is  followed  by  a  slight  temperature  (102''-104''  F.)- 
On  the  morning  of  the  second  day  the  temperature  remits, 
but  rises  again  toward  the  end  of  this  stage  and  continues 
high  until  the  rash  is  well  established.  Simultaneously  with 
the  appearance  o£  the  prodromal  fever  inflammation  of  the 
mucous  membranes  is  evidenced,  and  the  child  appears  to  have 
a  cold.  The  conjunctivae,  nose,  larynx  and  bronchial  tubes 
are  inflamed  and  coryza,  lachrymation,  sneezing  and  a  dry, 
croupy  cough,  which  later  becomes  moist,  are  prconinent  symp- 
toms. The  tonsils  may  be  enlarged  and  congested  and  the 
mucous  membrane  of  the  pharynx  and  upper  larynx  may  also 
be  red  and  edematous.  As  early  as  the  first  day  of  invasion 
small  bluish-white  spots  with  a  narrow  red  ring — Koplik's 
spots — may  be  detected  on  the  mucous  membrane  of  the  cheeks, 
lips  and  hard  palate  and  are  now  regarded  as  diagnostic  phe- 
nomena in  the  early  stage  of  the  disease.  The  tongue  is  usu- 
ally heavily  coated  in  contrast  with  the  characteristic  "straw- 
berry" tongue  of  scarlatina. 

The  eruptive  stage  begins  at  the  end  of  the  third,  or  on 
the  fourth  day  and  is  usually  preceded  by  a  marked  rise  in 
the  temperature,  which  lasts  until  the  fifth  or  sixth  day,  when 
the  rash  is  well  established.  The  face,  neck,  forehead  and 
trunk  are  respectively  involved  and  this  eruption,  together  with 
the  flushed  skin,  which  remains  from  the  incubation  stage,  gives 
a  peculiar  mottled  appearance  to  the  patient.  In  twelve  to 
thirty-six  hours  the  eruption  is  complete.  The  character  of  the 
exantbem  is  typical  of  the  disease.  It  may  be  defined  as  a 
macular  or  blotchy  eruption  with  a  tendency  to  imperfect  coal- 
escence, sharply  contrasting  with  islands  of  normal  skin  which 
intervene;  the  boundary  between  the  eruptive  area  and  the 
normal  skin  is  uneven  and  crescentic.  Minute  papules  may 
appear  in  the  center  of  the  macule  causing  an  elevation  of 
the  surface  somewhat  similar  to  the  papular  stage  of  smallpox. 
Petechiae  may  be  present  in  severe  or  malignant  cases  and  a 
slight  swelling  of  the  cervical  lymphatic  glands  is  occasionally 
observed.  In  two  or  three  days  after  its  appearance  the  rash 
begins  to  subside  in  the  order  of  its  first  appearance,  a  fine 
"branny"  desquamation  being  noticed.  By  the  seventh  or 
eighth  day,  in  the  average  case,  the  rash  has  entirely  disap- 
peared leaving  a  "blue  mottled  stain,"  on  the  affected  parts 
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of  the  body,  the  temperattue  having  nsnally  Buheidetl  with  the 
full  appearaoce  of  the  eruption.  Ifany  of  the  symptoms,  par- 
ticnlarlj  the  cough,  which  characterize  the  incubation  period, 
may  continue  for  some  time  after  the  convalescence. 

The  complications  and  sequelae  are  important  phases  of 
the  disease.  The  fever  may  be  very  high  (lOS^-lOC  F.)  and 
the  dry  tongae,  delirium  and  other  extreme  symptoms  may 
resemble  a  typhoid  invasion.  A  serious  and  fatal  form  known 
as  "black  measles"  is  sometimes  a  feature  of  an  epidemic  and 
is  characterized  by  subcutaneous  extravasations  of  blood  and 
hemorrhages  from  the  mucous  membranes.  The  most  common 
complications,  bronchitis  and  broncho-pneumonia,  may  assume 
serious  phases  dependent,  of  course,  upon  the  severity  of  the 
attack  and  the  general  stat«  of  the  patient's  health.  Diphtheria 
may  occasionally  exist  as  a  complication  and  pseudo-membran- 
ous inflammations  of  the  larynx  and  pharynx  are  not  uncom- 
mon features.  Ophthalmia,  otitis,  glandular  involvement,  can- 
crum  oris,  meningitis,  gastric  and  intestinal  catarrh,  arthritis, 
neuritis  and  nephritis  are  all  possibilities  in  the  course  of  this 
disease.  Tuberculosis  as  a  sequela  of  measles  perliaps  merits 
first  place  in  importance.  It  may  develop  in  the  lungs  after 
a  bronchitis  or  broncho-pneumonia  or  in  the  bronchial  glands, 
and  is  influenced  in  its  development  by  the  previous  physical 
condition  of  the  patient 

DiitfDails.— In  the  midst  of  an  epidemic  it  will  not  be  a 
difficult  matter  to  make  a  diagnosis.  In  sporadic  and  insular 
forms  of  the  disease  it  will  often  tax  the  most  expert  ability 
to  make  a  proper  decision.  The  characteristic  incubation  of 
at  least  ten  days,  the  appearance  of  the  eruption  on  the  fourth 
day  and  the  fall  of  the  temperature  when  this  is  well  estab- 
lished are  early  suggestive  signs.  Koplik's  spots,  which  ap- 
pear at  least  twenty-four  hours  before  the  eruption,  the  catar- 
rhal symptoms,  the  persistent  dry  cough  and  the  peculiar 
mottled  eruption  are  additional  symptoms  which  should  always 
aid  in  making  the  diagnosis.  The  differential  diagnosis  must 
consider  many  similar  eruptive  diseases.  Drug  eruptions  which 
can  be  traced  to  the  causative  agent  are  not  difficult  to  differ- 
entiate, though  there  may  be  much  perplexity  when  a  fever 
attends  such  conditions.  The  temperature,  however,  does  not 
subside  with  the  development  of  the  eruption,  the  mucous  mem- 
branes are  not  affected^  the  eorytta  ia  absent,  the  central  papules 
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are  not  geneTallj  found  in  the  macules  and  the  disturbance 
usually  subeides  when  the  drug  is  withdrawn.  Variola  offers 
some  perplexing  eimilaritiee  in  the  early  stages  and  these  must 
be  carefully  compared  with  the  symptoms  of  measles.  The 
prodromal  fever  of  tariola  rises  conti"H'i"a1y  frntn  tba  fimt 
to  the  third  day  and  drops,  to  tha  ntjnnal  on  the  appearance 
o(  the  emption.  The  gastric  symptt^  are  marked,  tne  pa&s 
in  the  back  are  prominent,  while  the  cough  and  catarrhal  symp- 
toms are  rare  and  subordinate.  The  development  of  the  vee- 
ides  and  the  succeeding  pustules  settles  the  doubt.  Koplik's 
spate,  however,  will  constitute  the  best  differentiation  in  favor 
of  measles  in  the  early  stage.  Scarlatina  will  offer  much  con- 
fusion when  it  appears  in  the  form  of  discrete  roseola  or  when 
it  is  compared  to  a  confluent  form  of  measles.  Scarlet  fever 
shows  an  eruption  as  early  as  the  second  day,  the  ezanthem 
appears  first  upon  the  neck  and  chest  and  has  its  characteristic 
scarlet  color.  The  initial  vomiting,  the  severe  angina,  the 
lack  of  febrile  defervescence  in  the  prodromal  stage,  the  straw- 
berry tongue  and  many  other  scarlatinal  symptoms  should  over- 
come our  doubts.  Typhoid  fever  does  not  usually  show  the 
roseola  before  the  middle  of  the  second  week,  while  the  relative 
showing  of  the  pulse,  tlie  enlargement  of  the  spleen,  the  ab- 
sence of  mucous  membrane  complications  and  other  features 
of  the  disease  and  especially  the  Widal  test  will  settle  the  dif- 
ference. Typhus  fever  has  an  eruption  similar  to  the  asthenic 
variety  of  measles.  This,  however,  does  not  have  a  prodromal 
fall  in  temperature,  the  fever  does  not  disappear  on  the  seventh 
or  eighth  day.  The  eruption  changes  from  a  roseolar  form 
into  petechiae,  the  face  is  less  involved,  and  the  spleen  is  usu- 
ally enlaiged.  The  roaeola  of  syphilia  if  attended  by  fever 
may  sometimes  be  confusing,  but  the  respiratory  tract  is  not 
implicated,  the  eruption  does  not  disappear  rapidly  nor  does 
it  give  such  an  extensive  mottled  appearance.  The  knowledge 
of  an  initial  lesion  is  generally  obtained.  Botheln  will  simulate 
meaalea  more  closely  than  any  other  disease.  The  macules  are 
generally  smaller  and  less  red,  but  the  other  symptoms  are  very 
similar.  The  duration  of  the  prodrome,  however,  is  shorter, 
the  temperature  is  slight,  the  general  health  is  not  affected  much 
and  it  runs  a  shorter  course.  Sometimes,  however,  it  will  be 
practically  impoaeible  to  differentiate  these  two  diseases. 

PragnMii. — ^The  mortality  in  measles  is  not  high  unless 
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it  prevails  among  a  olaaB  of  children  already  impoTeriBbed  by 
the  lack  of  life's  necessities.  It  may  be  fatal  from  its  complica- 
tions or  when  it  follows  another  infection.  Black  measles  has 
a  high  mortality. 

Treatment. — The  essentials  wbi<di  apply  in  the  treatment 
of  similar  infectious  diseases  should  receive  strict  attention  in 
this  disease.  The  patient  most  be  kept  warm  in  bed  and  due 
care  should  be  given  lest  cold  is  taken  and  broncho-pneumonia 
ensue.  In  this  respect  physicians  frequently  make  mistakes, 
for  serious  consequences  have  followed  when  this  care  was 
neglected.  The  proper  ventilation  is  necessary  at  all  times, 
and  yet  no  prophylactic  negligence  should  be  eucouraged.  I 
still  believe  in  the  darkened  room  though  it  is  not  neceesary 
to  have  absolute  darkness.  To  obviate  this  the  patient  may 
wear  dark  glasses  or  have  B  shade  to  protect  the  eyes.  The 
diet  should  be  bland  and  limited  to  liquids  during  the  febrile 
period.  Batha  are  not  only  essential  but  they  minimize  the 
skin  irritation  to  s  great  extent.  Applying  carbolized  vaseline 
to  the  skin  after  bathing  usually  gives  much  relief.  The  dis- 
ease is  in  reality  self  limited  and,  therefore,  medication  is  rarely 
required.  When  needed  it  should  be  given  according  to  the 
symptomatic  indications  only.  Aconite,  belladonna,  gelaemium 
and  chamomilla  are  frequently  demanded  by  the  early  febrile 
symptomatology,  while  puUaUlla,  euphrasia,  aambucus,  kali 
hichromieum  and  araentcum  iodid  will  be  useful  for  the  in- 
flammation of  the  mucous  membranes  and  the  coryzal  dis- 
charges. The  cough  is  the  moat  troublesome  feature  and  this 
will  often  tax  the  physician's  ability  in  prescribing.  Droaera, 
hyoscyamus,  cuprum,  stramonium,  sHcta,  nimex,  caiisticum, 
sanguinaria  and  squUla  may  be  mentioned  as  frequently  indi- 
cated remedies.  Convalescence  will  require  much  caution  and 
care  lest  the  patient  get  out  of  bed  before  all  the  catarrhal 
symptoms  have  disappeared  and  some  of  the  complications 
ensue.  The  treatment  of  such  complications  as  broncho-pneu- 
monia, pneumonia  and  tuberculosis  is  discussed  in  their  re- 
spective chapters. 


RUBELLA. 

Kubella,  also  termed  rotheln,  rubeola  notha,  German 
measles,  etc.,  has  heretofore  been  regarded  as  a  modified 
measles  or  a  hybrid  scarlet  fever,  but  is  now  considered  aa  a 
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distinet  disease.  It  is  an  acute  ooutagiona  disease  vithout 
prodromal  manifestations  and  is  characterized  b;  a  slight  fever 
and  "a  punetiform  rash  that  fuses  into  patches  less  plainly 
creecentic  than  those  of  measles." 

Etialofy. — ^Much  controversy  has  existed  r^arding  the  true 
status  of  this  disease.  While  its  distinct  entity  is  now  rec- 
ognized it  hears  a  closer  afi^ity  to  measles  than  scarlet  fever ; 
its  relation  to  measles  is  similar  to  that  which  exists  between 
varicella  and  variola.  Its  contagion  is  less  acute  than  that  of 
meafllee  or  scarlet  fever  and  it  runs  a  far  different  course  than 
either  of  these.  Its  specific  oi^;anism  has  not  yet  been  dis- 
covered, but  it  Qsuaily  occurs  epidemically  and  there  is  no 
doubt  of  its  infectious  origin.  It  is  probably  spread  by  cuta- 
neous exhalations,  the  breath,  fomites  and  the  clothing,  while 
contagion  ia  a  possibility  even  during  the  period  of  convales- 
cence. ■ 

Symptoms, — The  incubation  stage — two  to  three  weeks — is 
twice  as  long  as  that  of  measles  but  no  characteristic  symptoms 
are  apparent.  The  exanthem  is  usually  the  first  evidence'of 
the  disease  for,  as  a  rule,  the  prodromal  signs  are  either  so 
slight  that  they  are  not  noticed  or  they  are  manifest  only  as 
the  rash  appears.  The  eruption  is  the  chief  diagnostic  evi- 
dence and  this  occurs,  like  measles  and  contrary  to  scarlet  fever, 
first  upon  the  face  and  then  extends  to  the  upper  and  lower 
extremities.  Bed  macules  appear  and  disappear  rapidly,  one 
part  often  showing  the  rash  after  it  has  disappeared  from  an- 
other. The  character  of  the  eruption  ia  "rose-red,  round,  usu- 
ally not  serrated  and  about  the  size  of  a  lentil,  rarely  larger 
or  smaller."  The  spots  are  not  confiuent,  there  ia  no  tendency 
to  hemorrhage,  there  is  no  itching  and  desquamation  does  not 
take  place — as  in  the  case  of  measles — at  defervescence.  Eop-  . 
lik's  spots  are  never  found.  The  onset  may  be  characterized 
by  a  mild  catarrhal  condition  like  measles  but  this  is  usually 
not  so  pronounced  or  of  long  duration.  Slight  redness  and 
edema  of  the  pharyngeal  and  palate  mucous  membrane  is  an 
exceptional  feature  but  the  measles  cough  is  rarely  experienced. 

Lymphatic  enlargeTnent,  particularly  the  posterior  chain, 
is  a  more  constant  characteristic.  The  tongue  presents  no  pe- 
culiar symptoms  and  the  urine  is  rarely  albuminous.  The  fever 
poesesaee  some  diagnostic  importance,  for,  though  it  is  often 
wanting  in  the  earlier  stage,  it  may  have  a  marked  temporary 
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rise  101''-103''  F.)  jurt  as  the  eruption  appears.  Its  duration, 
however,  is  short  and  other  constitutional  Bymptoms  are  slight. 
The  pulse  varies  with  the  temperature  and  respiration,  while 
vomiting  sometimes  occurs  as  the  eruption  develope.  Conva- 
lescence may  take  place,  in  mild  cases,  in  a  few  days,  or  the 
disease  may  continue,  with  mild  exacerbations,  for  two  or  three 
weeks.  A  relapse  is  liable  to  he  inore  severe  than  the  original 
attack. 

Complications  are  liable  to  occur  in  the  form  of  respiratory 
disorders  like  broncho-pneumonia  or  gastro-intestinal  catarrh 
hot  these  are  extremely  rare. 

Dlatnaiil,— When  we  realize  that  rubella  does  not  occur 
in  connection  with  an  epidemic  of  measles  or  scarlet  fever  it 
ought  to  lessen  the  diagnostic  doubt  In  the  case  of  measles 
it  will  be  further  differentiated  by  the  longer  period  of  incu- 
bation, the  negative  prodromal  symptoms  and  the  slight  fever. 
Furthermore  we  shall  distinguish  measles  by  its  typical  catar- 
rhal symptoms,  the  dry  cough  and  the  character  of  the  rash 
described  tmder  that  subject.  The  presence  of  Koplik's  spots 
constitutes  one  of  the  positive  signs  of  measles.  Scarlet  fever 
will  be  more  clearly  distinguished  by  its  initial  vomiting,  the 
early  and  scarlet  rash,  the  strawberry  tongue,  the  longer  dura- 
tion and  the  more  serious  complications.  Urticaria  will  be  dif- 
ferentiated by  the  peculiar  wheals  on  the  arms  and  legs,  the 
intense  itching,  the  gastric  disturbances  and  the  fact  that  it  is 
non-contagious. 

FrotfDOili. — A  favorable  prognosis  may  be  given  in  the 
average  uncomplicated  case.     A  relapse  is  usually  unfavorable. 

Treatment. — ^Many  cases  of  rubella  will  require  no  treat- 
ment. A  patient  kept  warm  in  bed,  nourished  only  with  bland 
food  and  cared  for  according  to  modem  bedside  principles  of 
nursing  will  rnter  a  safe  convalescence  without  remedial  help 
in  the  average  case.  When  symptoms,  which  demand  remedies 
are  present  then  they  may  be  employed  according  to  the  home- 
opathic principle.  Aconite,  belladonna,  pulsatilla,  chamomilla, 
bryonia,  rhtis  tox  and  Jcali  bichromicum  are  moat  frequently 
indicated. 


WHOOPING  COUGH. 

Whooping  cough,  or  pertussis,  is  an  infectious  disease  char- 
acterized by  a  peculiar  coughing  paroxysm  with  a  long-drawn 
inspiration  which  produces  the  whooping  sound. 
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Eti*l*27. — The  DAture  of  this  diflease  has  be^i  speculated 
upon  b;  numerona  theories,  none'  of  which  have  as  yet  been 
properly  substantiated.  The  claim  that  it  is  simply  a  slight 
bronchitis  started  by  an  ordinary  cold  is  oontradicted  by  its 
occurrenoe  only  in  epidemic  form  and  by  the  immunity  that  is 
usually  fumi^ied  by  one  attack.  The  theory  that  it  is  per 
ae  a  neurosis  with  a  direct  lesion  of  the  pneumogastrio,  phrenic, 
sympathetic  or  recurrent  laryngeal  nerves  is  also  open  to  much 
controversy.  We  may  also  dismiss  the  claim  that  it  appears 
as  the  result  of  trach^  or  bronchial  gland  enlargement,  which 
causes  pressure  upon  the  pneumogastric  filaments.  While  the 
infectious  theory  is  probably  satisfactorily  settled  by  clinical 
observations  the  bacillus  has  not  yet  been  isolated  and  no 
one  has  as  yet  explained  its  action.  It  is  apparent,  however, 
according  to  Von  Leube  "that  under  the  influence  of  the  infec- 
tion an  increased  irritability  of  the  recurrent  laryngeal  nerves 
is  brought  about  and  that  irritation  of  certain  areas  of  the 
respiratory  mucous  membrane,  especially  of  the  interarytenoid 
r^on  in  its  lower  parts,  causes,  by  mechanical  or  chemical 
irritants,  the  attacks  of  coughing  to  appear."  Until  a  positive 
opinion  may  be  given  as  to  the  direct  action  of  a  specific  organ- 
ism it  is  useless  to  further  discuss  the  etiological  theories. 

It  is  thoroughly  settled  that  the  disease  prevails  in  the 
epidemic  form  though  sporadic  cases  occasionally  occur  and  it 
would  seem  that  the  contagion  is  not  induced  simply  by  a  slight 
contact.  The  general  health  has  much  to  do  with  the  reception 
of  the  infection,  and  bad  ventilation  as  well  aa  unhygienic  sur- 
roundings naturally  tend  to  encourage  its  development.  Measles 
seems  to  have  a  definite  relation  to  its  occurrence,  as  sn  epi- 
demic of  whooping  cough  usually  follows  an  epidemic  of 
measles  in  the  same  patients.  Children  '^tween  the  ages  of 
first  and  second  dentition"  are  most  frequently  affected  and 
the  epidemics  are  more  common  in  the  spring  and  winter. 
Sex  furnishes  no  susceptibility,  but  one  attack  almost  inva- 
riably establishes  immunity.  The  entrance  of  the  contagion 
takes  place  through  the  respiratory  tract. 

PatlMlofy. — Ko  specific  morbid  anatomy,  aside  from  the 
catarrhal  inflammation  of  the  respiratory  tract,  has  been  estab- 
lished. This,  according  to  Meyer-Hiini,  is  especially  concen- 
trated  upon  the  posterior  surface  of  the  epiglottis,  in  the  in- 
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teTarytenoid  and  the  infraglottio  regiona.  The  pathological 
coDditions  found  after  death  are  those  of  the  complicationB — 
brondiitiB,  broncho-pneumoniai  vesioolar  and  interstitial  em- 
phyaema  and  ocoaaionallf  atalectaais. 

Symptoms. — ^The  period  of  incubation  is  Bomewhat  uncer- 
tain, though  it  is  possible  to  recognize  a  catarrhal  stage  which 
is  characterized  by  conjunctivitis,  coryza,  pharyngitis  or  the 
more  poaitive  symptoms  of  a  bronchitis  with  a  paroxysmal 
eoogii.  This  may  continue  for  a  few  days  or  a  few  weeks. 
The  convulmve  stage  will  be  announced  by  a  coughing  attack 
which  starts  in  short  paroxyBuis  rapidly  succeeding  each  other 
and  finally  terminating  by  a  long-drawn  "whistling  inspiration" 
or  "whoop."  This  is  succeeded  by  an  expiratory  paroxysm  the 
entire  attack  shaking  the  whole  body  and  causing  tiie  face 
to  become  cyanotic.  The  eyes  seem  to  protrude,  the  skin  is 
covered  with  perspiration  and  the  urine  or  feces  may  be  ex- 
pelled involuntarily,  the  cough  being  relieved  only  by  the  ex- 
pectoration of  a  tough  or  frothy  mucus  which  often  causes 
vomiting.  The  duration  of  the  attacks  varies  from  a  few  min- 
utes in  the  early  period  to  nearly  half  an  hour  when  the  dis- 
ease is  well  etablisbed.  Mental  excitement  or  even  deglutition 
may  excite  the  paroxysmi.  The  seizures  may  persist,  with 
periods  of  relief,  for  a  long  time,  a  convalescence  not  being 
completely  established  until  there  is  an  absolute  absenoe  of 
the  paroxysms  for  months.  Usually  in  four  to  six  weeks  the 
attacks  appear  less  frequently,  the  convulsive  feature  subsides, 
the  sputum  becomes  thinner,  and  in  two  or  three  weeks  later 
an  absolute  decline  takes  place. 

The  complietUions  which  attend  will  vary  in  different  cases. 
Epistaxis  is  common  in  small  children,  hemoptysis  may  fol- 
low from  violent  vomiting  or  coughing,  while  more  rarely  sub- 
dural hemorrhage  may  occur,  ulceration  of  the  frenum  linguae 
occasionally  takes  place,  while  convulsions  may  ensue  when 
very  young  children  are  affected.  Bronchos-pneumonia,  severe 
bronchitis,  pleurisy,  emphysema,  pulmonary  collapse,  pneumo- 
thorax, pericarditis,  laryngitis  and  hernia  are  among  the  pos- 
sibilities. The  sequelae  may  also  include  a  serious  acute  ne- 
phritis, marked  emaciation  and  many  nervous  manifeatations, 
Dia^oais.^ — It  is  not  to  be  supposed  that  any  careful  ob- 
server will  mistake  a  case  of  pertussis  when  the  characteristic 
"whoop"  has  been  detected.     Inasmuch,  however,  as  this  may 
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not  alwaTB  appear  in  the  earlj  etagea,  it  is  poasible  for  the 
beat  dmicians  to  misinterpret  the  bronchial  eymptonia  for 
aathma,  bronchitis  or  even  a  severe  cold.  In  some  cases  the 
whoop  may  not  be  accentuated.  MeoBles,  with  its  peculiar  cough 
and  the  earlj  similarity  of  coryzal  symptoms,  may  often  simu- 
late this  disease.  The  eruption  and  the  appearance  of  Kop- 
lik's  spots  should  help  the  differentiation.  The  cough  of  in- 
fiuenza  and  other  respiratory  diseases  will  not  have  the  same 
parozysmal  distinction. 

PtoSimbIs. — ^While  every  practician  may  enumerate  many 
cases  which  have  reached  a  safe  convalescence  the  severity  and 
fatality  of  the  disease  most  always  be  kept  in  mind.  The  dis- 
ease has  been  regarded  by  Dolan  as  ranking  third  among  Uie 
fatal  infectious  diseases  in  England.  It  is  liable  to  be  more 
serious  in  young  infants  and  the  state  of  the  general  health 
has  much  to  do  with  the  recovery.  The  prognoeia  has  a  de- 
cided relevancy  to  the  complications. 

Treatment. — The  prophylaetic  core  should  be  as  thorough 
as  in  other  infections  diseases  and  it  is  nnfortunate  that  too 
many  physicians  are  liable  to  disregard  the  importance  of  this. 
The  general  eare  should  include  all  the  details  which  are  so 
essential  in  the  treatment  of  infections  diseases,  though  it  is 
permissible,  during  the  chronic  stage  and  when  the  weather 
is  auspicious,  to  allow  the  child  to  be  out  of  doora  much  of 
the  time.  Fresh  air  day  and  night  is  indispensable.  A  change 
of  climate  is  also  frequently  conducive  to  a  more  speedy  cure. 
Local  measures  of  all  kinds  have  been  resorted  to  with  the 
object  of  relieving  the  paroxysmal  cough.  Gargles  and  nasal 
sprajm  have  been  favorite  methods  for  the  relief  of  the  upper 
air  passages.  The  peroxide  of  hydrogen  seems  to  be  the  fav- 
orite agent  in  this  respect  It  is  to  be  diluted  well  and  often 
combined  with  an  etjual  amount  of  glycerine  for  the  spray 
while  it  may  be  used  in  stronger  proportion  for  a  gargle.  In- 
halations of  iodin,  creosote  and  monthol  have  also  been  of 
slight  help.  Some  favor  the  use  of  the  Cresoline  lamp  for  a 
time  in  the  sleeping  room,  but  in  my  judgment  this  contam- 
inates the  air,  which  is  a  better  antiseptic  agent.  The  fumi- 
gations with  sulphur  and  similar  agents  are  apparently  serv- 
iceable, bnt  dieae  methods  give  no  more  relief  than  such  exter- 
nal applications  as  Boche's  epigastric  embrocation,  which  all 
the  grandmothers  usually  suggest.     Sedatives  are  another  form 
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of  medication  which  every  practician  naturallj  employs  for  the 
sake  of  temporary  relief,  bnt,  to  my  mind,  theee  expedients 
tend  to  increase  the  intensity  of  the  paroxysm  wfa^i  they  are 
dieoontinned.  The  bromid  of  soda,  1  to  5  grains  every  three 
or  four  hours,  is  a  favorite  prescription  with  many,  and  a 
standard  bromoform  synip  in  teaspoonful  doses  is  likewise  pop- 
ular. Opiates,  chlorals,  antipyretics,  passiflora  and  creosote 
preparations  have  all  been  experimented  with,  the  hope  being 
entertained  that  the  paroxysm  may  be  suppressed.  We  have 
DO  data  to  show  that  this  method  of  procedure  is  suocessful. 
The  elixir  of  heroin  and  terpin  hydrate — one-half  to  one  tea- 
spoonful,  every  three  hours — will  probably  give  as  much  tem- 
porary relief  as  any  of  these.  Antitussin  has  been  given  a  trial 
bnt  no  positive  results  have  been  demonstrated. 

The  most  decided  success  will  be  gained  by  the  use  of 
himieopathic  remedies  selected  according  to  their  symptomatic 
expression  of  the  pathological  irritation.  In  the  catarrhal  stage 
we  shall  probably  get  best  results  from  the  use  of  aconite  when 
the  dry  surfaces,  thirst  and  extreme  restlessnees  indicate  the 
first  infectious  development.  Belladonna  naturally  follows 
when  the  cerebral  congestion  is  at  its  hei^t,  the  cough  is  irri- 
tating and  the  coryzal  symptoms  are  in  evidence.  Ipecac  wiU 
be  useful  when  the  secretion  of  mucus  causes  the  throat  irri- 
tation which  induces  nausea  or  when  there  is  an  attending 
gastric  disturbance.  It  pertains  also  to  a  bothersome  bron- 
chitis and  in  that  reepect  may  be  compared  to  tartar  emetic 
with  its  loose  rattling  cough  and  vomiting.  Drosera  is  prob- 
ably our  most  frequently  indicated  remedy,  as  it  corresponds 
closely  to  the  paroxysmal  coughing  attacks  which  follow  each 
other  in  rapid  succession  until  the  patient  is  exhausted.  A 
divergence  of  opinion  exists  as  to  the  potency  which  should 
be  employed  when  this  remedy  is  demanded.  Cowperthwaite 
claims  that  it  should  be  administered  in  two  or  three  drop 
doses  of  the  tincture  and  be  frequently  repeated.  My  experi- 
ence confirms  the  value  of  the  first  and  second  potencies  and 
i  haw  seen  oases,  which  would  not  respond  to  the  tincture, 
give  pBompt  lesuits  frran  the  administration  of  the  third  deci- 
mal potency. 

The  convulsive  feature  of  the  disease  will  often  respond 
to  such  remedies  as  hyoscyamus,  atramonium,  cuprum  metalli- 
,£um,  a^aridn  Kod^elsemium,  while  it  may  frequently  be  bes^ 
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for  the  sake  of  temporary  help,  to  give  aedative  doses  of  hydro- 
bromate  of  hyoaein-  (gr.  1/400  to  1/200),  monobromid  of 
camphor  (gr.  1/2  to  1),  or  an  occaBioual  dose  of  chioralamid 
(gra.  3  to  8).  A  certain  phase  of  the  nervous  syroptoms  will 
be  met  by  asafetida,  ignatia,  moschus,  nux  moschata,  and  can- 
nabis indica.  We  should  not  lose  sight  of  that  class  of  reme- 
dies like  camphor,  verairum  alb.  and  arsenieum  alb.,  which  re- 
lates to  a  depression  characterized  by  the  cold  surfaces  and 
general  adynamia.  Likewise  we  should  not  overlook  the  symp- 
tomatology which  refers  to  a  deeper  seated  lesion  of  the  nervous 
system  as  may  be  observed  under  the  provings  of  zincum  phos., 
inncum  pie.  and  argentum  nitricum.  Naphthalin  in  the  second 
or  third  decimal  potency,  has  been  widely  used.  Hepar  sul- 
phur, kaH  bromatum,  apongia,  sambucua  and  sulphur  should 
not  be  overlooked  when  the  symptomatology  points  clearly  to 
any  of  these  remedies.  CoralUum  rubrum,  mephitis,  coccua 
caeti,  beweoin,  lobelia,  turpentine  and  the  arsenite  of  antimom/ 
have  been  recommended  by  various  practicians.  A  tablet  of 
corallium  rub.  6x  and  drosera  2x  has  given  good  results  in  my 
Tmnda. 
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Mumps,  or  epidemic  parotitis,  is  an  acute  contagious  dis- 
ease which  is  characterized  by  inflammation  and  swelling  of 
the  parotid  gland.  It  is  occasionally  complicated  by  a  simitar 
swelling  of  the  submaxillary  gland,  the  teaticlee  in  men  and 
the  mammae  in  women. 

EtloloCy* — The  contagion  has  not  been  isolated  though  a 
bacillus  parotidis  has  been  claimed  by  several  investigators. 
It  is  highly  contagious  and  children  are  most  frequently  pre- 
disposed. In  rare  instances  it  may  occur  in  early  adult  life, 
and  boys  are  afflicted  more  than  girls,  and,  therefore,  metastatio 
involvement  of  the  testicle  is  not  uncommon.  It  occurs  epi- 
demically with  occasional  sporadic  development.  The  conta- 
gion is  presumably  established  by  the  body  exhalations,  the 
breath  and  the  salivary  secretions  and  is,  therefore,  sometimes 
conv^ed  by  fomites  and  the  contact  of  a  third  person.  It 
prevails  with  greatest  frequency  during  the  spring  and  fall 
months.  Immunity  is  usually  gained  by  one  attack,  though 
frequently  only  one  parotid  gland  is  afEectcd  by  the  primary 
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attack  and  a  aeoosdarj  infection  may  invade  the  other  gland. 
The  morbid  anatomy  is  distinguifihed  only  hj  the  swollen  and 
indurated  glands. 

Symptoms. — The  period  of  incubation  is  usually  long,  from 
seven  to  fourteen  days.  The  invasion  is  marked  by  lassitude, 
anorexia,  a  slight  temperature  (101°-102°  F.),  headache  and 
occasional  vomiting.  Tension  is  then  felt  over  the  parotid 
gland  and  this  soon  begins  to  swell  and  involve  the  surround- 
ing tissues.  The  swelling  being  localized  just  below  and  in 
fr<mt  of  the  ear.  One  or  both  glands  may  be  affected  at  the 
same  time  or  in  succession.  The  tumor  is  hard  and  sensitive 
to  the  touch  and  occasionally  it  is  slightly  reddened.  The  sub- 
maxillary and  the  sublingual  glands  are  frequently  implicated. 
The  face  is  distorted,  the  jaws  are  opened  with  difBculty  be- 
cause of  the  swelling,  and  dribbling  of  saliva  takes  place  on  ac- 
count of  the  excessive  secretion.  The  tongue  is  coated  and 
there  is  marked  fetor  to  the  breath.  In  extreme  cases  we  may 
detect  also  a  slight  enlargement  of  the  spleen,  while  albuminuria 
may  rarely  develop. 

The  fever  during  the  inflammatory  invasion  is  rarely  high, 
although  it  may  have  exacerbations  in  which  it  may  reach  103" 
or  104°  F.  for  a  time.  The  duration  varies  from  one  to  two 
weeks.  The  swelling  gradually  subsides  unless  abscess  forma- 
tion takes  place,  whidi  is  rare.  Orchitis  is  a  most  painful 
complication  in  men  and  may  be  accompanied  by  epididymitis. 
Ovaritis,  mastitis  and  vulva-vaginitis  are  possible  complica- 
tions in  women.  Otitis  media,  meningitis,  facial  paralysis  and 
arthritis  are  possible  but  rare  complications. 

Dia^osls. — This  is  not  difficult  vhen  the  typical  indura- 
tion takes  place.  When  this  is  not  pronounced  a  diagnosis  is 
not  so  easily  made.  Metastatic  swellings  and  inflammatory  in- 
vasion of  the  parotid  secondary  to  injury  or  operation  in  this 
neighborhood  will  often  confuse.  The  prognosis  is  always 
favorable  as  to  recovery.  In  men  the  orchitis  may  be  pro- 
longed by  secondary  complications  or  the  lack  of  proper  sus- 
pension of  the  scrotum  and  atrophy  of  the  testicle  may  result 

Treatment. — The  patient  should  be  kept  in  bed  in  case  of 
fever  or  at  least  in  a  warm  room  tmtil  the  symptoms  have  sub- 
sided. Otherwise  the  treatment  is  entirely  symptomatic  except 
in  case  of  orchitis  when  the  testicles  should  be  suspended  by  a 
bandage  drawn  close  to  the  abdomen.     The  remedies  which 
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have  beea  found  useful  sre  aconite,  belladonna,  baryia  iodid, 
barjfia  eorb.,  pHytolacca  and  tnercurius.  For  the  orchitis  pul- 
mtUla,  clematis,  spongia  and  hamamelis  should  be  compared; 
while  for  the  remnming  induratiou  aurum  and  iodin  ahoald  be 
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Influenza,  otherwise  known  as  la  grippe,  or  catarrhal 
fever,  is  an  acute  contagions  disease  caused  bj  the  bacillus  of 
Pfeiffer.  It  is  characterized  by  a  fever  preceded  by  intense 
myalgia,  catarrhal  invasion  of  the  respiratory  and  intestinal 
tracts  and  extreme  prostration.  It  usually  appears  in  the  pan- 
demic form  and  this  may  be  succeeded  by  various  secondary 
epidemics.  It  hat  been  traced  back  to  the  sixteenth  centtiry 
and  we  have  experienced  four  or  five  pandemics  in  the  last 
century.  These  started  in  Buseia,  rapidly  invading  that  coun- 
try, spreading  then  over  the  greater  part  of  Europe  and,  finally, 
in  a  few  months'  time,  reaching  the  United  States.  Fortmuite- 
ly,  the  duration  of  these  have  been  short,  but  its  recurrence  in 
milder  epidemics  has  been  the  source  of  much  suffering  and 
many  deaths,  particularly  during  the  past  ten  or  fifteen  years. 
The  average  mortality  is  not  high,  but  the  complications  which 
oommonly  follow  the  lack  of  care,  which  seems  to  be  the  ruling 
tendency  among  those  afflicted,  have  caused  many  unexpected 
deaths. 

EHoloiy. — The  specific  cause  of  influenza  is  found  in  the 
bacillus  influenzae  discovered  by  Pfeiffer  in  1891.  It  is  a  very 
small  dumb-bell  shaped  organism  which  stains  with  dilute 
carbol-fucbsin  solution.  The  bacilli  are  found  in  the  sputum, 
the  nasal  seoretiona,  the  blood  and  the  lung  tissues  and  are 
very  often  associated  with  pneumococci  and  streptococci.  Their 
migrations  or  their  toxins  are  liable  to  establish  secondary  in- 
fections like  pneumonia,  pleurisy  and  endocarditis.  The  con- 
veyance of  the  germ  probably  takes  place  through  the  air  and 
its  distribution  is  universal.  It  is  highly  contagious  and  may 
be  transferred  also  by  fomites.  It  has  the  widest  prevalence 
in  winter  time,  though  it  is  not  confined  to  this  season.  There 
are  no  definite  predisposing  causes  unless  we  accept  the  predis- 
position incurred  by  a  depreciation  of  vitality  and  the  infirmity 
of  old  age.     While  most  of  the  cases  occur  among  those  oi 
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middle  life,  the  meet  fatal  cases  are  found  among  old  people. 
Immunity  is  not  obtained  hj  one  attack,  though  it  13  claimed 
that  malaria  is  antagonistic  to  the  existence  of  influenza.  On 
the  other  hand  the  latter  disease  predisposes  toward  the  occur- 
rence of  pneumonia. 

Symptoms- — The  incubation  period  rarely  lasts  longer  than 
two  or  three  days  and  the  prodromal  phenomena  are  charac- 
terized by  muscular  and  arthritic  pains  together  with  an  un- 
usual amount  of  lassitude  and  debility.  The  onaet  is  usually 
announced  by  a  chill  or  a  sense  of  chilliness  which  is  imme- 
diately followed  by  a  fever  (102°  to  104*'  F.)  which  gen- 
erally reaches  its  acme  upon  tbe  first  or  second  day.  In  some 
instances  there  may  be  a  morning  remission  of  one  or  two  de- 
grees with  an  afternoon  exacerbation,  or  again  a  secondary 
fever  may  appear  a  few  days  after  the  primary  fever  has  fallen. 
During  the  fever  the  myalgic  pains,  the  headache,  restlessness 
and  prostration  are  pronounced,  while  the  nervous  involvement 
will  be  noted  by  the  depression  of  spirits,  insomnia  and  the 
occasional  presence  of  delirium.  The  pulse  is  usually  small, 
feeble  and  often  intermittent;  while  it  is  commonly  rapid,  it 
frequently  shows  a  bradycardia  due  to  the  profound  toxemic 
depression.  The  temperature  rarely  remains  high  after  the 
first  stage  and  if  it  does  we  may  anticipate  a  prolonged  illness. 
Defervescence  may  occur  by  lysis  or  by  crisis. 

Several  types  of  the  disease  will  be  recognized  by  the 
symptomatology  though  it  is  possible  to  observe  a  merging  of 
the  symptoms  of  each  type  or  at  least  a  great  diversity  in 
symptoms.  The  respiratory  type  is  of  moat  frequent  occurrence 
and  this  is  at  first  characterized  by  conjunctival  suffusion  and 
pronounced  nasal  catarrh.  A  dry  paroxysmal  cough  due  to 
tracheal  irritation,  soon  succeeds.  Expectoration  is  usually 
slight  and  in  the  typical  case  there  is  no  evidence  of  lung  in- 
volvement. It  is  just  this  class  of  patients,  however,  in  which 
we  are  liable  to  experience  lung  complications,  particularly 
•frer  any  undue  exposure.  Bronchitis  is  the  most  common 
development,  though  broncho-pneumonia  is  often  a  serious  com- 
plication inasmuch  as  a  patient  is  liable  to  succumb  from  edema 
of  the- lungs.  A  typical  croupous  pneumonia  may  supervene  in 
any  stage  of  influenza,  though  it  is  more  frequently  observed 
as  a  complication  about  the  time  of  convalescence.  In  the  ma- 
jority of  cases  it  is  an  atypical  pneumonia  which  gives  no  sign 
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of  a  chill  or  rapid  rise  of  temperature,  the  symptoms  partaking 
'  more  of  the  typhoid  character  with  marked  cardiac  depreesion. 
The  tme  influenza-pneumonia  is  more  inclined  to  assume  the 
catarrhal  than  the  cronpoua  character,  and  thus  many  of  the 
physical  findings  are  atypical.  The  microscopic  examination 
usually  reveals  a  large  number  of  the  influenza  bacilli,  together 
with  the  pneumooooci  and  streptococci;  thtis  a  marked  leuko- 
cytoeis  is  discovered  in  oontradistinction  to  its  absence  in  un- 
complicated influenza.  Plastic  pleurisy  is  commonly  observed, 
though  the  purulent  form  may  occur,  and  abscess  of  the  lung 
may  terminate  the  complications.  Pulmonary  tuberculosiB  may 
be  favored  by  an  attack  of  influenza. 

The  gaairo-intestinal  form  of  influenza  is  not  of  so  common 
oOGurrence  as  the  respiratory  form.  It  is  characterized  by  a 
similar  catarrhal  disturbance  of  the  digestive  canal  and  is  of 
frequent  oecnrrenee  in  children.  Nausea  and  vomiting  usually 
precede  the  febrile  attack,  and  diarrhea,  with  much  abdominal 
pain,  is  a  troublesome  symptom  during  the  disease.  Catarrhal 
jaundice  is  liable  to  intervene  and  appendicitis  may  be  induced 
by  bacillary  invasion.  A  nervous  type  is  not  an  uncommon 
form  of  influenza  and  in  this  we  shall  recc^ize  pain  as  the 
characteristic  symptom.  This  may  occur  as  severe  headache, 
facial  neuralgia,  spinal,  arthritic  or  severe  myalgic  pain.  Pros- 
tration is  usually  pronounced,  fever  is  generally  absent  and 
nervous  excitement  is  an  extreme  symptom.  The  sequelae 
which  sncoeed  this  kind  of  an  attack  are  often  serious  inasmuch 
as  meningitis,  encephalitis,  monopl^a,  hemipl^a,  cord  dis- 
eases and  a  perineuritis  are  occasionally  observed.  The  car- 
diac symptoms  may  sometimes  be  the  most  marked  features  of 
the  disease,  and  when  this  is  true  sudden  heart  failure  may 
occur.  More  commonly  a  chronic  cardiac  disorder  may  remain 
after  the  influenza  is  apparently  cured.  Other  forms  of  the 
disease  have  been  termed,  according  to  their  symptoms,  the 
rheumatoid,  the  apyreiic  and  the  ambuXatoTy  type.  When  the 
etiolf^  and  pathology  of  the  disease  is  better  known  we  shall, 
doubtless,  be  able  to  trace  many  serious  consequences  to  the  ex- 
istence of  this  apparently  innocent  disease.  Profound  and  long 
lasting  mental  depression  may  follow  influenza. 

Diafoaill. — In  the  case  of  an  epidemic  the  disease  will  not 
be  mistaken  and  the  greatest  danger  will  be  that  more  serious 
diseases  will  be  diagnosed  as  die  "grip."    The  suddm  (Hiset, 
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the  Bhortnesfl  of  the  febrile  period,  the  catarrhal  STmptome,  the 
pains  and  the  prostration  will  be  the  most  distinctive  guiding 
features.  Pseudo-influenza  or  simple  catarrhal  fever  will  be 
difficult  to  differentiate,  but  its  shorter  duration,  the  milder 
character  and  the  absence  of  the  above  typical  signs  will  serve  to 
make  the  distinction.  Pneumonia  will  be  most  confusing, 
though  this  occurs  most  often  as  a  later  complication,  but  its 
marked  chill,  rapid  rise  of  temperature,  distinctive  stages,  uni- 
lateral involvement,  absence  of  nervous  symptoms,  more  typi- 
cal cough  and  expectoration,  as  well  as  its  physical  findings 
will  usually  leave  no  doubt  in  diagnosis.  The  hurried  aud 
labored  respiration  of  pneumonia  should  also  be  a  valuable 
guiding  symptom.  Typhoid  fever  does  not  begin  so  suddenly, 
the  intestinal  symptoms,  the  "step-ladder"  temperature,  the 
tympanites,  rose-spots,  splenic  enlargement,  delirium  and  sero- 
reaction,  are  all  so  distinctive  that  a  diagnostic  error  should 
not  exist.  Cerebrospinal  meningitis  may  simulate  influenza 
when  the  latter  shows  an  a^ravation  of  the  nervous  symp- 
toms, intense  headache,  convulsions,  delirium,  muscle  stiflnees 
and  retraction  of  the  head.  A  bacteriological  examination  of 
the  spinal  fluid,  following  lumbar  puncture,  will  be  of  ines- 
timable differential  value.  Pulmonary  ivierculoaia  of  latent 
character  may  be  excited  by  an  attadc  of  the  respiratory  form 
of  influenza.  In  this  respect  a  diagnosis  which  clearly  estab- 
lisfaea  the  character  of  the  disease  is  not  always  an  easy  under- 
taking. Influenza,  however,  has  its  sudden  onset,  the  coryza 
in  the  early  stages,  the  myalgia,  nervous  excitement,  exhaus- 
tion and  shorter  duration  will  also  give  additional  confirma- 
tion ;  while  in  tuberculosis  the  temperature  record,  ni^t  sweats 
and  the  characteristic  cachexia  will  aid  in  diagnosis. 

Progaoais. — So  far  as  simple  uncomplicated  influenza  is 
concerned,  there  is  usually  slight  cause  for  concern  when  prompt 
and  careful  treatment  is  instituted.  The  complications,  pai^ 
ticularly  pneumonia,  are  always  to  be  feared,  the  previous 
state  of  the  patient's  health  is  a  marked  factor  and  the  sequelae 
are  to  be  watched  with  unusual  care,  inasmuch  as  many  patients 
are  inclined  to  make  light  of  an  attack  of  influenza. 

Treatment. — The  patient  should  remain  indoors  in  all 
cases  and  in  bed  if  of  moderate  severity.  Isolation  is  more  ee- 
£c-ntial  for  a  safe  prophylaxis  than  is  usually  considered  by  the 
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average  praetioian.  Disinfection  of  the  oatarrhal  discharges 
will  aiflo  help  to  overcome  the  spread  of  the  disease.  A  diet  of 
liquid  character  will  encourage  the  prompt  action  of  remedies 
and  favor  a  speedy  recovery,  while  frequent  examination  of  the 
heart  is  always  demanded.  Sach  complications  as  pnemoonia 
must  always  be  guarded  against,  and  when  this  disease  appears 
it  will  be  necessary  to  meet  all  die  requirements  outlined  in  the 
treatment  of  that  disease.  So  far  as  the  fever  is  concerned,  it 
is  rarely  necessary  to  use  febrile  remedies,  and  antipyretics  of 
the  coal-tar  group  should  only  be  used  with  caution.  2£any 
serious  consequences  have  followed  from  the  indiscriminate 
use,  generally  by  the  patient,  of  proprietary  headache  remedies 
and  pain  relievers. 

The  homeopathic  remedies  serve  us  best  in  the  treatment 
of  all  forms  of  this  disease.  Oelsemium  is  probably  one  of  the 
earliest  indicated  remedies  in  our  list.  This  applies  to  the 
chill,  the  myalgia,  the  headache,  the  general  prostration  and 
the  slight  fever  of  the  early  stages.  It  also  pertains  to  many 
of  the  nervous  symptoms  and  some  of  the  gastric  and  intestinal 
disturbances,  as  well  as  the  neuralgic  complications.  Its  action 
is  always  enhanced  when  it  is  administered  in  hot  water,  and 
I  prefer  the  tincture  in  drop  doses  for  adults  and  smaller 
doses  for  children,  every  two  or  three  hours.  We  may  also 
administer  it  by  giving  the  first  or  second  decimal  dilutions 
eveiy  half  hour  or  oftener  until  relief  is  obtained,  when  it 
should  he  given  less  frequently.  Bryonia,  without  doubt,  ranks 
next  to  geUemiom  and  should  be  given  in  the  hxwer  potencies. 
Its  application  is,  however,  more  essential  to  the  respiratory 
features  which  appear  early  in  the  disease  when  the  lung  and 
pleuritic  involvement  gives  rise  to  the  painful  respiration 
which  always  attends  the  first  stage  of  serous  iliflammation. 
Its  use  in  the  gastric  disturbances  will  be  efficient  when  the 
dry  tongue  and  mouth,  the  thirst  for  large  quantities  of  water 
and  the  local  sensitiveness  to  touch  is  apparent.  Its  usefolnees 
in  relieving  the  myalgic  sympttntts  will  be  evinced  when  the 
patient  complains  of  aggravation  from  motion.  More  than  this, 
the  bryonia  patient  invariably  displays  a  tendency  to  nervous 
irritability  and  constant  splitting  headache.  Aconite,  in  the 
nuld  cases,  is  often  the  only  remedy  which  is  indicated,  and  this 
will  be  called  for  by  the  fever,  dry  surfaces,  thirst  and  great 
restlessness.    Blwt  tox  also  refers  to  extreme  restlessness,  mus< 
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cnlar  pains,  whidi  are  a^^avated  during  damp  weather,  and  a 
low  form  of  fever  with  glandular  enlai^ement  Painful  swell- 
ings of  the  joints  and  occipital  headache  are  also  representative 
symptoms  when  this  remedy  is  indicated.  When  the  headache 
eimulatee  that  of  migraine  or  assumes  the  neurasthenic  pain 
in  the  ocoipito-frontal  area,  we  should  think  of  onosmodium. 
Eupatorium  perfoliatutn  is  also  a  valuahle  remedy  for  the 
myalgic  symptoms  of  infiuenza,  as  it  refers  to  the  bone-breatdng 
paina  which  attend  the  ferer.  Its  action  upon  the  gastro-hepatic 
organs  puts  it  into  close  relation  to  cheltdonmrn,  chionanthv3, 
china  and  carduua,  while  its  control  of  coryzal  symptoms  makes 
it  a  useful  remedy  in  the  early  influenza  stages. 

For  the  more  specific  treatment  of  the  early  catarrhal 
symptoms,  we  shall  have  use  for  belladonna  when  the  cerebral 
congestion,  the  flushed  face,  throbbing  carotids,  mental  excite- 
ment, kchrymation  and  coryza  indicate  an  extreme  congested 
state  of  the  mucous  membranes.  Ambrosia  relates  to  the  watery 
discharge,  while  sambucvs  nigra  has  similar  symptoms,  though 
the  turgesoence  of  the  membrane  is  more  extreme  and  there  is 
more  of  a  tendency  toward  a  dry,  spasmodic  cough.  Arsenicum 
iodid  is  influential  when  the  discharge  from  the  nares  and 
mouth  are  acrid  and  irritating,  sanguinaria  refers  to  a  profuse, 
offensive  and  yellowish  discharge,  kali  bichromtcum  is  char- 
acterized by  a  thick,  ropy  and  tough  discharge,  and  mercurius 
iodid  covers  many  of  these  symptoms. 

The  relief  of  pain  is  usually  corrected  by  the  homeopathic 
remedies.  In  the  extreme  cases  of  the  nervoiis  type  we  may 
possibly  need  a  sedative  of  some  kind  for  temporary  relief 
and  in  obstinate  neuralgias  the  hypodermatic  use  of  morphine 
may  be  required  in  exceptional  cases.  Trioruil  (grs.  IS), 
chloralamid  (grs.  15-25)  and  the  hydrobromaie  of  hyosdn 
(gr.  1/200-1/150)  will  usually  be  of  sufficient  temporary  use 
for  this  purpose.  The  remedies  which  are  so  serviceable  in 
nervous  diseases  will  have  a  sphere  of  usefulness  in  these  cases. 
Zinc  phos.,  cannabis,  zinc  pic,  agaricin,  physostigma,  actea 
Tocemosa,  airopin,  and  the  arsenate  of  strychnia  will  usually 
suffice  in  the  second  decimal  potency.  Elimination  is  a  factor 
of  great  importance  in  this  disease  as  in  all  others,  and  thus 
sodium  salicylate  (grs.  10-15)  for  adults,  four  times  daily  is  of 
great  benefit.  | 

Diuresis  is  also  enhanced  by  copious  use  of  pure  waterJ 
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It  IB  often  a  good  idea  to  give  some  mild  liver  laxative  like 
chinoidin  (gra.  2  q.  d.)  or  elaterin  (gr.  1/20-1/16  t.  d.).  In 
conjtiDCtion  with  the  treatment  for  elimination,  we  must  cur- 
tail the  diet  to  the  absolute  interdiction  of  all  meats. 

The  gastric  and  intestinal  conditions  are  corrected  by 
remedies  which  are  usually  serviceable  in  this  respect.  Thua 
araenicum  alb.,  nttx  vomica,  hydrastis,  cinchona,  ipecac  and 
similar  remedies  will  be  demanded,  according  to  their  indica- 
tions. The  intestinal  disturbances  will  call  for  a  wide  range 
of  remedies,  though  the  diarrheic  condition  will  furnish  the 
most  so^sieBtivo  symptomatology.  Cantharis,  in  the  early 
stages,  will  be  one  of  our  most  useful  remedies.  It  relates  to  the 
violent  burning  of  the  intestinal  canal,  colitis  being  a  char- 
acteristic feature  of  the  intestinal  disturbance.  The  burning 
tenesmus  is  often  accompanied  by  the  discharge  of  stools  re- 
sembling the  scrapings  of  the  intestine.  Thirst  is  usually  vio- 
lent, food  is  repugnant  and  a  chilly  sensation  is  distressing. 
Aasociated  with  the  intestinal  inflammation  we  invariably  find 
a  similar  irritation  of  the  genito-urinary  tract,  giving  rise  to 
violent  burning  and  urging  to  urinate,  Apia,  arsenicum  and 
mercwriv^  corrosivus  may  be  compared.  Dioaeorea,  in  low 
potency,  will  usually  correct  a  diarrhea  when  abdominal  pain 
and  gastric  neuralgia,  with  much  belching,  are  the  chief  char- 
acteristics. Coloeynlh  has  a  similar  symptomatology,  though 
the  pain  is  more  severe  and  paroxysmal,  requiring  hard  pressure 
to  relieve  the  Bpasms.  The  stools  are  jelly-like  and  the  dysen- 
teric excitement  is  always  enhanced  by  the  least  food  or  drink. 
Cuprum  araenicum  covers  a  similar  class  of  symptoms,  the 
abdominal  pain  being  even  moie  severe,  exhaustion  being  ex- 
treme and  convulsions,  often  of  the  uremic  type,  are  prominent 
features.  Plum,bum  will  be  indicated  when  the  abdominal  pain 
is  radiating  and  constipation,  with  hard  stools,  alternates  with 
the  diarrhea.  With  this  remedy  we  may  always  compare 
platina,  alumina  and  viburnum.  For  the  involuntary  and  dark 
movements  which  are  attended  by  pain  in  the  limbs,  as  well  as 
the  abdomen,  no  better  remedy  than  camphor  is  known.  This, 
however,  applies  in  the  early  stages  when  the  coryza  is  present 
and  ohiUiness  is  marked.  Verairum  album  may  be  thought  of 
in  the  same  respect,  though  purging,  body  coldness  and  a 
clammy  perspiration  are  additional  symptoms.  Terebinth  will 
be  useful  when,  with  the  watery,  greenish  and  fetid  stools. 
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abdominRl  dietention  ia  always  recognized.  In  case  the  rranedy 
is  not  endured  bj  the  stomaoh  it  ma;  be  given,  per  enema,  5  to 
10  drops  of  turpentine  in  ei^  emulsion.  Other  remedies  will 
be  called  for  hy  their  peculiar  symptomatic  demands. 

The  sequelae  of  the  disease  which  refer  to  exhaustion  and 
nervous  weakness  will  require  persistent  treatment  with  rem- 
edies which  tend  to  correct  the  anemic  condition.  Ferrum 
phos.  is  naturally  thought  of  &iBt  in  this  respect  This  may  be 
given  in  the  third  decimal  potency  or  in  the  form  of  blood-iron 
preparations,  so  many  of  which  have  already  been  tested  thor- 
oughly by  the  profession.  The  arsenate  of  atrychnui  or  the 
arsenate  of  quintn,  in  the  second  and  third  decimal  potency, 
have  been  suggested  by  many  practicians  of  experience.  I  have 
frequently  employed  a  tablet  of  iron  (gr.  1),  stiycbnia  (gr. 
1/60)  and  arsenic  (gr.  1/50),  one  pill  four  times  daily,  with 
decided  success.  In  place  of  this  it  may  be  well,  particularly 
in  younger  patients  who  are  anemic,  to  give  a  pill  containing 
iron  (gr.  1),  strychnia  (gr.  1/100),  phMphorus  (gr.  1/100), 
four  times  daily.  Should  the  heart  show  unusual  signs  of  ex- 
haustion, and  this  is  often  a  feature  of  convalescence  which 
is  too  frequently  overlooked,  the  cardiac  tonics  should  be  care- 
fully employed  until  these  symptoms  disappear.  It  should 
always  be  an  object  of  the  treatment  to  carefnlly  treat  the 
symptoms  of  convalescence  until  the  patient  shows  signs  of  a 
permanent  restoration  to  the  normal  health.  This  will  often 
require  a  close  study  of  the  diet  and  frequently  a  temporary 
change  of  climate. 


LOBAR  PNEUMONIA. 


The  term  pneumonia  has  been  employed  indiscriminately 
to  cover  a  variety  of  lung  affections,  some  of  which  have  no 
relation  to  the  disease  under  consideration.  Beside  the  term 
used  here  it  has  also  been  properly  defined  as  pneumonic  fever, 
croupous  pneumonia,  fibrinous  pneumonia  and  lung  fever.  It 
is  an  infectious  disease,  characterized  by  inflammation  of  the 
lung  parenchyma,  profound  toxemia,  fever  which  terminates 
abruptly  by  crisis  and  certain  secondary  infective  processes.  It 
is  caused  by  the  pneumoeoccus  lanceolatus  of  FraenkeL  It  is 
a  disease  which,  even  at  the  present  date,  has  a  wider  distribu- 
tion and  higher  mortality  than  any  other  prevailing  infection. 
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Etltlofy. — The  bacteriology  of  pneumonia  was  not  fully 
established  until  1884,  when  Fraenkel  discoTered  the  pneu- 
mococcus  lanceolatus  capsnlatne  in  the  Bputuin  of  patients  Buf- 
fering with  the  disease,  and  thia  was  later  confirmed  as  the 
causative  factor  hj  Weichselbaum.  The  pneumococci  generally 
appear  in  pairs,  tapering  toward  the  polar  ends  and  are  snr- 
ronnded  by  an  oval  capaule.  They  are  osoally  more  virulent 
in  recent  lung  inflammations,  but  are  not  confined  to  these 
lesions,  as  they  are  widely  disseminated  and  may  invade  various 
tissues.  They  have  been  discovered  in  the  nasal,  buccal  and 
Bcceasory  secretions,  while  the  pleurae,  pericardium,  endocard- 
ium, peritoneum,  cerebro-spinal  meninges  and  other  tissuee  may 
develop  a  resultant  inflammation  from  their  presence.  Re- 
cently the  pnenmococci  have  been  found  in  the  blood  of  pneu- 
monia patients,  such  cases  usually  running  a  short  and  fatal 
course.  Other  micro-oiganisma,  the  streptococcus,  atapylocoecus 
and  various  bacilli,  may  be  associated  with  the  pneumococcus, 
constituting  a  mixed  infection,  and  we  may  frequently  observe 
the  conjoint  presence  of  the  pneumococcus  and  the  influenza 
micro-organism.  It  is  still  a  question  whether  pneumonia  may 
be  developed  by  an  increased  virulence  of  the  organisms  which 
exist  in  the  healthy  secretions  of  the  mouth  or  whether  the 
germs  are  acquired  from  outside  sources.  The  epidemic  char- 
acter of  the  disease  would  seem  to  favor  the  latter  theory.  The 
mode  of  infection  evidently  takes  place  by  inhalation,  the  baciUi 
at  first  localizing  in  the  lung,  but  later  are  more  widely  dis- 
tributed throughout  the  body.  Secondary  infection  usually 
with  streptococci,  staphylococci  and  other  pathogenic  bacteria  is 
of  frequent  occurrence. 

Predisposing  influences  include  the  endemic  and  epidemic 
outbreaks  of  the  disease.  A  previous  attack  always  renders 
the  patient  more  susceptible  to  a  second  infection,  while  gen- 
eral depreciation  from  prolonged  chronic  disease  favors  its  re- 
ception. The  patient  who  takes  cold  easily  is  naturally  inclined 
to  the  disease,  while  any  acute  catarrhal  inflammation  oi  the 
reapiraioiy  mucous  membrane  adds  to  the  susceptibility.  The 
winter  and  spring  months  show  the  greatest  number  of  cases, 
sudden  changes  of  temperature  favor  pneomonia,  as  do  cold 
dimatee  rather  than  hot.  Age  is  an  etiological  factor,  inasmu<^ 
as  young  children  and  those  of  advanced  years  are  more  sus- 
ceptible.    After  sixty  a  fatal  termination  is  always  to  be  feared. 
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Kales  are  apparently  afflicted  more  than  females,  tramnatism 
of  the  thorax  may  Testilt  in  pneumonia,  while  unhygienic  sur- 
ronndings  favor  its  development.  Alcoholics  contract  this  dia- 
ease  very  frequently,  and  it  is  this  clasa  of  patients  which  is 
least  able  to  withstand  its  raragee.  Diseases  such  as  nephritis, 
organic  heart  disease,  carcinoma  and  diabetes  predispose  to  its 
development,  as  well  as  influenza.  Immunity  is  not  acquired 
by  one  attack. 

Pitholofy. — The  pathology  which  is  distinctive  of  pneu- 
monia will  be  confined  generally  to  the  lobe  of  one  lung,  though 
it  may  involve  the  whole  lung.  Sometidies  we  find  both  Inngs 
similarly  involved,  and  then  it  is  known  as  double  pneimnonia. 
The  lower  lobe  of  each  Inng  is  most  frequently  affected,  and 
that  of  the  right  lung  oftener  than  the  left.  Three  stages  of 
the  inflammatory  invasion  are  recognized,  as  follows:  (1)  The 
stage  of  congestion  or  engorgement.  (2)  The  stage  of  con- 
solidation (red  hepatization).  (3)  The  stage  of  resolution 
or  diffuse  suppuration  (gray  hepatization). 

The  stage  of  congestion  or  engorgement  ushers  in  the'dis- 
ease.  The  capillaries  are  distended,  the  alveolar  epithelium  is 
swollen  and  the  air  cells  are  filled  with  debris  and  red  blood 
corpuscles.  On  section  the  color  is  dark  red  and  the.  lung 
tissue  becomes  heavier,  due  to  the  partially  filled  alveoli ;  it 
pits  and  crepitates  on  pressure,  tut  it  will  atill  float  as  some  air 
enters  the  air  cells.  Blood  and  frothy  serum  exude  from  the 
cut  surface. 

Red  hepatization  defines  the  next  stage.  The  air  vessels 
are  distended  with  a  fibrinous  exudate,  giving  a  liver-like  ap- 
pearance to  the  lung  on  section.  Its  tissue  is  dry  and  mottled, 
reddish-brown  in  color,  and  the  clotted  fibrin,  red  blood  cor- 
puscles, pus  cells  and  broken-down  epithelium  which  occlude  the 
air  spaces  give  a  granular  appearance  to  the  cut  surface.  Pneii- 
mococci,  and  sometimes  streptococci  and  staphylococci,  may  be 
discovered  microscopically.  Inasmuch  as  air  does  not  enter 
into  the  consolidated  part  of  the  lung,  its  weight  is  increased 
and  it  sinks  in  water. 

A  condition  of  gray  hepatization  repreeents  the  third  stage. 
This  has  been  defined  as  a  diffuse  suppuration,  due  to  the  de- 
struction of  the  red  corpuscles,  the  increase  of  leukocytes  and 
the  extension  of  the  exudate.  The  red  appearance  of  the  sec- 
ond stage  gradually  fades  into  the  gray  color,  which  foUowa 
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tile  degeneratioxi  of  tlie  ezndate.  As  the  ceHnlftr  elements  dis- 
int^ate,  Tesolution  follows.  If  this  process  is  not  'complicated 
by  further  infection  or  extension  of  inflammation,  absorption 
■  of  the  exudate  and  resolution  takes  place.  When  streptococci 
are  present  in  large  numbers  abscesses  are  liable  to  occur.  These 
may  mpture  into  the  bronchus,  pleural  sac,  or,  more  rarely, 
into  the  pericardium.  Usually  they  are  small  and  multiple, 
but  may  coalesce  and  form  one  large  abscess.  Tbe  patholo^c 
condition  may  terminate  in  induration,  and  sometimes  gan- 
grene may  set  in,  but  these  are  not  common  occurrences.  In- 
fection with  tbe  tubercle  bacillus  may  take  place  during  tbis 
stage  and  Ae  disease  assume  tbe  characteristic  features  of  a 
developing  pulmonary  tubercnlosis. 

Tbe  duration  of  the  different  stages  varies  in  accordance 
with  the  degree  of  inflammatory  invasion  and  the  state  of  the 
individual  health.  The  first  stage  generally  ends  in  forty- 
eight  hours,  the  second  stage  lasts  from  four  to  eight  days,  and 
the  third  stage  may,  last  a  few  days  or  a  few  weeks.  The  transi- 
tion usually  occurs  rapidly,  except  wben  there  is  a  gradual 
extension  of  the  inflammatory  process  by  continuity.  Tbe  ex- 
tension sometimes  occurs  by  leaps.  It  is  possible  for  resolu- 
tion to  occur  in  either  the  first  or  second  stage,  the  alveolar 
contents  disappearing  by  expectoration  and  absorption.  Tbe 
association  of  pleurisy  with  pneumonia  is  naturally  to  be  ex- 
pected in  every  case  except  those  of  central  pneumonia. 

Legions  of  other  organs  are  also  noted,  Endocarditis  is 
a  common  complication,  pericarditis  is  lees  frequent,  while 
malignant  endocarditis  is  often  accompanied  by  meningitis. 
The  right  heart  may  contain  coagula,  wbicb  extend  into  the 
blood  vessels.  The  heart  muscle  is  pale  and  flabby,  but  fatty 
d^eneration  rarely  takes  place.  The  spleen  is  congested  and 
slightly  enlaced,  while  tbe  liver  may  show  similar  changes. 
The  kidneys  commonly  show  signs  of  both  acut«  parenchymatous 
and  chronic  interstitial  inflammation.  The  gastro-intestinal 
tract  may  show  a  catarrhal  condition. 

Synpttms. — ^The  prodromal  symptoms  of  typical  pneu- 
monia are  not  pronounced.  A  feeling  of  malaise,  slight  tho- 
racic oppression,  some  chest  pain  and  a  vague  sense  of  chilliness 
and  fever  may  be  noticed  in  some  cases  for  a  few  hours  preced- 
ing the  Onset,  which  is  sudden  and  severe.  A  marked  rigor  is 
followed  soon  by  fever,  which  shoots  up  with  great  rapidity  to 
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lOS'-lOS"  F.,  where  it  hovers  for  some  time  with  slight  morn- 
ing remissions.  A  sadden  elevation  of  temperature  later  on 
will  indicate  the  invasion  of  a  new  area  by  the  inflanunatoiy 
process.  The  skin  is  dry,  the  face  flushed  and  the  prostration 
IB  extreme.  Later  a  typical  cold  perspiration  appears,  the 
sweat  often  standing  out  in  large  beads  upon  the  face.  This  is 
more  pronounced  when  there  is  a  rapid  dedine  in  the  tem- 
perature. 

As  the  fever  develops  there  are  severe  headache  and  pain 
in  the  back  and  limbs.  The  shock  may  be  so  great  at  first  as 
to  cause  a  convulsion  or  sudden  collapse.  The  anxious  ex- 
pression of  the  face  is  marked,  and  soon  a  short  and  dry  cough 
with  pain  in  the  affected  side  appears.  The  respiration  is  hur- 
ried, jerky  and  shallow.  The  expectoration,  which  attends  the 
cough  in  the  early  stage,  is  scanty  and  rust-colored.  Thirst  is 
excessive  and  vomiting  may  occur.  Herpes  on  the  lips  and  nose 
is  often  a  valuable  diagnostic  sign.  The  patients  lie  mostly 
upon  the  affected  side.  The  fever  generally  terminates  by 
crisis  in  five  to  ten  days  in  the  ordinary  case,  and  all  pnen- 
momc  symptcons  then  b^n  to  subside.  More  rarely  it  ter- 
minates by  lysis. 

Srmptoms  in  Detail — Rapid  respiration  is  chsracteristio 
of  pneumonia;  it  is  decidedly  out  of  proportion  to  the  pulse 
rate,  the  ratio  being  at  first  1  te  3,  instead  of  1  to  4,  as  in 
health.  In  adults  the  average  respiration  will  be  from  40  to  60 
per  minute,  while  in  children  it  may  be  as  high  as  80  to  80. 
The  character  of  the  respiration  has  been  deecribed  as  panting, 
both  inspiration  and  expiration  being  short,  and  the  latter  is 
generally  attended  by  a  "grunting  effort."  Dyspnea  will  be 
in  evidence  when  the  severity  of  the  disease  is  marked.  Kapid 
breathing  will  always  be  aggravated  in  accordance  with  the 
increased  area  of  lung  involvement  or  associate  complications 
like  pleurisy,  pericarditis,  heart  failure  or  general  lung  edema. 
Tho  respiratory  movement  will  always  be  limited  on  the  affected 
side,  but  this,  to  ^  great  extent,  may  be  due  to  the  effort  to 
obtain  relief  from  pain.    It  is  more  pronounced  in  pleurisy. 

The  puiae,  as  mentioned,  is  not  high  except  in  serious 
conditions,  and  if  it  is  higher  than  120,  apprehension  should 
be  felt  The  rapid,  feeble  and  irregular  pulse  always  indi- 
cates a  failing  heart,  and  this  may  occur  at  any  stage  of  the 
The  lung  consolidation  and  the  toxemic  state  will  both 
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favor  thia  condition.  Any  previous  debility  or  infection,  and 
particularly  alcoholic  excess,  will  cause  a  heart  failure,  often 
attended  by  marked  delirium,  early  in  the  disease.  We  must 
study  the  heart  in  connection  with  the  pulse.  Usually  the 
sounds  are  clear  and  distinct,  the  pulmonary  second  sound 
bein^  accentuated.  When  the  right  ventricle  is  unable  to  empty 
its  blood,  this  sound  will  become  feebla  This  will  also  he 
recognized  by  an  extension  of  cardiac  dullness  to  the  right, 
epigaatrio  impulse,  a  low  systolic  sound  and  a  shortening  of 
the  long  pause. 

Pain  follows  shortly  after  the  initial  chill,  but  disappears 
generally  before  the  crisis.  It  is  stabbing  and  lancinating  in 
character,  and  is  due  to  implication  of  the  pleura  covering  the 
affected  area.  It  ia  usually  referred  to  the  infra-mammary 
rc^on,  the  axilla  or  scapular  region,  though  it  may  be  reflected 
into  the  abdomen,  simulating  appendicitis.  It  is  aggravated  by 
the  respiratory  act,  but  may  not  be  pronounced  in  the  aged. 

The  c(mgh  is  frequent,  short  and  dryj  it  is  voltmtarUy 
repressed  at  first,  since  it  increases  the  pain,  bnt  as  the  exudate 
softens  it  becomes  looser  and  easier.  The  sputum  at  first  is 
frothy  and  mucoid  j  a  little  later  it  has  a  rusty  color,  due  to 
the  admixture  of  blood.  On  account  of  ite  viscid  and  tenacious 
character  it  is  difficult  to  expel  and  adheres  to  the  sides  of  the 
receptacle  into  which  it  is  ejected.  Later  it  becomes  more 
abundant  and  purulent,  and  is,  therefore,  expectorated  with 
greater  ease.  In  the  severe  type  it  may  resemble  prune  juice. 
Under  the  microscope  it  shows  red  blood  corpuscles,  alveolar 
epithelium,  pus  ceUs,  small  fibrinous  caste  and  destructive  pnen- 
mococci. 

The  fever  of  pneumonia  is  characterized  by  a  sudden  and 
high  elevation  following  the  rigor  (104''-105''  F.).  It  gener- 
ally remains  around  this  high  point,  with  some  remission  at 
night  or  morning,  until  the  crisis  ia  reached.  Previous  debil- 
ity or  advanced  age  may  favor  a  lower  teonperature  and  some- 
times we  may  observe  a  pseudo-crisis  preceding  the  termina- 
tion. The  fever  breaks  by  a  typical  crisis  which  may  occur 
anywhere  from  the  third  to  the  fourt«enth  day,  being  most 
frequently  observed  on  the  seventh  or  ninth  day.  A  copious 
perspiration  often  marks  its  advent.  The  period  of  decline 
requires  only  a  few  hours,  but  if  the  termination  is  by  lysis, 
which  is  rue,  it  will  last  much  longer,     Levkoeytoait  attends 
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the  hyperpyrexia  and  it  may  exist  for  some  time  after  the 
crisis.  The  red  blood  corpuscles  and  the  hemoglobin  show 
■light  change  during  the  fever,  but  there  may  be  a  marked 
decrease  during  convalescence. 

The  cerebral  symptoms  will  be  rect^ized  by  a  distressing 
headache  and  exoeasive  delirium  in  severe  oases.  Actual  de- 
lirium tremens  often  develops  in  alcoholics.  The  rapid  in- 
crease of  the  temperature  may  end  in  eoma  and  death.  In 
the  adynamic  form  a  low,  muttering  delirium  is  more  char- 
acteristic. The  symptoms  of  meningitis  are  prment  in  many 
cases.  Digestive  disturbances  will  be  noted  by  the  dry  mucous 
membrane  of  the  mouth  and  the  ooatii^  on  the  tongue,  which 
later  disappears,  leaving  it  dry  and  brown.  Anorexia  and 
thirst  are  in  evidence  and  vomiting  may  rarely  be  persistent. 
Constipation  is  usual  and  further  digestive  errors  are  evi- 
denoed  by  the  slight  splenic  enlargement.  The  urine  shows 
febrile  changes,  being  scanty  and  high  colored,  with  an  excess 
of  urea  and  uric  acid.  The  chlorides  are  usually  diminished 
or  absent  during  the  febrile  stage  and  may  suddenly  reappear 
about  the  time  of  the  crisis.  Their  failure  to  reappear  at  this 
time  is  said  to  presage  prolonged  convalescence  or  a  fatal 
outcome     Slight  albuminuria  ia  common. 

Physical  Si^s. — In  the  stage  of  congestion  inspection  de- 
teotA  limited  movement  of  the  affected  side,  more  marked  when 
the  lower  lobes  are  involved,  with  rapid  and  embarrassed  res- 
piration. Palpation  also  reveals  the  limited  motion  of  the 
affected  side  and  may  detect  pleural  friction.  The  vocal  frem- 
itus is  increased  also  over  the  area  involved.  By  percussion 
a  higher  note  is  heard  over  the  beginning  consolidation;  a 
tympanitic  note  may  be  heard  especially  just  above  the  involved 
area,  the  so-called  Skoda's  resonance.  Auscultation  reveals 
suppressed  breathing  and  what  ie  a  very  early  diagnostic  sign, 
fine  crepitant  riles  at  the  close  of  inspiration.  On  deep  breath- 
ing the  ear  may  detect  the  so-called  broncho-vesicular  sounds. 
In  the  stage  of  red  hepatization  the  signs  noted  by  inspec- 
tion are  those  of  the  congestive  stage  intensified.  This  is  also 
true  of  palpation.  Percussion  gives  a  dull  note,  which  may 
vary  from  absolute  flatness  to  one  slightly  tympanitic.  Ausctd- 
iation  in  this  stage  reveals  tubular  breathing  and  often  the 
absence  of  rales.  "It  is  simply  the  propagation  of  the  laryn- 
geal and  tracheal  sounds  through  the  bronchi  and  the  ctmsoli- 
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dated  Imig  tisrae."  (Osier.)  The  vocal  resonance  is  greatly 
increased.     The  crepitant  rMes  disappear. 

In  the  aiage  of  gray  hepatization  or  retolution,  inspection 
and  pal'pation  disclose  little  change  at  first,  but  later  they  show 
a  gradual  retnm  to  normal.  On  percussion  the  note  obtained 
over  the  affected  area  becomes  gradually  more  tympanitic  un- 
til the  nonnal  is  eetablished.  Auscrdta^n  in  this  stage  ob- 
tains a  variety  of  mucous  Tales— the  finer  ones  being  called 
the  redvs^re<pitvs.  The  consolidated  tissue  still  transmita 
sound  with  great  intensity,  even  to  a  d^ree  which  yields 
bronchophony  or  egophony.  Later  the  vocal  resonance  de- 
creases and  finally  normal  respiratory  sounds  are  heard. 

Complications — We  find  that  the  pneumococcua  toxemia 
may  give  rise  to  symptoms  which  often  take  the  place  of  the 
lung  consolidation.  We  also  observe  that  various  complica- 
tions may  exist  which  change  the  general  trend  of  the  disease. 
Pleurisy  is  the  most  frequent  complication,  as  the  inflammation 
extends  to  the  lung  surface  and  often  the  pleuritic  symptoms 
are  more  int«nse  than  the  pneumonic,  and  then  the  term  pleuro- 
pneumonia is  applied.  A  copious  effusion  may  be  present  in 
place  of  the  ordinary  plastic  form.  This  acciunulation  may  be- 
oome  purulent,  giving  rise  to  empyema.  Often  the  pleural 
efFusions  give  no  definite  signs  of  existence,  or  the  symptoms 
are  so  obscure  that  they  are  overlooked.  In  this  condition  we 
shall  detect  a  pr<^resBive  respiratory  weakness,  increasing  dysp- 
nea, a  rise  in  temperature  and  the  local  disappearance  of  rales 
and  breath  sounds ;  while  in  empyema  the  septic  symptoms  are 
more  pronounced. 

A  general  bronchitis  often  makes  the  symptoms  of  pneu- 
monia more  severe ;  this  co-existing  tnfiammation  will  cause  a 
higher  fever  and  a  more  profuse  expectoration.  The  physical 
findings  will  reveal  a  bilateral  involvement,  more  dyspnea  and 
cyanosis  as  the  right  heart  is  oppressed.  Moist  r&les  over  the 
Iffonchi  will  be  detected. 

Edema  of  the  lungs  is  a  condition  sometimes  recognized. 
It  occurs  most  frequently  with  those  subjects  who  have  been 
debilitated  by  some  previous  disease.  Bright's  Disease  and 
diabetes  are  predisposing  causes.  A  copious  and  frothy  expec- 
toration, small  bubbling  rales,  rapidly  developing  cyanosis, 
severe  dyspnea  and  a  marked  .tenden<^  to  coma  are  charac- 
.Wistio  si^na. 
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PerieardiHs  is  an  oocaaioiuil  attendant  npon  pnenmtHiia, 
occurring  oftener  in  the  pneumonia  of  children.  As  it  ariaea 
from  an  extension  of  adjacent  plenritis  it  will  be  disoorered 
more  commonly  in  left  sided  pneumonia.  There  may  be  a 
serouB  efiFnaion  into  the  pericardium,  but  the  fibrinous  exudate 
is  more  frequent.  Precordial  pain  and  distresa,  rapid  and 
labored  breathing,  together  witii  a  feeble  accelerated  pulse, 
will  be  distinctiTe  su^estions;  when  the  exudation  assumes 
extr^ne  proportion  cyanosie  suddenly  intervenes.  At  times 
the  pericarditis  may  obscure  the  pneumonic  symptoms. 

Endocarditis  is  a  common  result  in  pneumonia,  the  ulcer- 
ative or  malignant  form  being  most  frequently  observed.  The 
symptoms  and  physical  finding  are  not  pronounced.  Septic 
manifestations,  especially  chills,  irregular  fever  and  sweats 
are  highly  su^estivo,  and  embolism  is  a  most  auspicious  sign. 
The  association  of  meningitis  has  been  recently  confirmed.  A 
chronic  endocarditis  may  predispose  to  the  ulcerative  or  the 
simple  form  during  the  course  of  pneumonia.  Cardiac  olota 
have  been  found  in  the  right  heart.  Venous  thrombosis,  em- 
bolism of  the  lai^r  arteries  and  cerebral  embolism  are  rare 
occurrenoea. 

Meningitis  has  been  found  to  exist  in  complication  with 
the  fatal  cases  of  pneumonia  frequently  attending  ulcerative 
endocarditis.  As  it  involves  the  meninges  on  the  convexity  of 
the  brain  it  is  not  so  often  detected,  bat  there  are  distinctive 
meningeal  symptoms  when  the  basal  membranes  are  affected. 
Intense  and  persistent  headache,  rigidity,  wild  delirinm  fol- 
lowed by  stupor,  which  develops  into  deep  coma,  will  define 
the  condition.  Meningitis  usually  develops  when  the  pneu- 
monia is  at  its  height,  but  it  may  appear  at  any  stage  of  the 
disease. 

Other  compUcatums,  such  as  arthritis  of  the  purulent 
form,  is  of  occasional  occurrence  during  the  course  of  pneu- 
monia, and  is  found  generally  in  conjunction  with  meningitis 
and  ulcerative  endocarditis.  Peripheral  neuritiB  is  claimed 
sometimes  as  a  result  of  pneumonic  infection.  Croupous  gas- 
tritis, more  commonly  croupous  colitis,  peritonitis,  jaundice, 
and  acute  nephritis  are  sequelae  which  may  often  appear,  if 
predisposing  tendencies  favor. 

Clinical  Varieties. — Epidemic  pneumonia  has  been  ob- 
served in  hospital  or  asylum  work  and  is  usually  of  a  mali^ 
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Qant  type.  This  is  liable  to  occur  where  there  is  any  exten- 
sive aggregation  of  people  and  especially  where  proper  sani- 
tary measures  and  isolation  in  case  of  illness  can  not  be  carried 
out  It  may  pervade  a  whole  household  at  one  time  so  that 
its  contagions  and  epidemic  character  is  established.  The  pneu- 
monia following  epidemic  influenza  is  a  good  illustration  of 
this  feature  of  the  disease. 

Typhoid  pneumonia  in  a  sense  is  a  misnomer  and  yet 
we  may  find  forms  of  pneumonia  in  wbicb  typhoid  symptoms 
are  preeminent,  though  the  typhoid  bacillus  is  not  the  cause. 
It  is  in  reality  an  adynamic  pneumonia  which  takes  on  the 
typhoid  character  as  the  result  of  some  debilitating  condition 
or  disease.  A  low  grade  fever,  septicemia,  diabetes,  nephritis 
and  alcoholism  are  contributing  factors.  The  dry  skin,  the 
extreme  prostration,  the  remittent  temperature,  the  delirium 
and  stupor,  together  with  the  other  general  characteristics  .of 
typhoid,  will  settle  the  diagnosis.  Hepatic  and  splenic  hyper- 
trophy will  often  exist  and  the  recovery  is  exceedingly  slow. 
A  form  known  as  latent  pneumonia  may  be  recognized  in  the 
aged,  the  distinctive  Bymptoms  being  obscured.  This  may  be 
from  the  fact  that  other  symptoms  seem  to  occlude  the  cardi- 
nal features  or  the  nervous  and  general  manifestations  are 
eiia^erated.  Another  form  known  as  central  pTieumonia  is 
quite  charaoteristic.  In  this  the  lesion  begins  in  the  center  of 
the  lobe  and  extends  so  slowly  that  the  typical  signs  are  masked. 
Migratory  pneumonia,  in  which  there  is  inflammatory  extension 
to  other  parts  of  the  lungs,  malarial  pneumonia,  which  occurs 
in  patients  suffering  with  malaria,  ether  pneumonia,  which  fol- 
lows the  administration  of  ether,  and  the  peculiar  feature  of 
pneumonia  appearing  in  children  are  other  varieties  which 
'  may  be  differentiated. 

Oiafnosis. — The  abrupt  onset,  the  rapid  rise  of  the  fever 
and  the  termination  by  crisis  are  signs  which  should  rarely 
fail  us.  The  dyspnea,  the  chest  pains,  the  peculiar  panting 
breathing,  the  abnormal  relation  between  the  pulse  and  respira- 
tion, the  cough  and  the  rusty  sputum,  together  with  the  physi- 
cal signs  of  lobar  consolidation,  are  other  distinctive  symptoms. 
The  bacteriological  examinations  demonstrate  the  cause  of  these 
symptoms.  Acute  pneumonic  phthisis  is  often  compared  with 
typical  pneumonia,  but  it  will  invariably  furnish  a  history  of 
previous  tubercular  involvement;  it  develops  more  gradually, 
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the  fever  is  more  remittent,  no  crisis  is  recognized,  the  night 
sweats  are  excessive,  the  emaciation  is  rapid,  the  sputum  is 
more  purulent  and  copious,  contains  blood  and  numerous 
tubercle  bacilli  and  yellow  elastic  tissue.  The  febrile  duration 
is  long,  the  consolidation  is  most  often  found  in  the  ape^,  a 
cavity  is  liable  to  follow  this  and  the  general  trend  of  the  dis- 
ease is  toward  death.  Broncho-pneumonia  will  be  difierenti- 
ated  by  the  presence  of  the  streptococcic  organism  in  place  of 
the  pneumococcus,  and  the  fact  that  it  is  a  secondary  disease 
often  following  such  acute  infections  as  measles  and  whooping 
cough.  It  is  also  characterized  by  a  gradual  onset  and  a  fever 
of  insular  type  and  variable  duration,  which  declines  usually 
by  lysis.  Pleurisy  with  effusion  has  not  so  distinct  an  onset, 
the  pain  is  very  sharp,  stitching  and  localized,  cough  is  not 
so  marked  and  yields  none  of  the  characteristic  rusty  sputum, 
the  fever  is  moderate,  of  the  continuous  type  and  subsides  by 
lysis,  prostration  is  not  so  pronounced,  herpes  are  not  pres- 
ent and  leucocytosis  is  absent  or  very  slight,  except  in  case 
of  empyema. 

Prof aosis — The  mortality  from  pneumonia  is  higher  than 
it  should  be.  When  we  recognize  the  infectious  character  <fi 
the  disease  and  institute  proper  treatment,  we  should  be  re- 
warded by  a  good  percentage  of  recoveries.  With  our  remedies 
which  have  undisputed  action  in  lung  consolidation,  we  should 
be  able  to  obtain  a  healthy  resolution  unless  unforeseen  com- 
plioations  appear.  Individual  circumstances  have  much  to 
do  with  every  case.  The  alcoholic  and  the  debilitated  patient 
do  not  reepoud  well  to  any  form  of  treatment.  Cardiac  fail- 
ure is  the  greatest  danger ;  it  may  come  as  the  result  of  exten- 
sive consolidation,  or  from  the  direct  effect  of  the  pneumotoxin 
on  the  heart.  There  may  also  be  an  underlying  endocarditis 
or  a  valvular  lesion  which  is  aggravated  by  the  pneumonic  in- 
fection. Advanced  age  is  also  an  unfavorable  factor  at  all 
times,  the  young  and  healthy  being  better  able  to  eliminate 
toxins  when  prompt  and  thorough  treatment  is  instituted. 
Double  pneumonia,  re-infection  and  an  extension  of  the  consoli- 
dation are  also  grave  features.  Extreme  nervous  symptoms, 
particularly  active  delirium,  must  be  regarded  with  alarm. 

Treatment. — The  treatment  of  pneumonia  has  undergone 
the  ups  and  downs  of  therapeutic  experiment  as  much,  if  not 
more,  than  that  of  any  other  disease.     From  the  day  of  vene- 
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section  to  the  preeent  day  of  extreme  hydrotherapy  and  aenun 
therapy,  the  greatest  energy  has  been  expended  in  the  effort 
to  find  a  specific  for  this  disease.  Plasters  and  poultices,  blia- 
tera  and  setona,  to  say  nothing  of  the  depression  from  the  bur- 
densome chest  coverings,  have  at  last  been  obliged  to  give  way  to 
the  modem  idea  of  the  management  of  an  infectious  disease.  It 
is  unfortunate  that  the  statement  of  a  surgeon  to  the  effect  that 
"pneumonia  has  no  known  cure"  has  reached  the  attention  of  the 
laity  through  newspaper  publicity.  Such  statements  unnecessa- 
rily alarm  those  who  may  be  afflicted  and  encourage  them  in  the 
belief  that  relief  comes  only  from  some  panacea  in  the  nature 
of  a  "germ  destroyer"  which  is  too  often  offered  by  the  adver- 
tising quack.  Knowledge  that  pneumonia  is  a  specific  disease 
leads  to  the  belief  that  only  a  specific  cure  may  be  relied  upon. 
It  is  equally  essential,  however,  that  we  treirt  the  patient  as 
well  as  the  disease  and  for  this  reason  the  principle  of  the 
homeopathic  or  "symptom  complex"  treatment  is  best.  This  is 
true  because  the  method  has  been  tried  and  proven  by  a  host 
of  practicians  of  our  school  for  the  past  century,  because  it 
treats  more  than  the  cause,  because  it  affiliates  a  remedy  to 
the  individual  conditions  of  a  patient,  and  because  it  is  not 
antagonistic  to  any  serviceable  adjuvant.  The  treatment  should 
be  considered  under  the  two  heads  of  general  management  and 
internal  medication. 

Genera]  HuafemenL-^One  of  the  great  requirements  in 
the  treatment  of  any  infectious  disease  is  the  maintenance  of 
free  elimination.  To  this  end  the  patient  may  be  given  a 
tepid  or  oool  bath,  gentle  friction  being  constantly  applied. 
He  should  then  be  placed  in  a  warm  bed,  well  covered  and 
oopions  warm  drinka  should  be  administered.  A  recumbent 
or  semi-recumbent  position  should  be  maintained  through- 
out the  course  of  the  disease.  A  quiet  and  well  aired  room, 
with  an  average  temperature  of  60°-65'*  F.,  is  a  necessity. 
A  humid  atmosphere  is  sometimes  desired  for  the  relief  of 
the  eou^  and  for  this  purpose  we  may  either  use  an  atomizer 
or  a  large  pan  of  water  on  the  stove.  It  is  utterly  impossible 
to  care  for  the  pneumonic  patient  in  the  midst  of  noise  and 
filth.  Company  should  not  be  allowed.  The  diet  should  be 
of  the  simplest  character  and  during  the  fever  it  should  be 
strictly  liquid.  When  the  fever  subsides  or  there  is  any  marked 
d^ility,  it  may  be  advisable  to  resume  a  more  nourishing  diet 
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Milk  IB  tlie  best  food  before  the  crisia,  but  it  ahotild  be  given 
in  small  quantities  every  two  or  three  hours  at  first.  Meat 
broths,  egg  nog,  Koumiss  and  junket  may  add  variety  to  the 
diet.  In  the  later  stages  the  solid  foods  may  be  carefully  re- 
sumed, but  over  feeding  should  be  avoided.  Alcohol  as  a 
food  is  a  question  of  consideration  in  different  cases,  but  the 
general  consensus  of  therapeutic  experience  is  against  its  use. 
The  prepared  foods  are  appreciated  by  some  patients.  The 
bowels  should  demand  attention  from  the  very  first.  If  the 
movements  are  not  normal  and  r^;ii1ar,  a  saline  may  be  admin- 
istered, or  if  this  is  insuf&cient,  a  mild  cathartic  is  permissible. 
It  is  my  custom  to  give  a  high  normal  salt  enema  every  morn- 
ing and  this  will  generally  relieve  the  bowels  and  at  the  same 
time  help  to  subdue  the  fever  and  aid  elimination. 

local  AppllcatioDB. — ^It  seems  hardly  necessary  to  say 
much  under  this  head,  inasmuch  as  the  recent  consensus  of 
opinion  is  decidedly  unfavorable  to  local  cheat  applications. 
In  the  light  of  past  experience  it  seems  decidedly  strange  to 
think  of  treating  pneumonia  without  a  jacket  or  some  counter 
irritant.  The  wet  and  filthy  poultice  is  fortunately  a  thing 
of  the  past,  for  there  can  be  nothing  more  disagreeable  to  a 
patient  than  this.  The  mustard  poultice  is  regarded  now  only 
as  a  necessity  for  the  temporary  relief  of  pain  and  the  plastic 
dressings  which  had  such  a  great  run  for  a  while  are  being 
gradually  discarded.  To  be  sure,  there  may  be  some  exigency 
which  will  demand  a  measure  of  this  kind,  for  it  is  still  a 
great  question  how  we  may  best  overcome  the  extension  of 
inflammation  and  oonsolidation.  As  a  specific  bacterium  is 
the  primary  cause,  it  seems  more  reasonable  to  treat  the  dis- 
ease from  the  infectious  standpoint;  still  we  must  be  open 
to  the  use  of  any  agent  which  will  reduce  consolidation  and 
promote  resolution.  It  has  seemed  to  me  beneficial  in  some 
obstinate  cases,  and  particularly  in  residual  or  latent  con- 
ditions, to  use  a  plastic  dressing,  much  as  I  dislike  it.  In 
secondary  pneumonia  I  believe  this  method  may  well  be  con- 
sidered. Ice  applied  by  means  of  an  ice  bag  over  the  area 
of  pain  in  the  chest  will  often  give  more  relief  than  any- 
thing else  and  it  is  of  decided  value  in  subduing  the  local 
inflammation  and  thus  correcting  the  temperature.  This  must, 
however,  be  well  guarded  by  oiled  silk  so  as  to  avoid  the  danger 
of  taking  cold  from  the  wet  clothing.     In  the  ordinary  case  a 
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simple  flannel  oovering  or  a  light  layer  of  ootton  is  the  beat 
and  the  only  required  measure  of  chest  protection.  In  my 
service  at  Cook  County  Hospital  I  have  often  been  amused  at 
the  use  of  t3ie  ootton  jacket,  as  it  was  almost  iuTariably  under 
the  patient's  arms  or  about  the  necL  Yet  reoorery  was  not 
retarded. 

SUmnlants. — There  la  a  wide  difference  of  opinion  as  to 
the  value  of  stimulants  in  any  stage  of  pneumonia.  The  weak 
heart,  to  be  sure,  must  be  supported,  but  the  danger  of  forcing 
the  heart  with  stimulants  in  every  pneumonic  attack  can  not 
be  condemned  strongly  enough.  If  the  principle  is  applied 
at  all,  it  should  be  resorted  to  only  when  cardiac  failure  is 
imminent,  and  this  will  generally  appear  in  the  later  stages  of 
the  disease.  Strychnia  (gr.  1/60  to  1/30),  hypodermatically 
administered,  is  probably  our  best  agent  for  this  purpose.  In 
severe  cases  it  should  be  used  every  three  or  four  hours,  but 
in  milder  casee  a  dose  night  and  morning  is  generally  suffi- 
cient. A  combination  tablet  containing  strychnia  1/60,  digi- 
talin  1/100  and  nitroglycerin  1/100,  has  served  me  well,  though 
it  may  be  wise  to  exclude  the  nitrt^ycerin  after  a  time  to 
avoid  the  extreme  headaches.  Aleohi>l  as  a  stimulant  is  con- 
demned by  many,  yet  it  ia  an  absolute  necessity  with  patients 
who  are  addicted  to  its  use.  When  this  is  taken  away  from  a 
typical  alcoholic,  the  cardiac  depreesion  and  deliriiun  are  liable 
to  become  nnnontrollable.  During  the  period  of  recupera- 
tion it  is  not  a  bad  idea  to  give  the  patient  a  good  wine  at 
stated  intervals.  AromaHc  spirits  of  ammonia,  in  10  or  15 
drop  doses,  is  sometimes  tolerated  better  by  the  stomach,  and 
answers  the  purpose  of  temporary  stimulation  as  well.  In 
other  instances  it  may  he  best  to  use  spartein  sulphate  (gr. 
1/10)  every  two  or  three  hours,  or  some  of  the  more  powerful 
cardiac  stimulants  like  digitalis  and  strophanthus.  Oxygen 
should  always  be  in  readiness  when  other  measures  fail,  though 
this  should  not  be  pushed  too  far.  It  is  beet  to  administer 
it  by  a  spray  and  the  cone  should  never  be  held  firmly  over 
the  mouth. 

Hydrotfaerapr. — After  the  initial  bath  this  must  he  em- 
ployed in  every  case.  Whether  it  may  be  sufficiently  applied 
as  the  ordinary  fever  sponge  or  the  cold  pack  must  be  deter- 
mined in  individual  cases.  In  some  instances  the  cold  pack 
or  the  gradually  cooled  hath  will  not  only  check  the  temper- 
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atore,  but  vill  act  as  a  nerve  oedative  as  welL  It  is  not  nat- 
ural, however,  for  every  patient  to  tolerate  the  shook  of  cold 
applications  and  heat  will  ordinarily  he  more  pleasing,  if  not 
equally  beneficial.  Whenever  a  bath  is  administered  gentle 
friction  should  be  applied. 

Special  Features  ol  Treatmeal. — The  therapeutic  efficiency 
of  anti-pneumoeoceus  serum  is  not  jet  settled,  thon^  the  idea 
is  being  seriously  considered  by  those  who  still  believe  we  shall 
find  an  efficacious  agent  in  this  line.  Some  of  the  special  ideas 
of  practice  are  worthy  of  consideration.  One  of  these  is  the 
necessity  of  Bustaining  normal  met^olignt  by  the  administra- 
tion of  predigested  or  easily  digested  foods  at  r^ular  intervals. 
Another  considers  tlie  importanee  of  active  etiminaUon,  This 
is  obtained  by  the  stimulation  of  the  liver  and  intestinal  tract 
by  cathartics  and  laxatives,  by  sweats  obtained  by  external 
heat,  by  the  withdrawal  of  venous  blood  when  the  right  heart 
is  overtaxed  and  by  the  direct  stimulation  of  thei  heart  by 
means  of  strychnia,  etc.  In  line  with  the  principle  of  elim- 
ination the  application  of  remedies  for  this  direct  purpose 
should  be  considered.  Aside  from  the  use  of  an  abundance 
of  water  we  may  first  consider  the  salycilate  treatment.  This 
ref«vB  to  the  rc^lar  use  of  sodium  aalicylate  (grs.  10  to  20), 
every  three  hours,  or  it  may  include  potassium  acetate  (grs. 
10  to  20)  equally  often,  and  possibly  the  employment  of  such 
remedies  as  stigmata  maydis  (m.  10  to  20)  of  the  fluid  extract 
every  three  hours,  and  one  to  two  dram  doses  of  the  aqueous 
solution  of  apocynum  at  the  same  intervals.  For  intestinal 
elimination  it  may  be  necessary  to  administer  cal<miel  (grs. 
1/10  to  1/4)  at  hourly  intervale  until  one  to  three  grains  are 
taken,  but  the  salines,  such  as  Carlsbad  salts,  Rnbinat  and 
Hunyadi  water  or  Concentrated  Pluto  water  are  generally  suf- 
ficient for  this  purpose.  One  of  the  best  remedies  in  this  line 
is  elaterin — the  active  principle  of  elaterium — which  may  be 
given  in  1/20  to  1/16  grain  doses  every  three  or  four  hours 
until  an  active  purge  is  obtained.  For  the  enforced  perspira- 
tion I  know  of  no  better  means  of  inducing  sweat  than  to 
pack  about  the  patient  ears  of  corn  which  have  been  boiled 
for  half  an  hour  and  then  wrapped  in  fiannel.  Hot  normal 
salt  enemas  will  also  encourage  the  sweating  process.  Cardiac 
stimulation  has  been  sufficiently  referred  to  in  previous  par- 
agraphs. 
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Cleansing  of  (he  mouth  frequently  with  mild  antiseptic 
solutionB  is  Bnotber  feature  of  adjuvant  treatment  which  is 
too  often  overlooked.  In  case  the  pneumococci  from  this  source 
become  virulent,  tbey  are  liable  to  be  a  source  of  re-infection, 
or  at  least  thej  may  favor  the  prolongation  of  the  disease. 
Leeching  and  cupping  are  still  recommended  by  some  experi- 
enced practicians  inasmuch  as  this  method  of  treatment  has 
a  tendency  to  relieve  right  heart  engorgement.  The  creosote 
treaimeni  is  highly  commended  by  others  and  there  is  no 
doubt  that  this  is  a  valuable  adjuvant,  at  least  in  cases  with 
tnberculons  tendencies.  I  have  employed  the  guaiacol  carbo- 
nate (grs.  10),  &ree  or  four  times  daily,  with  decidedly  favor- 
able results. 

The  use  of  oxygen,  as  has  been  referred  to,  is  too  fre- 
quently delayed  for  a  final  effort  to  sustain  a  failing  heart. 
Some  claim  that  its  use  as  a  regular  inhalation  throughout  the 
course  of  the  disease  is  a  desideratum  of  importance.  Intes- 
tinal antiseptics  are  of  highest  value  as  the  co-existing  intestinal 
intoxication  naturally  adds  to  the  toxemia  of  the  pneumonic 
infection.  For  this  purpose  methylene  blue — one  or  two-grain 
pills  four  times  daily — benzosol  (gr.  5)  four  times  daily,  and 
the  sulphocarbolates  as  previously  described,  are  among  the 
standard  agents  of  this  character.  The  high  normal  soli  enema, 
regularly  and  freely  used,  aids  not  alone  the  intestinal  anti- 
sepsis, but  through  its  absorption  it  tends  to  supplant  the 
loss  of  chlorids  which  are  no  doubt  exhausted  in  their  sup- 
posedly antiseptic  action  during  the  course  of  the  pneumonic 
fever. 

MedlciBes. — ^It  is  our  school  of  practice  which  has  verified 
the  pronounced  benefit  obtained  by  the  use  of  internal  medica- 
tion. We  have  substantially  demonstrated  that  the  remedy 
which  relieves  the  typical  symptoms  aifls  a  normal  resolution 
better  than  all  the  adjuvant  measures  outlined  above.  For  this 
reason  we  look  upon  the  treatment  of  pneumonia  with  far 
less  fear  than  has  been  generally  entertained.  In  the  early 
stage  we  have  found  aconite,  belladonna  or  veratrum  viride, 
valuable  for  the  reduction  of  the  fever  when  they  are  prop- 
erly indicated.  With  the  exception  of  belladonna  it  is  not 
best  to  continue  them  very  long  and  veratrum  viride  should 
be  watched  with  greatest  care  lest  cardiac  depression  ensue. 
With  the  aid  of  these  and  carefully  instituted  hydrotherapy 
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the  temperature  ta  generally  reduced  without  unfavorable  aynip- 
toma,  BO  that  a  criais  occurs  after  a  natural  duration  of  the 
early  BjmptomB.  Great  care  should  be  exereised,  even  in  the 
administration  of  these  febrile  remedies.  Antipyretics  should 
rarely  be  employed,  aa  it  is  possible  to  cauae  cardiac  depres- 
sion if  we  persist  in  their  use.  I  have  become  convinced  of 
late  that  we  err  too  often  in  this  respect.  The  extensive  dia- 
tribution  of  the  bacilli  and  their  rapid  elaboration  of  toxins 
account  for  the  sudden  onset,  the  rapid  development  of  symp- 
toms and  the  termination  by  crisis.  I  believe,  therefore,  that 
we  shall  soon  learn  to  let  Nature  care  for  the  temperature, 
which  seems  essential  to  overcome  such  profound  toxemia. 
Ferrum  phos.,  in  patients  debilitated  by  any  other  disease,  is 
a  particularly  useful  remedy  during  the  stage  of  engorgement. 
For  the  pain  which  exists  during  the  early  pathologic  devel- 
opment I  know  of  no  better  remedies  than  cantharis  and  bry- 
onia.  The  former  I  give  in  three  to  fi\'e-drop  tincture  doses 
every  two  hours  or  oftener  and  my  hospital  and  private  experi- 
ence in  this  respect  has  confirmed  my  theory  that  it  relieves 
the  painful  features  in  the  early  development  of  the  exudate 
better  than  any  other  known  remedy.  Bryonia  serves  us  well 
during  the  second  stage. 

Phosphorus  is  the  most  useful  remedy  we  have ;  it  applies 
to  the  period  of  consolidation  when  the  peculiar  "tigbtneas" 
defines  the  exudative  stage;  by  some  it  is  claimed  that  thia 
symptom  represents  extreme  hyperemia  instead  of  exudation. 
Practically  it  is  most  useful  during  the  second  stage  or  the 
early  part  of  the  third.  Prostration  and  oppression  of  the 
cheat  are  attendant  symptoms  inasmuch  as  there  is  respira- 
tory embarrassment.  It  represents  also  the  debilitated  and 
cachectic  state,  and,  therefore,  general  exhaustion,  sweats  and 
hectic  signs  are  indicating  requirements.  When  this  is  de- 
manded expectoration  is  difficult  and  scanty,  but  pain  ia  not 
severe.  It  is  my  custom  to  continue  this  remedy  throughout 
the  second  and  third  stages  unless  the  signs  of  resolution  are 
marked.  Ilepar  sulph.,  to  my  mind,  naturally  follows  phos- 
phorus when  the  exudate  begins  to  soften ;  it  is  decidedly  the 
remedy  of  the  third  stage  and  refers  to  a  punilent  condition. 
Fever  of  a  low  character  is  generally  jtresent  when  hepar  is 
indicated,  and  the  spasmodic  cough  with  fetid  expectoration, 
perspiration  and  emaciation  would  suggest  septic  conditions. 
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SUicea  will  follow  ^cpar  beneficially,  as  it  pertains  to  a  longer 
standing  suppurative  process. 

Tartar  emetic  has  its  friends  and  enemies;  it  seems  to 
have  been  qnite  generally  discarded  of  late.  There  is  no  doubt, 
however,  of  its  usefulness  when  there  is  abundant  secretion 
and  the  lung  is  inclined  to  he  paretic  to  such  an  extent  that 
little  sputum  is  raised;  the  noisy  and  abundant  rales  are  quite 
characteristic ;  dyspnea,  stupor,  cyanosis  and  clammy  perspira- 
tion are  general  symptoms.  Ammonium  carb.,  or  ammonium 
mur.,  in  low  potencies,  seem  to  take  the  place  of  tartar  emetic 
when  similar  symptoms  exist,  and  cardiac  enfeeblement  is 
troublesome.  Arseniie  of  antimony  is  mentioned  by  Qoodno 
as  a  "rival  of  tartar  emetic"  Its  greatest  sphere  is  in  the 
pneumonia  of  older  people  or  when  the  lung  paralysis  is  so 
pronounced  that  expectoration  is  extremely  difficult.  The 
symptoms,  in  addition  to  a  loud  rattling  in  the  bronchial  tubes, 
point  to  a  frothy  and  watery  sputum  raised  with  difficulty  and 
a  feeble,  rapid  pulse,  with  failing  circulation. 

Sulphur  should  not  be  neglected  in  the  third  stage,  though 
many  careful  prescrihers  have  advised  the  administration  of 
a  few  doses  in  the  beginning,  to  be  followed  by  a  more  char- 
acteristic remedy  later.  Its  symptomatology  pertains  mostly 
to  the  later  stages  of  the  disease  and  particularly  when  the  last 
stages  are  prolonged.  It  will  help  resolution  and  in  many  ways 
it  is  a  complement  of  phosphorus. 

The  iodida  must  always  be  thought  of  about  the  middle 
stages  of  the  disease.  No  remedies  will  be  more  serviceable 
when  the  resolution  is  imperfect  and  particularly  when  any 
latent  cause  like  tuberculosis  or  glandular  complications  exist. 
Spongia  is  distinctly  indicated  in  this  respect  with  children. 
lodin  may  give  good  results  in  some  cases.  lodid  of  antimony 
is  probably  more  efficient  when  the  sputum  is  mucopurulent 
and  bronchitis  attends.  lodid  of  tin,  iodid  of  baryta,  iodid 
of  strontium  and  iodid  pf  arsenic  may  be  considered  with  profit. 

Hyoscyamus,  or  better,  hyoscin  hydrobromate,  holds  the 
record  for  the  nervous  and  paroxysmal  cough  when  cerebral 
symptoms  are  pronounced.  Belladonna  and  siramonivm  may  be 
considered  in  this  respect.  In  a  sense  opium  or  codein  may  be 
called  into  use  for  the  same  purpose.  Heroin  and  terpin  hy- 
drate have  been  used  successfully  in  teaspoonful  doses  of  the 
elixir,  for  the  same  conditions.     When  the  cough  is  exceed- 
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ingly  irritable  and  the  expectoration  is  ropy,  Jcali  biehramicum 
or  kali  hromatum  may  be  used.  Agaricus  or,  better,  agartcm, 
may  be  called  for  when  cardiac  excitement,  delirium  and  stom- 
ach dieturbanceB  are  experienced  and  it  will  also  overcome 
profuse  sweating. 

The  typhoid  features  of  pneumonia  may  demand  other 
considerations  of  treatment  which  would  be  naturally  indicated 
in  typhoid  fever.  Baptisia  stands  out  preeminently  among 
the  remedies  for  this  purpose.  Rhus  tox,  arsenicum,  china  ara., 
and  phosphoric  acid  may  have  their  sphere  of  iisefulnesa.  In 
fact,  we  must  treat  pneumonia  in  accordance  with  its  clearly 
defined  symptomatology,  just  as  we  manage  any  other  disease, 
and  for  that  reason  we  may  find  many  indicated  remedies. 


TUBEBCULOSIS 


Tuberculosis  is  an  acute  or  chronic  infectious  disease 
caused  by  the  development  of  the  tubercle  bacillus  within  the 
body  and  is  characterized  by  nodular  lesions  or  diffuse  infiltra- 
tions which,  in  the  course  of  the  disease,  always  undergo  sec- 
ondary changes.  Any  tissue  in  the  body  may  be  involved  by 
this  bacteritmi.  While  the  disease  has  been  known  for  a  very 
long  time  it  was,  until  the  early  part  of  the  nineteenth  cen- 
tury, regarded  as  a  progressive  emaciation  specifically  char- 
acterized by  a  cough,  with  rapid  suppuration  of  lung  tissue 
presumably  caused  by  taking  cold.  Heredity  was  supposed  to 
be  the  real  factor  in  its  development  and  until  recently  no 
physician  has  been  able  to  convince  the  public  that  it  is  purely 
an  infectious  diseaae  in  which  heredity  plays  only  a  predis- 
posing part,  except  in  rare  instances.  Many  investigators  rec- 
ognized the  tuberculous  new  growth  as  a  constant  feature  in 
this  disease,  but  it  remained  for  Koch,  as  lat«  as  1881,  to  dis- 
cover the  specific  cause  in  the  tubercle  bacillus.  Since  that 
time  the  disease  has  been  studied  with  a  definite  knowledge 
of  its  etiology  and  pathology  and  the  assertion  may  be  safely 
made  that  this  scientific  knowledge  is  slowly  but  surely  lead- 
ing to  the  eradication  of  this  terrible  plague. 

Etiology — The  hacillus  iuberevlosia  is  "a  short,  fine  rod, 
often  slightly  bent  or  curved  and  has  an  average  length  of 
nearly  half  the  diameter  of  a  red  blood  corpuscle."    When 
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stained  it  may  present  a  beaded  appearance.  It  le  not  motile 
and  its  extremitiea  are  slightly  rounded.  It  stains  with  the 
anilin  dyee  most  rapidly  at  the  body  temperature  and  it  is 
peculiarly  characteristic  that  the  dye  remains  after  treatment 
with  acids.  Its  growth  is  attained  beat  on  blood-serum,  gly- 
cerin-agar,  bouillon  and  potato.  The  cultures  nluat  be  kept 
at  blood  heat  and  growing  Blowly,  dt>  not  appear  until  about 
the  end  of  the  second  week.  "The  colonies  form  thin,  grayish- 
white,  dry,  Bcale-like  masses  on  the  surface  of  the  culture  med- 
ium. Successive  inoculations  may  be  made  from  the  cultures 
and  at  the  end  of  an  indefinite  series  material  from  one  of 
them  inoculated  into  a  guinea  pig  will  produce  tuberculosis." 
(Osier.)  Chemical  products,  an  albuminoid  substance  and  a 
ptomaine  have  been  isolated  during  the  growth  of  the  bacilli 
and  these  poisons,  together  with  the  pyogenic  organisme  are 
supposed  to  excite  the  constitutional  features  of  the  disease. 
Koch's  tuberculin  is  a  prcteid  glycerin  extract  from  the  bacilli. 

Tuberculosis  exists  also  in  cattle,  though  there  are  certain 
points  of  difference  between  the  human  and  bovine  bacilli  so 
that  the  disease  in  man  and  in  animals  is  not  exactly  identical. 
Koch  astounded  the  medical  fraternity  in  1901  by  his  state- 
ment that  man  could  not  be  infected  by  bovine  tuberculosis. 
This  claim  was  forcibly  contested  and  the  belief  is  now  held 
that  "in  the  absence  of  more  positive  evidence  to  the  contrary, 
the  bovine  tubercle  bacillus  has  a  high  degree  of  pathogenic 
power  for  man  also,  and  this  is  especially  manifest  in  the  early 
years  of  life."  On  the  contrary,  there  is  no  doubt,  however, 
that  the  majority  of  cases  occur  in  man  by  the  dissemination 
of  germ-laden  sputum  and  infected  food.  When  we  take  into 
consideration  the  inniunerable  bacilli  which  exist  in  the  des- 
iccated sputum  which  fills  the  air  of  our  congested  centers  of 
population  it  is  not  necessary  to  look  further  for  the  cause 
of  the  disease. 

The  number  of  the  bacilli  will  vary  in  the  different  lesions. 
In  the  actively  developing  tubercles  they  are  very  numerous, 
while  in  the  chronic  processes,  as  observed  in  lymph-glands 
and  joints,  they  are  few.  When  a  tuberculous  focus  communi- 
cates with  a  vein  or  with  lymph  vessels,  the  bacilli  will  be 
widely  disseminated  throughout  the  body.  Outside  of  the  body 
the  bacilli  are,  of  course,  very  numerous  and  their  vitality  is 
extraordinary.     Their  destruction  is  not  obtained  by  freezing 
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and  they  are  not  easily  destroyed  hy  chemical  agents,  thongh 
boiling  and  exposure  to  the  sun's  rays  for  some  time  are  posi- 
tive means  of  destruction.  Dried  sputum  which  floats  in  the 
air  or  collects  on  the  contents  and  walla  of  a  room  inhabited 
by  a  person  with  phthisis  is  a  very  frequent  cause  of  spread- 
ing infection.  Inhalation  is,  without  doubt,  the  most  com- 
mon mode  of  infection  ancl  in  this  way  the  dried  sputum  carries 
the  bacilli  to  the  lungs.  The  claim  that  infection  is  estab- 
lished by  the  exhaled  breath  of  a  tuberculous  patient  is  prob- 
ably untenable  other  than  that  the  breath  conveys  minute  par- 
ticles of  germ-laden  sputum.  The  pathogenic  process  com- 
monly develops  first  in  the  upper  pulmonary  area,  the  small 
bronchi  being  the  usual  site  of  invasion.  The  question  of  con- 
tagion has  not  been  clearly  settled,  but  it  is  reasonable  to  believe 
that  it  may  be  conveyed  by  contact.  The  fact  that  those  who 
live  in  close  relation  with  tuberculous  patients  are  inclined 
to  contract  the  disease  is  evidence  of  this  possibility. 

Swallowing  the  bacillus  may  develop  tuberculosis  as  has 
been  instanced  in  animals  and  human  subjects.  Contaminated 
milk  may  be  the  means  of  distributing  bacilli  and  without 
doubt  intestinal  and  mesenteric  tuberculosis  is  produced  in 
this  way.  For  this  reason  a  tuberculous  mother  should  not 
nurse  her  child.  Meat  may  convey  it  in  the  same  manner  when 
the  bacilli  are  taken  into  the  stomach,  though  we  have  not 
much  direct  evidence  relative  to  this  form  of  contamination. 
Inoculation  may  be  the  means  of  its  transference,  as  has  been 
clearly  demonstrated  by  ex(>eriments  u[K)n  guinea  pigs.  The 
local  lesions  are  occasionally  established  by  inoculation  through 
iissures,  excoriations  and  wounds.  This  may  be  illustrated 
among  those  whose  vocations  demand  the  handling  of  tuber- 
culous patients  and  the  surgeons  who  operate  upon  such  pa- 
tients. Direct  hereditary  transmission  was  formerly  consid- 
ered a  very  constant  eanse  of  this  disease,  and,  while  in  rare 
instances,  the  fetus  in  utero  has  contained  tbe  bacillus,  as 
also  has  tbe  placenta,  it  is  not  at  all  usual  for  the  infection  to  be 
so  transmitted.  Heredity  does,  however,  play  a  large  pari,  as 
a  predisposing  factor.  The  faulty  physical  development  which 
is  a  sequence  of  such  an  inheritance  is  either  an  indication 
of  tuberculosis  or  a  physical  factor  which  wilt  piicourage  its 
development  at  the  first  infections  opportunity.  For  this  rea- 
son so  much  stress  has  been  laid  upon  the  scrofulous  diathesis 
in  children. 


.y  Google 


TUBERCULOSIS.  199 

Other  predisposing  factors  in  this  diseaee  are  worthy  of 
ccmBideration.  Nationality  is  of  unusual  prominence  in  its 
development.  It  has  been  found  that  the, negro  race  and  the 
Indian  are  peculiarly  predisposed  in  this  respect.  Previous 
'  infections  are  also  predispositions  and  we  should  always  regard 
an  acute  infection  which  involves  the  lungs  as  preparing  a 
favorable  soil  for  the  development  of  the  bacilli.  Age  docs  not 
offer  exemption  at  any  time,  though  children  are  more  inclined 
to  meningeal,  mesenteric  and  glandular,  rather  than  pulmonic 
tuberculosis,  which  occurs  most  often  between  the  ages  of  twenty 
and  thirty.  Sex  seems  to  make  slight  difference,  though 
females  are  said  to  be  affected  most  frequently,  pregnancy  being 
a  factor  which,  by  debilitating  the  system,  favors  its  contrac- 
tion, and  the  indoor  life  of  woman  naturally  predisposes  to 
lung  weakness  and  the  reception  of  infection.  Environment 
has  much  to  do  with  the  etiology  as  the  exposure  is  certainly 
enhanced  in  the  city  and  the  conditions  of  life  there  are  such 
as  depreciate  the  general  health  and,  therefore,  weaken  the  re- 
sisting power.  The  imperfectly  ventilated  apartment  or  work- 
shop, where  sunlight  is  excluded  during  the  daytime,  gives  the 
bacilli  an  opportunity  to  thrive  which  does  not  exist  iu  the 
country.  Among  the  inmates  of  our  prisons  and  almshouses 
who  are  forbidden  the  privilege  of  sufficient  exercise  and  whose 
quarters  are  in  dark  and  damp  surroundings,  the  death  rate 
from  taberculosis  is  a  disgrace  to  modem  penal  and  charitable 
methods.  In  fact  we  may  safely  say  that  one  of  the  worst 
sanitary  evils  of  modem  times  is  the  housing  of  many  people 
together  where  polluted  air  is  constantly  re-inhaled.  Soil  and 
climate  have  some  influence  favorable  to  the  spread  of  the  dis- 
ease as  humidity  and  moisture,  which  prevail  in  low  and 
poorly  drained  localities,  are  conducive  to  tubercular  devel- 
opment. Occupations  which  confine  one  to  an  unhealthy  local- 
ity or  a  poorly  ventilated  room  or  where  the  atmosphere  is 
dusty,  will  often  debilitate  the  system  beyond  the  power  of 
resistance,  to  say  nothing  of  the  inflammation  which  may  be 
set  up  by  such  irritants.  For  this  reason  we  find  our  largest 
number  of  deaths  from  tuberculosis  among  the  shop  workers. 
Local  conditions  may  also  influence  the  infection  as,  for 
instance,  a  catarrhal  bronchitis,  which  is  chronic  or  recurrent, 
establishes  a  local  inflammation  favorable  to  the  implanting  of 
the  bacillus.     Chronic  diseases  like  organic  heart  disease,  arte- 
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rioecleroBis,  nephritis,  cirrhosis  of  the  lirer,  etc.,  may  create 
a  physical  debility  which  encourages  the  contractioa  of  this  in- 
fection. Entero-colitis  in  children  predisposes  to  tabes  mesen- 
terica  while  it  frequently  follows  some  of  the  specific  diseases 
like  measles  and  whooping  cough  which  may  establish  a  bron-' 
ehial  catarrh  favorable  to  its  development.  Pneumonia  also 
is  frequently  a  forerunner  of  the  disease,  especially  when  reso- 
lution is  imperfect.  Hemoptysis  is  said  to  favor  it,  pleurisy 
often  furnishes  a  starting  point,  while  congenital  or  acquired 
contraction  of  the  pulmonary  artery  is  supposed  to  predispose 
to  it.  Traumatism  is  a  factor  to  be  considered  at  all  times. 
Pleural  and  pulmonary  tuberculosis  often  follow  from  a  blow 
upon  the  chest;  injury  to  the  knee  may  also  establish  a  tuber- 
culous arthritis;  while  injury  to  the  head  may  develop  tuber- 
culous meningitis.  This  is  explained  by  the  theory  that  the 
bacilli  receive  a  stimulus  to  their  growth  by  the  contusion 
of  the  parts  and  the  diminished  phagocytic  activity  following 
the  injury. 

General  Patiioloty. — The  most  frequent  seats  of  tubercu- 
lous lesions  within  the  body  are  the  lungs,  larynx,  intestines, 
peritoneum,  bones,  urogenital  system  and  brain,  in  the  order 
mentioned.  In  adults  the  lungs  are  nearly  always  attacked ;  in 
children  the  lymphatic  glands,  intpstinea,  bones  and  joints  are 
the  common  seats  of  invasion  by  the  tubercle  bacillus.  Any  of 
the  viscera  may  be  affected,  usually  secondarily. 

After  the  bacillus  is  deposited  within  tbe  tissues  it  mul- 
tiplies and  in  the  course  of  this  process,  and  as  a  result  of  it, 
there  is  developed  the  characteristic  tubercle  which  is  the  essen- 
tial lesion  of  tuberculosis.  Each  tubercle  consists  of  a  central 
focus  of  giant  cells  (polynnclear),  the  number  of  which  bears 
an  inverse  ratio  to  the  number  of  bacilli  found  in  and  between . 
them.  Hektoen  claims  that  these  giant  cells  exert  a  phago- 
cytic action.  In  and  about  this  central  focus  is  a  zone  of 
epithelioid  cells,  while  external  to  this  are  the  leukocytes,  the 
whole  being  held  together  by  a  reticulum.  This  proliferation 
of  fixed  tissue  elements  is  due  to  the  specific  irritant  action  of 
the  bacilli.  The  tubercles  vary  in  diameter  (1/2  to  3  mm.), 
and  are  translucent  at  first  and  when  small ;  later  when  they 
are  larger  and  have  undergone  secondary  changes  they  may 
have  a  grayish  or  yellowish  color  and  reach  the  size  of  a 
pigeon's  egg. 
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Chantea  In  (he  Tubercle.— The  elementary  tuberde  always 
undergoes  secondary  changes,  the  most  common  of  which  are: 
(1)  Fatty  d^eneration  and  caseation.  (2)  Tibroid  indura- 
tion. (3)  Calcification.  (4)  Suppuration.  Fatty  degenera- 
tion and  caseation. — This  begins  in  the  center  of  the  tubercle 
and  is  seen  first  in  the  giant  cells,  next  in  the  epithelioid  cells, 
so  that  finally  the  nodule  is  converted  into  a  mass  of  granular 
debris  within  a  capsule.  This  process  may  take  place  with 
varying  rapidity,  the  large,  more  diffuse  nodules  breaking 
down  more  quickly  than  the  smaller  ones.  Fibroid  induration. 
— This  change  consists  in  the  fatty  degeneration  and  absorption 
of  the  central  part  of  the  nodule,  while  the  peripheral  cells  are 
gradually  replaced  by  a  dense  fibrous  capsule.  This  is  Na- 
ture's effort  to  repair  the  damage  already  done  and  limit  the 
infection.  When  it  is  complete  it  is  the  most  favorable  change 
that  can  possibly  occur.  (Green-Martin.)  Calcification. — 
This  usually  follows  caseation  and  is  due  to  the  absorption 
of  the  fluid  elements  and  the  deposition  of  lime  salts,  convert- 
ing the  tubercle  into  a  more  or  less  gritty  or  stony  nodule. 
It  also  protects  the  body  against  further  infection  from  this 
tubercle.  Suppuration. — If  the  caseous  nodules  do  not  un- 
dergo fibroid  induration  or  calcification,  they  eventually  break 
down  and  suppurate,  producing  a  chronic  abscess.  The  nearer 
the  tubercles  lie  to  the  surface  of  the  skin  or  mucous  mem- 
branes the  more  likely  are  they  to  suppurate.  The  "pus"  of 
a  tuberculous  abscess  consiats  of  "fatty  granules  suspended  in 
fluid,  with  here  and  there  a  fattily  degenerated  granular  leuko- 
cyte." (Green-Martin.)  It  often  contains  gritty  or  cheesy 
masses  and  is  usually  thinner  and  lighter  in  color  than  true 
pus.  This  suppurative  process  is  very  chronic,  little  subjective 
evidence  being  given  of  its  presence  until  shortly  before  it 
bursts  when  it  presents  the  usual  signs  of  acute  abscess.  When 
this  stage  is  reached  there  is  nearly  always  a  periadenitis  pres- 
ent also.  "The  contents  of  these  abscesses  are  infective  and 
produce  general  tuberculosis  when  injected  into  animals." 
(Green-Martin.)  Ail  tuberculous  abscesses  are  alike  in  their 
origin  and  development,  whether  found  in  bone,  gland,  lung 
or  other  viscera  or  tissues. 
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TUBERCULOSIS  OF  THE  LYMPH  GLANDS. 

Scrofula  was  the  word  which  was  used  to  define  this 
disease  previous  to  its  recognition  as  a  tuberculosis  of  the  lyniph 
glands.  The  presence  of  the  tubercle  bacilli  within  them  now 
account  for  the  specific  iDflammatory  process,  while  the  less 
virulent  character  of  the  infection  explains  the  slow  progress 
and  the  latent  character  of  the  disease.  It  is  most  common  in 
children,  though  it  may  occur  at  any  age.  One  fortunate  fea- 
ture of  the  disease  is  the  fact  that  the  lesion  is  usually  con- 
fined to  the  group  of  glands  first  affected.  The  disease  may 
be  studied  under  two  groups,  local  tuberculous  adenitis  and 
general  tuberculous  adenitis.  (1)  In  local  tuberculous  adenitis 
we  shall  find  cervical  glands  most  frequently  affected  and  it  ia 
a  fairly  common  disease  in  children  of  poor  heredity  or  un- 
favorable environment.  The  etiological  factors  in  its  devel- 
opment may  be  traced  back  to  an  acute  or  chronic  naso-pharyn- 
geal  catarrh  which  favors  the  advent  of  the  bacilli  into  the 
lymph  circulation.  The  tonsils  may  be  the  primary  source  of 
the  infection  inasmuch  as  they  freely  communicate  with  the 
atmosphere  and  are  subject  to  frequent  inflammation.  In- 
juries, skin  abrasions  and  eruptions  like  eczema  may  give  an 
opportunity  for  the  bacilli  to  enter  the  lymph  channels  though 
this  is  a  much  leas  frequent  manner  of  infection. 

The  symptoms  at  first  are  not  numerous  or  marked,  en- 
largement of  the  glands  being  about  the  only  sign.  This  may 
involve  the  superficial  or  deep  cervical  chains  or  the  submax- 
illary or  other  glands.  At  first  there  is  noticed  only  the  pres- 
ence of  small  movable  nodules;  these  later  enlarge  more  or 
less  rapidly  and  aa  the  inflammation  extends  outside  of  the 
gland,  periadenitis,  with  fixation  of  the  glands,  is  observed. 
Caseation  and  suppuration  frequently  follow ;  the  skin  becomes 
inflamed  and  finally  spontaneous  evacuation  of  the  liquefied 
contents  takes  place,  A  sinus,  often  very  chronic  in  character, 
usually  ensues  after  rupture  and  often  after  surgical  evacuation. 
Resolution  may  take  place  without  caseation  or  suppuration. 

The  diagnosis  will  be  made  by  the  symptoms  just  oiitlined, 
the  etiolog>'  which  has  been  referred  to  and  the  positive  re- 
actions which  may  be  obtaiiicd  in  the  majority  of  cases  by  the 
tnberculin  test.  A  differential  diagnosis  relative  to  lympha- 
denoma  (Hodgkin's  disease),  lymphatic  leukemia  and  simple 
lymphoma  must  be  made.     In  Hodglcin's  disease  the  enlarged 
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glands  are  less  adherent  to  surrounding  tisanes,  less  fixed  and 
have  a  softer  feel ;  they  are  not  inclined  to  caseation  or  aup- 
piiration  and  invade  more  than  one  group  of  glands.  In 
Hodgkin's  disease  also  the  growth  of  the  glands  is  more  rapid 
and  is  not  inclined  to  affect  children  so  frequently.  Lymphatic 
leukemia  has  a  more  marked  leukocytosis,  while  simple  lymph- 
oma, though  affecting  single  groups  of  glands,  is  character- 
ized by  a  less  tender  and  a  less  painful  enlargement,  together 
with  the  absence  of  anemia  and  constitutional  symptoms.  Sar- 
coma affects  groups  of  glands,  spreads  rapidly  and  from  the 
beginning  infiltrates  adjacent  tissues.  The  danger  of  eecon- 
dary  tuberculosis  following  glandular  tuberculosis  is  always 
jx)8sible.  The  disease  usually  runs  a  slow  course,  hut  recov- 
ery may  take  place  either  spontaneously  or  by  early  removal 
of  the  glands  and  appropriate  treatment  to  develop  the  physical 
health.  If  care  of  this  kind  is  not  promptly  instituted,  there 
may  be  a  diffusion  of  the  bacilli.  The  bronchial  glands  are 
often  enlarged  either  independently  or  in  conjunction  with 
lung  tuberculosis.  Frequently  the  enlargements  are  not  vis- 
ible, but  they  may  attain  such  size  as  to  form  recognizable 
mediastinal  tumors.  An  examination  of  the  glands  would  re- 
veal the  enlargement  and  the  early  caseation  which  is  later 
followed  by  calcification  or  abscess  formation.  Symptoms  of 
pressure  may  be  present  and,  in  the  case  of  an  abscess,  rupture 
may  take  place  into  the  trachea,  bronchi  or  a  pulmonary  blood 
vessel,  giving  rise  to  cougli  and  expectoration  of  purulent, 
bloody  and  caseous  matter  containing  bacilli.  Bronchial  ca- 
tarrh is  one  of  the  earliest  symptoms  in  primary  tuberculosis  of 
the  bronchial  glands. 

The  mesenteric  glands  (tabes  mesenterica)  may  become 
primarily  infected  or  more  frequently  affected  secondary  to 
intestinal  tuberculosis.  These  cases  occur  almost  invariably 
in  children,  the  characteristic  appearance  of  such  patients  being 
suggested  by  the  anemic  condition,  the  wasted  limbs  and  the 
protruding  abdomen.  The  local  symptoms  indicate  peritoneal 
effusion  and  the  enlarged  glands  or  nodules  may  sometimes  be 
palpated  unless  the  tympany  is  extreme.  Diarrhea  is  a  prom- 
inent symptom  and  fever  of  an  intermittent  type  attends  the 
progressive  cachexia.  Death  usually  occurs  as  the  result  of 
exhaustion,  though  enteritis  or  some  intercurrent  disease  may 
be  the  cause.     Tabes  mesenterica  may  appear  in  adults  as  a 
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secondary  condition  following  pulmonary  tuberculoeia  and  only 
rarely  ae  a  primary  infection.  Suppuration  is  not  so  ooniinon 
when  the  mesenteric  or  retroperitoneal  glands  are  affected  as 
in  the  case  of  the  cervical.  A  systemic  infection  is  always  to 
be  feared,  though  spontaneous  cures  have  been  reported. 

A  general  tuberculotis  adenitis  may,  in  rare  instances,  in- 
volve all  the  lymph  glands  of  the  body  without  affecting  other 
organs.  It  generally  starts  as  a  primary  tuberculous  involve- 
ment of  the  cervical  glands.  This  will  be  determined  by  the 
enlargement  and  tenderness  of  the  glands  with  a  tendency  to 
suppuration,  the  protracted  fever  of  intermittent  type,  the  ex- 
haustion, emaciation  and  its  chronic  course.  Tuberculosis  of 
the  lungs  or  tuberculous  meningitis  may  follow  the  liberation 
of  bacilli  from  the  local  lesions.  Some  cases  may  terminate 
in  profound  anemia  without  any  definite  knowledge  of  the 
cause  when  the  glandular  enlargement  is  not  marked. 


ACUTE  TUBEKCULOSIS. 

This  has  also  been  defined  as  a  diffuse  general  tubercu- 
losis or  an  acute  miliary  tuberculosis.  It  is  characterized  by 
the  sudden  development  of  miliary  tubercles  in  different  parts 
of  the  body  following  the  introduction  of  bacilli  into  the  blood 
or  lymph-chaanels  from  some  established  tuberculous  focus. 
The  lesions  are  found  most  frequently  in  the  lungs,  the  pleurae, 
meninges  and  peritoneum.  The  liver,  the  spleen,  the  bone 
marrow,  kidneys  and  other  tissues  are  less  commonly  involved. 
Young  people,  between  the  ages  of  twelve  and  twenty,  furnish 
the  great  majority  of  cases,  though  adult  life  is  not  exempt. 
Though  it  usually  starts  from  a  pre-existing  tuberculous  focus 
it  may  develop  secondary  to  an  acute  infectious  disease  like 
measles  and  whooping  cough  in  children,  or  typhoid  fever  or 
pueomonia  with  delayed  resolution  in  adults.  Infection  is 
commonly  established  by  a  "fistulous  connection  between  a  local 
tuberculous  focus  and  a  vein,  especially  the  pulmonary  vein.'*' 
The  bacilli,  entering  the  blood,  may  multiply  and  produce  a 
general  infection.  A  rare  form  is  developed  through  the  rup- 
ture from  a  tuberculous  focus  directly  into  the  thoracic  duet, 
thus  establishing  a  direct  communication  with  the  subclavian 
vein.  Miliary  tubercles  may  exist  in  certain  tissues — the  liver, 
heart  and  choroid — without  giving  rise  to  any  charaateristio 
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BTmptoiii&toIogy.  Three  olinioal  varietieB  of  thia  form  of  tuber- 
culosis are  recognized,  the  typhoid,  pulmonary  and  the  meo- 
ingeal. 

The  Typhoid  Fonil.~The  symptoms  of  this  form  of  tuber- 
culoeis  closelj  resemble  those  of  typhoid  fever,  toother  with 
some  diatinctive  feature  of  tuberculous  invasion.  A  period  of 
inettbation,  characterized  by  malaise,  headache,  debility  and 
some  chilliness,  usually  precedes  the  onset  which,  in  some  in- 
itances,  may  appear  suddenly.  The  fever  increases  rapidly 
and  usually  has  a  high  range  (102°-104°  F.),  sometimes  show- 
ing the  typical  evening  rise  and  the  morning  fall.  In  other  in- 
stances it  may  intermit  insularly  or  alternate  with  a  con- 
tinuous temperature  for  a  few  days,  while  in  rare  instances 
there  may  be  an  afebrile  condition.  With  febrile  exacerba- 
tions the  cheeks  present  a  "circumscribed  blush."  The  pulse 
is  small  and  rapid  in  proportion  to  the  temperature  (100-140). 
Respiration  is  rapid  and  labored.  A  cough,  with  slight  ex- 
pectoration, is  usually  present  in  the  early  stages  and  this 
may  he  profuse  and  contain  bacilli  when  associated  with  an 
old  pulmonary  tuberculous  lesion.  Cyanosis  is  sometimes  dis- 
covered though  the  characteristic  pallor  is  more  frequently 
observed.  Mental  dullness,  or  delirium,  which  often  simu- 
lates that  of  typhoid  with  occasional  acute  exacerbations,  is  a 
typical  symptom.  Prostration,  anemia  and  progressive  ema- 
ciation are  always  prominent  features.  Sweating  and  herpetic 
eruptions,  with  intermitting  fever,  often  simulate  malaria. 
Splenic  enlargement,  hemorrhage  from  the  bowels  and  epis- 
taxis  are  exceptional  symptoms.  The  digestive  symptoms  will 
be  characterized  by  anorexia,  dry  tongue,  occasional  vomiting 
and  excessive  thirst.  Tubercles  may  be  discovered  by  means 
of  the  oplithalmoBCOpe  on  the  choroid  coat  of  the  eye. 

A  physical  examination  in  the  early  stages  does  not  reveal 
any  pnaninent  chest  findings  other  than  a  bronchitis,  unless 
there  is  a  primary  tuberculosis  of  the  lungs.  Lung  consolida- 
tion and  pleurisy  generally  follow  later,  while  a  pericardial 
friction,  peritonitis  or  meningitis  may  be  detected  in  many  in- 
stances. A  sputum  examination  does  not  usually  reveal  the 
bacilli.     A  blood  analysis  may  possibly  reveal  them. 

The  diagnosis  must  differentiate  between  this  disease  and 
typhoid  fever.  The  following  characteristic  symptoms  should 
help  to  settle  this  doubt.    There  is  usually  a  family  history  or 
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a  local  tuberculous  lesion  somewhere.  Epistaxis  is  not  com- 
mon. The  temperature  record  shows  great  irregularity.  Ees- 
piration  is  rapid  and  difficult.  There  are  usually  no  au§$;es- 
tive  abdomiuai  symptoms  like  tympanites,  rose  spots  or  splenic 
enlargement.  The  Widal  reaction  is  not  found.  Tuberculea 
may  be  detected  in  the  choroid  coat.  Hemorrhage  from  the 
bowel  and  perforative  peritonitis  are  rare.  The  tiiberculin  test 
may  demonstrate  the  existence  of  the  tuberculosis. 

The  Palinonary  Form. — Symptoms.  In  this  form  the 
pulmonary  features  are  pronounced.  It  aucoeeds  a  condition  of 
chronic  tuberculosis  of  the  lung  while  in  children  it  may  follow 
an  attack  of  measles  or  whooping  cough.  The  symptoms  of  a 
diffuse  bronchitis  are  apparent  from  the  first,  a  cough,  marked 
by  slight  expectoration,  which  later  becomes  muco-punilent, 
also  being  present.  Hemoptysis  is  an  occasional  symptom,  but 
dyspnea  is  the  most  striking  feature,  the  respiration  often  be- 
coming as  rapid  as  forty  or  sixty  per  minute.  When  this  be- 
comes extremely  labored  a  peculiar  cyanotic  pallor  is  charac- 
teristic. The  temperature  is  usually  high  (lOS'-lOS"  F.)  while 
the  pulse,  which  is  small,  feeble  and  often  irregular,  ranges 
from  100  to  150,  or  even  higher  in  the  advanced  stages.  The 
physical  signs  are  those  of  diffuse  bronchitis  in  the  early  stages 
or  broncho-pneumonia  in  the  more  advanced  stages.  In  case 
of  acute  emphysema  the  percussion  note  may  be  full  and  clear 
in  the  anterior  part  of  the  chest.  The  rales  are  sibilant  and 
sonorous,  or  fine  and  crepitant  at  first  and  later  they  may  be 
larger  and  moist  in  character.  High  pitched  tubular  breathing 
may  be  recognized  at  the  base  of  the  lung  when  children  are 
affected.  Friction  crepitation  may  be  detected  in  case  of  tuber- 
culous pleurisy.  The  diagnosis  may  be  difficult,  though  the 
antecedent  history  of  a  cough  or  a  known  family  tendency 
toward  tuberculosis  will  help  to  confirm  the  suspicion  as  to  the 
character  of  the  disease.  The  tuberculin  test  will,  however, 
be  positive.  The  bacilli  are  not  usually  found  in  the  sputum 
except  in  occasional  advanced  cases,  but  they  should  be  looked 
for  in  the  blood.  Choroid  tubercles  may  be  discovered  by  the 
ophthalmoscope.  It  runs  a  longer  course  than  general  miliary 
tuberculosis,  the  only  exception  being  in  the  case  of  children. 
The  marked  signs  of  the  disease  are  the  disproportionate  dysp- 
nea apd  cyanosis  which  attend  the  physical  signs  of  a  diffuse 
bronchitis. 
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The  Meningeal  Fonn. — Thie  is  best  known  aa  tuberculous 
meningitis,  though  it  has  received  many  other  descriptive 
t«nus  such  as  tuberculous  leptomeningitis,  acute  hydrocephalus 
and  basilar  meningitis.  It  may  be  defined  as  "an  acute  in- 
flammation of  the  pia  mater  due  to  an  eruption  of  miliary 
tubercles  on  this  membrane  and  on  the  blood  vessels  proceeding 
from  it,  extending  also,  at  times,  to  the  corresponding  mem- 
brane of  the  spinal  cord."  The  primary  focus  is  most  fre- 
quently located  in  the  bronchial  or  mesenteric  glands,  though 
the  bones  and  the  lymphatics  are  frequently  the  points  from 
which  the  bacilli  start.  In  a  very  few  instances  the  tuberculous 
development  may  have  its  origin  in  the  meninges.  It  is  more 
common  in  children  than  adults,  the  age  of  most  frequent  oc- 
currence being  between  the  second  and  fifth  year. 

The  morbid  anatomy  will  reveal  the  tubercles  most  fre- 
quently on  the  pia  at  the  base  of  the  cerebrum  and,  hence,  the 
term  basilar  meningitis.  In  adults  the  pia  of  the  convexity  is 
more  often  the  seat  of  involvement,  a  simple  tuberculous  de- 
posit often  taking  the  place  of  the  inflammation.  A  sero-fibrin- 
ous  or  fibrino-purulent  exudation  ,is  generally  found  in  the  re- 
gion of  the  base,  surrounding  the  nerves  at  this  point,  esctending 
into  the  Sylvian  fissures  and  occasionally  involving  the  lateral 
surfaces  of  the  hemispheres.  The  tubercules  appear  as  small 
whitish  nodules  on  the  membrane  particularly  on  the  Sylvian 
fissures,  the  number  of  tubercles  apparently  having  no  reference 
to  the  amount  of  exudate.  The  middle  cerebral  arteries  and 
those  of  the  anterior  and  posterior  perforated  spaces  may  reveal 
the  tubercles  when  they  are  not  easily  found  elsewhere.  "The 
lateral  ventricles  are  dilated  and  contain  a  turbid  fluid;  the 
ependyma  may  be  softened  and  the  septum  lucidum  and  fornix 
are  usually  brc^en  down.  The  convolutions  are  often  flattened 
and  the  sulci  obliterated  owing  to  the  increased  intraventricu- 
lar pressure.  There  is  a  tuberculous  endarteritis  with  the  form- 
ation of  intimal  tubercles  due  to  implantation  of  bacilli  from 
the  blood.  Proliferation  in  the  adventitia,  with  invasion  of  the 
media  and  intima,  are  common,  forming  nodular  circumscribed 
tubercles.  The  lumen  of  the  vessel  is  narrowed  and  thrombosis 
may  result.  The  meninges  are  not  alone  involved,  but  the  con- 
tiguous cerebral  substance  is  more  or  less  edematous  and  in- 
filtrated with  leukocytes  so  that,  anatomically,  the  condition  is 
in  reality  a  meningo-encephalitis."     (Osier.)     The  spinal  men- 
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inges  in  the  region  of  the  cervical  cord  are  usually  similarly 
affected  and,  in  rare  instances,  this  alone  may  characterize  the 
patholc^  of  the  disease. 

Symptoma  of  Acole  Tnbercolosls. — A  prodromal  period, 
characterized  hj  gastric  and  intestinal  disturbances,  headache, 
photophobia  and  restlessness  usually  marks  the  onaet  of  the 
disease.  Abdominal  hyperesthesia,  a  decreased  excretion  of 
urine  and  emaciation  are  also  features  of  this  period.  In 
some  instances  the  attack  may  appear  abruptly  with  basal 
pressure  symptoms  and  much  mental  excitement.  The  stage 
of  cerebral  excitement  usually  appears  insidiously  and  is  char- 
acterized by  vomiting,  severe  headache,  chills  and  a  slowly 
developing  fever,  which  may  have  an  ev^iing  exacerbation 
of  lOS'-lOS"  F.  The  pulse  is  slightly  accelerated,  but  may 
soon  become  very  rapid  and  somewhat  irr^iular.  The  skin 
is  dry,  the  pupils  are  unequally  contracted,  while  ptosis  is 
also  an  early  sign.  Should  the  onset  be  sudden,  convulsions, 
delirium  and  coma  may  be  present.  The  patient  becomes  ex- 
tremely irritable,  pain  is  excruciating  and  the  hydrocephalic 
cry  is  a  distinctive  feature.  The  headache  is  increased  by 
the  slightest  movement,  noise  or  light,  the  face  is  pale  or 
alternately  suffused,  the  facial  expression  gives  the  appearance 
of  stupor,  general  hyperesthesia  may  ensue  and  the  delirium 
may  become  very  active.  Muscular  twitchings  gradually  de- 
velop, the  patient  starts  suddenly  during  sleep,  the  vomiting 
persists  without  apparent  cause  and  constipation  is  often  ex- 
treme, Tache  cerebrale  is  sometimes  in  evidence,  but  the  most 
characteristic  symptom  is  the  patient's  intolerance  of  disturb- 
ance. 

The  second  or  transitional  stage  is  characterized  by  the 
subsidence  of  the  irritative  symptoms,  with  a  tendency  to  stupor. 
The  patient  becomes  more  quiet,  the  vomiting  is  less  severe,  the 
headache  and  pain  evidently  disappear  and  the  cephalic  cry  is 
not  so  frequent.  The  abdomen  is  scaphoid,  the  head  is  occa- 
sionally retracted,  constipation  is  extreme  and  the  respiration  is 
irregular  and  sighing  in  character.  The  pupils  are  dilated  or 
irr^ular  and  squint  may  develop  as  an  evidence  of  tuberculous 
foci.  Convulsions,  rigidity  of  the  muscles,  tremors  and  athe- 
toid  movements  may  now  appear.  A  blotchy  erythema  is  an 
occasional  symptom  and  the  tache  cerebrale  may  be  more  pro- 
nounced than  in  the  former  stage. 
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The  stage  of  paralysis  is  characterized  by  the  increasing 
coma,  and  the  convulsions  or  localized  spasms  of  the  muscles  of 
the  hack,  neck  and  limbs.  Optic  neuritis  and  paralysis  of  the 
ocular  muscles  are  also  prominent  features  of  this  period.  The 
pupils  are  dilated,  the  eyelids  are  only  partially  closed  and  the 
eyeballs  are  rolled  up.  A  monoplegia  or  hemiplegia  may  also 
be  observed  as  well  as  paralysis  of  the  third,  fifth  and  hypoglos- 
sal nerves  and  parts  of  the  pyramidal  tract.  Diarrhea  may  now 
develop,  the  pulse  becomes  frequent,  small  and  irregular,  the 
temperature  sinks  to  the  subnormal  point  in  the  morning  and 
the  typhoid  state,  with  low  delirium  and  involuntary  passages, 
may  characterize  the  terminal  condition.  In  case  of  an  im- 
pending fatal  termination,  the  pulse  will  be  more  erratic,  the 
temperature  will  rapidly  rise  to  lOS^-lOT"  F.  and  Cheyne- 
Stokes  respiration  appears.  A  leukocytosis  may  he  discovered 
throughout  the  course  of  the  disease,  the  duration  of  which 
will  cover  a  fortnight  to  four  or  six  weeks.  Ophthalmic  exauji- 
nation  will  reveal  hyperemia  of  the  disk,  the  choroidal  tuber- 
cles and  the  neuritic  changes. 

Dla^oals. — The  diagnosis  will  depend  upon  the  mode  of 
onset,  the  characteristic  symptoms,  the  existence  of  a  tubercu- 
lous focus  elsewhere  in  the  body  and  the  discovery  of  the  tuber- 
cle bacilli  obtained  after  lumbar  puncture.  The  tuberculin 
test  will  also  offer  confirmatory  evidence.  Syphilitic  and  trau- 
matic meningitis  must  be  carefully  compared.  Several  types 
must  he  studied.  A  mild  type  will  be  recognized  by  the  slight 
and  late  appearance  of  tetanic  rigidity,  convulsions  and  paraly- 
sis. A  malignant  type  may  appear  in  adults  with  the  lesion  on 
the  convexity.  In  this  the  convulsions  appear  early  and  are  es-. 
pecially  severe,  death  usually  occurring  shortly  after  the  onset. 
A  chronic  type  is  an  occasional  form  which  follows  a  fixed  focal 
lesion. 

ProfBOsia. — We  may  always  regard  this  form  of  tubercu- 
losis as  especially  serious.  The  duration  of  the  average  case  is 
from  one  to  three  weeks,  though  marked  remissions  may  some- 
times suggest  an  approaching  convalescence.  Implication  of 
the  convexity  gives  most  serious  consequences.  Recovery  in 
any  case  is  of  rare  occurrence. 
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ACUTE  PNEUMONIC  PHTHISIS. 

This  form  of  tuberculosis  is  also  known  as  acute  pulmon- 
ary phthisis,  pulmonary  consumption  or  galloping  consumption. 
It  is  a  primary  or  secondary  tuberculous  infection  of  the  lung 
characterized  by  a  rapid  inflammatory  development.  It  may 
start  from  a  tuberculous  pleurisy  or  peritonitis  or  it  may  come 
from  a  chronic  tuberculous  lesion  in  the  lung  wluch  takes  on 
acute  exacerbations.  It  is  observed  both  in  childhood  and  in 
early  adult  life,  and  appears  in  two  forms,  the  pneumonic  and 
the  broncho-pneumonic.  The  pneumonic  form  displays  many 
of  the  pathological  phases  of  lobar  pneumonia.  One  lobe  of  the 
lung  is  usually  implicated,  though  it  may  affect  the  entire 
structure.  The  inflammatory  process,  in  many  cases,  bo  closely 
resembles  the  ordinary  pneumonic  pathology  that  it  is  often 
difficult  to  differentiate.  The  tubercles  are  not  always  found 
in  the  acute  inflammatory  exudate  and  for  this  reason  the  diag- 
nosis may  be  somewhat  doubtful.  The  characteristic  pathology 
is  shown  in  the  presence  of  small  cavities  due  to  the  rapid 
destruction  of  lung  tissue.  Tubercles  may  be  found  in  the 
hepatized  tissue  surrounding  these  cavities  and  a  greater  part 
of  the  lung  may  be  grayish-white  in  appearance  owing  to  the 
aggregation  of  these  tubercles.  Wherever  caseous  degeneration 
has  taken  place  there  is  a  yellowish-white  appearance.  In  cases 
of  long  duration  extensive  cavity  formation  may  take  place  or 
the  lung,  in  rare  instances,  may  be  completely  consolidated, 
with  areas  of  caseous  degeneration.  The  bronchial  glands  are 
not  generally  affected.  In  the  broncho-pneumonic  form  the 
pathology  presents  many  features  which  are  similar  to  those  of 
broncho-pneumonia.  The  areas  of  consolidation  at  first  present 
a  grayish-red  appearance  which  later  changes  to  an  opaque- 
white.  The  inflammatory  product  usually  undergoes  the  proc- 
ess of  degeneration  and  the  formation  of  irregular  sized  cav- 
ities which  frequently  fuse  into  a  large  cavity.  Miliary  tuber- 
cles are  usually  found  distributed  throughout  the  lung  and  on 
the  pleura,  the  invasion  of  the  latter  being  recognized  by  the 
adhesions  and  the  deposit  of  lymph.  Baumler  has  deflned  a 
form  of  tuberculosis  inhalation  pneumonia  which  depends  upon 
the  inhalation  of  blood  into  the  flncr  tubes  during  hemoptysis. 
Symploma. — In  the  acute  cases  of  pneumonic  phthisis  the 
onset  is  sudden,  the  ajTnptoms  simulating  those  of  an  ordinary 
"cold."    Rigors,  pain  in  the  chest,  high  fever,  cough  and  marked 
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eystemic  prostration  now  appear,  the  same  oe  in  pneumonia. 
Bronchial  hemorrhage  is  liable  to  he  severe  and  the  expectora- 
tion is  characteristic  of  the  different  pneumonic  stages,  except 
for  the  presence  of  the  tubercle  bacilli.  Dyspnea  is  usually  ex- 
treme, the  patient  often  suffering  with  severe  attacks  of  suffo- 
cation. The  temperature  rises  rapidly  to  104°  or  105°  F,,  the 
pulse  increasing  in  proportion.  Later  the  temperature  may  as- 
sume the  remittent  or  hectic  type,  with  night  sweats,  rapid 
emaciation  and  an  increase  in  the  muco-purulent  expectoration. 
The  physical  signs  in  the  early  stage  will  be  those  of  lobar 
pneumonia,  one  lobe  or  one  lung  being  involved.  The  evidence 
of  consolidation,  dullness,  increased  fremitus,  feeble  or  sup- 
pressed vesicular  murmur,  with  the  later  appearance  of  bron- 
chial breathing,  would  indicate  the  presence  of  an  ordinary 
case  of  pneumonia.  However,  at  the  time  of  the  expected 
crisis,  the  disease  instead  of  beginning  to  diminish,  shows 
marked  exacerbations.  The  temperature  rises,  the  pulse  be- 
comes erratic,  sweating  is  more  pronounced,  and  the  muco- 
purulent expectorations  are  excessive  and  assume  a  greenish 
color.  All  of  these  symptoms  are  accentnated  rapidly  and  soon 
the  physical  signs  indicate  rapid  softening.  Yellow  elastic  tis- 
sue and  tubercle  bacilli  are  easily  discovered  in  the  sputum. 
The  patient  steadily  grows  worse  until  death  occurs,  or,  more 
rarely,  drifts  into  a  state  of  chronic  phthisis. 

A  subacute  or  broncho- pneumonic  form  may  be  recognized 
by  the  more  gradual  onset  and  the  irregularity  of  many  of  the 
aymptoms.  The  chill  is  not  so  pronounced,  the  fever  does  not 
show  the  marked  sudden  rise,  the  pulse  and  respirations,  though 
rapid,  are  not  the  same  as  in  the  acute  form,  and  the  expectora- 
tion does  not  present  the  regular  changes  in  character  which  are 
typical  of  the  active  pneumonic  form.  Hemoptysis  may  take 
place  during  some  stage  of  the  pathologic  development,  but 
it  is  not  characteristic  of  any  stage.  The  night  sweats  are 
liable  to  become  extreme  as  the  disease  progresses  and  the  ex- 
haustion and  emaciation  simulate  that  of  typhoid  fever.  The 
physical  signs  in  the  early  stage  resemble  those  of  bronchitis, 
though  later  small  areas  of  consolidation  appear  and  these  soon 
give  rise  to  percussion  dullness,  tubular  breathing  and  sub- 
crepitant  rales.  Later  the  physical  signs  will  point  to  soften- 
ing with  cavity  formation.  The  disease  pursues  a  course  of 
two  to  eight  weeks  which  is  marked  by  repeated  exacerbations 
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and  sometimeH  it  enters  upon  a  cliroaic  stage.  Becovery  may 
be  a  rare  experience  if  the  patient  haa  a  good  resistance,  though, 
in  case  of  fusion  of  the  small  cavities,  it  may  suddenly  assume 
the  characteristics  of  the  acute  form  and  soon  terminate  in 
death.  In  the  diagnosis  a  careful  differentiation  must  always 
be  made  between  this,  acute  bronchitis  and  bronchiectasis. 

Acute  broncho-pneumonie  phthisis  in  children  may  follow 
as  the  result  of  an  attack  of  measles,  whooping  cough  or.  other 
infections  of  childhood.  This  may  occur  also  at  the  period  of 
dentition  when  the  child  makes  a  slow  recovery.  Again  it  may 
follow  a  slight  fever,  the  temperature,  cough,  night  sweats  and 
apex  consolidation  soon  giving  expression  of  the  real  condition. 
In  a  majority  of  cases  it  would  be  natural  to  make  a  diagnosis 
of  protracted  broncho-pneumonia.  It  is  only  the  developing 
symptoms,  the  phthisical  temperature  characteristics  and  the 
persistent  cough,  with  tuberculous  expectoration,  which  really 
direct  the  physician's  attention  to  the  true  nature  of  the  disease. 
In  the  later  stages  it  will  be  possible  to  confirm  this  diagnosis 
by  physical  examination. 


CBRONIC  PULHONAKY  TUBERCULOSIS. 

This  is  more  common  than  the  acute  form  and  follows  as 
the  result  of  a  septic  infection  implanted  upon  a  primary  tu- 
berculous infection.  It  has  also  been  referred  to  as  ulcerative 
tuberculosis  because  the  ulcerative  process  ultimately  ensues. 

Patholoty* — The  character  and  extent  of  the  morbid  proc- 
ess present  decided  variations.  The  distribution  of  the  lesions, 
according  to  Kingston  Flower,  has  been  well  described  by 
Osier:  "In  the  U])per  lobe  the  primary  lesion  is  not,  as  a  nile, 
at  the  extreme  apex,  but  from  an  inch  to  an  inch  and  a  half 
below  the  summit  of  the  lung  and  nearer  to  the  posterior  and 
external  borders.  The  lesion  here  tends  to  spread  downward, 
probably  from  inhalation  of  the  virus,  and  this  accounts  for 
the  frequent  circumstance  that  examinations  behind,  in  the 
supra-spinous  fossa,  will  give  indications  of  disease  before  any 
evidences  exist  at  the  apex  in  front.  Anteriorly  this  initial 
focus  corresponds  to  a  spot  just  below  the  center  of  the  clavicle 
and  the  direction  of  extension  in  front  is  along  the  anterior  as- 
pect of  the  upper  lobe,  along  a  line  running  about  an  inch  and 
a  half  from  the  inner  ends  of  the  first,  second  and  third  iater- 
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apaoes.  A  second  less  common  site  of  the  primary  lesion  in  the 
apex  correspondB  on  the  chest  wall  with  the  first  and  second 
interapaces  below  the  outer  third  of  the  clavicle.  The  extension 
is  downward  bo  that  the  outer  part  of  the  upper  lobe  is  chiefly 
involved.  In  the  middle  lobe  of  the  right  lung  the  affection 
usually  follows  disease  of  the  upper  lobe  on  the  same  side.  In 
the  involvement  of  the  lower  lobe  the  first  secondary  infiltration 
is  about  an  inch  to  an  inch  and  a  half  below  the  posterior  ex- 
tremity of  its  apex  and  corresponds  on  the  chest  wall  to  a  spot 
opposite  the  fifth  dorsal  spine.  This  involvement  is  of  the 
greatest  importance  clinically  as  in  the  great  majority  of  cases, 
when  the  physical  signs  of  the  disease  at  the  apex  are  sufficiently 
definite  to  allow  of  the  diagnosis  of  phthisis  being  made,  the 
lower  lobe  is  already  affected.  Examination,  therefore,  should 
be  made  carefully  on  this  posterior  apex  in  all  suspicious  cases. 
In  this  situation  the  lesion  spreads  downward  and  laterally 
along  the  line  of  the  interlobular  septa,  a  line  which  is  marked 
by  the  vertebral  border  of  the  scapula,  when  the  hand  is  placed 
on  the  opposite  scapula  and  the  elbow  raised  above  the  level 
of  the  shoulder.  Once  present  in  an  apex  the  disease  usually 
extends  in  time  to  the  opposite  upper  lobe;  but  not  as  a  rule 
until  the  apex  of  the  lower  lobe  of  the  lung  first  affected  has 
been  attat^ed."  The  frequency  of  involvement  pertaining  to 
the  right  or  left  apex  varies  in  the  experience  of  different  au- 
thorities, the  majority  holding  that  the  right  apex  is  most  fre- 
quently involved  first. 

The  iubereulous  infiltraiion  starts  in  the  smaller  bron- 
cbiolee  and  the  inside  of  the  alveoli,  these  parts  soon  becoming 
occluded  by  the  inflammatory  exudate.  At  first  it  is  confined  to 
certain  lobules,  but  invades  a  greater  area  of  lung  tissue  later. 
The  softening  process  may  now  ensue,  leading  to  expectoration 
when  liquefaction  takes  place,  or  the  morbid  products  may  be 
absorbed.  Associate  ulceration  may  lead  to  cavity  formation 
or,  when  caseous  degeneration  follows,  the  process  of  calcifica- 
tion may  encapsulate  this  mass  and  thus  favor  recovery.  A 
fibroid  induration  may  supplant  the  softening  and  thus  localize 
the  infection.  The  destructive  process,  together  with  the  in- 
crease of  connective  tissue,  may,  however,  gain  the  ascendency, 
causing  great  impairment  of  the  lung  parenchyma,  thus  favor- 
ing death  of  the  parts  involved.  Cavities,  varying  in  size  and 
number,  develop  as  the  result  of  ulceration  and  tissue  necrosis. 
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There  may  be  new  cavities  with  soft  and  friahle  walla  which 
develop  in  line  with  the  deatnictive  process,  often  rupturing 
into  the  pleural  cavities.  Old  cavities  with  well  defined  lim- 
iting membranes,  the  inner  siirface  of  which  secretes  pus,  often 
characterize  the  pathologic  condition.  Within  these  cavities 
may  be  found  muco-purulent  or  purulent  matter  tt^ther  with 
tubercle  bacilli  and  other  micro-organisms.  The  contents  are 
often  hemorrhagic  or  of  a  shreddy  character  and  sometimes 
gangrene  ensues,  with  a  resultant  fetid  odor  to  the  breath. 
Trabeculae,  which  represent  the  remnants  of  bronchi  and  blood 
vessels,  are  usually  interspersed  through  the  cavities.  The 
greater  portion  of  the  apex  of  a  lung  may  be  invaded  by  a  cav- 
ity of  this  character  or  several  cavities  may  irregularly  com- 
municate with  each  other  and  with  the  bronchi.  In  such  in- 
stances the  lung  tissue  is  obliterated  as  the  result  of  this  exca- 
vation until  little  remains  of  the  normal  tissue.  In  case  a 
large  blood  vessel  suffers  fronL  erosion  a  copious  hemorrhage 
may  take  place.  Quiescent  cavilies  are  those  which  display  no 
progressive  tendency.  These  are  usually  small  and  single  or 
they  may  be  discovered  in  the  apex  in  the  multiple  form  sur- 
rounded by  a  dense  fibrous  tissue.  The  lining  membrane  is 
usually  smooth  and  the  process  of  repair  is  in  evidence.  The 
blood  vessels  which  traverse  these  are  usually  closed  by  an 
obliterating  inflammation,  though  aneurysms  of  the  arteries 
in  the  cavity  walls  may  be  obsen'ed,  A  connective  tissue  devel- 
opment limits  the  size  of  the  cavity  and  as  a  gradual  oblitera- 
tion of  the  cavity  takes  place  the  neighboring  lung  tissue  may 
undergo  fibrosis. 

Interstitial  pneumonia  is  a  factor  associated  with  the  tu- 
berculous degeneration.  The  inflammation  of  this  character 
takes  place  in  the  alveoli  surrounding  the  tubercles  and  the 
consolidation  may  extend  for  some  distance  about  these  foci  and 
establish  a  wide  area  of  inflammatory  exudate.  This  may  be 
a  simple  pneumonic  process  or  it  may  be  a  direct  result  of  the 
action  of  the  tubercle  bacilli.  The  connective  tissue  increase 
by  its  contraction  may  obliterate  the  cavities,  though  the  pul- 
monary tissue  may  at  the  same  time  suffer  from  compression 
following  this  contraction.  By  this  new  tissue  formation  na- 
ture endeavors  to  arrest  the  progress  of  the  disease. 

Disseminated  tuberculosis  is  a  form  of  chronic  miliary 
tuberculosis.      The  miliary   tubercles  undergoing  fibroid   and 
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caseous  degeDeration  are  found  throughout  the  lung  as  well  as 
at  the  point  of  the  tuberculous  focus.  They  are  small  grayish- 
yellow  nodules  which  may  at  the  same  time  be  discovered  in 
other  organs  of  the  body.  Whatever  part  of  the  lung  is  affected 
by  these  may  be  the  seat  of  tuberculous  degeneration,  cavity 
formation  or  a  diffuse  inflammatory  process.  The  pleurae  are 
frequently  affected  by  the  tuberculous  invasion,  the  fibrinous 
exudate  causing  adhesions  of  the  layers  ^vhile  an  effusion  of 
serous,  purulent  or  hemorrhagic  character  is  not  infrequent. 
The  bronchial  glands,  in  acute  cases,  are  swollen,  caseous  foci 
are  frequently  found  and  calcification  often  takes  place.  The 
larynx  may  also  give  evidence  of  tuberculous  infiltration  and 
ulceration,  while  tuberculous  endocarditis  ia  recognized  in  a 
small  percentage  of  cases  and  other  organs  may  present  evi- 
dence of  similar  lesions. 

Symptoms. — The  onset  may  either  be  gradual  or  abrupt. 
When  of  the  former  character  it  may  be  insidious,  as  it  fre- 
quently follows  other  diseases  such  as  bronchitis,  influenza, 
measles  or  typhoid.  The  patient  may  complain  of  a  slight 
cough  with  scanty  expectoration  or  a  gradual  and  unexplain- 
able  loss  of  flesh  end  strength.  An  afternoon  temperature  may 
be  inadvertently  noticed  and  in  some  instances  the  patient  fre- 
quently contracts  a  cold  which  may  give  rise  to  an  accentuation 
of  the  temperature  with  occasional  night  sweats.  The  physical 
signs  are  not  easily  detected  except  by  careful  and  persistent 
examination  when  the  apex  consolidation  and  other  areas  of 
lung  impairment  may  be  revealed.  The  onset  may  occur  sec- 
ondary to  acute  pleurisy  with  effusion,  or  to  gaatro-intestinal 
disturbances  in  which  anemia  and  general  debility  are  pro- 
nounced^ or  again  it  may  develop  with  such  laryngeal  symptoms 
as  aphonia  and  hoarseness,  with  a  harsh  and  racking  cough. 
In  some  instances '  the  tuberculous  development  may  present 
its  pulmonic  phases  secondary  to  some  ill-defined  and  irrelative 
symptoms  such  as  those  of  a  chronic  peritonitis. 

The  <K}rupi  onset  gives  rise  to  symptoms  which  simulate 
an  acute  attack  of  lobar  pneumonia.  The  febrile  characteristics, 
however,  do  not  partake  of  the  rapid  and  active  development 
of  the  regular  pneumonic  stages.  The  expectoration  is  more 
abundant,  is  constantly  blood-stained  and  the  bacilli  will  usu- 
ally be  found  by  repeated  microscopic  examinations  of  the 
sputum.     The  consolidation  is  apical  rather  than  in  the  lower 
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or  middle  lobe  of  either  lung  and  the  attack  is  prolonged  into 
the  clironic  stage  without  termination  by  crisis.  Chills  and 
fever  may  rarely  characterize  the  acute  attack,  but  hemoptysis 
is  a  more  frequent  initial  symptom  and  this  is  usually,  though 
not  always,  followed  by  the  development  of  active  and  pro- 
nounced pulmonary  tuberculosis. 

The  symptoms  may  be  further  subdivided  according  to 
their  local  or  general  character.  The  local  symptoms  will  re- 
veal the  deciding  features  in  the  evidence  of  pulmonary  tuber- 
culosis. Pain  will  often  be  a  guiding  symptom  in  the  early 
stages  and  this  will  be  severe,  in  case  of  pleuritis  or  pleuritic 
adhesions  and  only  moderately  severe  in  other  instances.  It 
may  be  seated  at  the  base,  laterally  or  anteriorly,  or  it  may  be 
located  in  the  interscapular  region.  It  is  frequently  associated 
with  intercostal  neuralgia  and  its  true  nature  is  often  over- 
looked because  of  the  idea  that  it  is  rheumatic  in  origin.  Cough 
is  the  next  special  feature  of  importance  and  is  both  an  early 
and  a  late  symptom.  At  first  it  is  dry  and  "hacking"  in  char- 
acter, scarcely  attracting  serious  attention.  Later  it  becomes 
looser,  mora  paroxysmal  and  is  accompanied  by  the  expectora- 
tion of  a  glairy  muco-pumlent  sputum  with  grayish-yellow 
flocculi.  Blood  is  often  present  in  the  sputum,  and  in  rare 
instances  active  hemorrhage  may  be  an  early  symptom.  When 
cavities  develop  the  sputum  is  more  abundant  and  assumes  a 
greenish-gray  or  a  greenish-yellow  color  while  mingled  with 
this  we  may  frequently  find  more  or  less  bronchial  secretion. 
A  fetid  odor  is  usually  detected  when  the  sputum  comes  from 
an  old  cavity  or  the  case  is  of  long  standing.  In  some  cases 
expectoration  is  not  a  marked  feature  of  the  disease.  Micro- 
scopic examination  of  the  sputum  will  reveal  the  presence  of 
pus  cells,  blood,  fat-globules  and,  more  important  than  all,  the 
tubercle  bacilli.  The  presence  of  the  bacilli  gives  indisputable 
evidence  that  the  case  is  one  of  chronic  tuberculosis,  though  a 
negative  diagnosis  can  not  be  made  by  the  failure  to  discover 
them.  When  they  are  not  found  careful  examinations  should 
be  repeated  until  this,  with  the  improvement  of  symptoms,  sat- 
isfies us  that  the  patient  is  out  of  danger.  The  presence  of  elas- 
tic fibers  in  the  sputum  is  an  important  discovery  since  it  is 
evidence  of  destruction  of  lung  tissue. 

Hemoptysis  is  another  prominent  sign  of  Icical  impairment 
of  lung  tissue  and  appears  in  from  60  to  80  per  cent  of  cases. 
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This  may  be  apparent  only  as  a  conetaiit  bloodBtain  in  the 
sputum,  or  it  may  assume  the  character  of  a  profuse  hemor- 
rhsf^.  There  is,  of  course,  a  marked  difference  between  the 
early  hemorrliage  which  is  incident  to  hyperemia  and  the  later 
hemorrhage  which  is  due  t«  the  erosion  of  a  bloodvessel.  A 
eapHlary  hemorrhage  may  also  occur  in  association  with  cavity 
formation  and  this  will  be  recognized  by  its  chocolate  color  and 
numnlar  character.  While  a  hemorrhage  may  give  some  tem- 
porary relief  to  the  puhnonary  condition  a  serious  one  induces 
a  reaction  which  is  always  unfavorable  because  it  is  followed 
by  en  anemic  condition  and  a  state  of  debility  which  exhausts 
the  patient.  The  local  pathologic  conditions  is  always  aggra- 
vated by  hemorrhage  and  thus  it  is  invariably  a  forerunner 
of  a  serioiu  extension  of  the  specific  inflammation.  Dyspnea 
is  also  a  symptom  which  is  a  characteristic  feature  of  the  pul- 
monic changes,  though  it  varies  decidedly  in  different  cases. 
The  respirations  are  usually  accelerated — twenty  to  thirty  per 
minute — dependent,  of  course,  upon  the  impairment  of  lung 
tisBue.  Pneumonia,  pleurisy  and  other  diseases  of  the  lung 
may  increase  the  respiratory  impairment  and  thus  excite  this 
respiratory  function. 

The  general  symptoms  will  be  characterized,  Urst,  by  the 
fever,  which  though  showing  a  peculiar  afternoon  exacerbation, 
is  nevertheless  a  constant  sign  of  the  stage  of  tuberculization. 
The  type  may  vary  according  to  the  d^ree  of  pulmonary  de- 
generation, a  remitting  or  intermitting  character  being  respec- 
tively detected  in  case  of  softening  and  cavity-formation.  Py- 
rexia is  always  indicative  of  a  progressive  tissue  destniction, 
while  a  period  of  apyrexia  is  an  indication  of  a  limitation  of 
the  local  lesion  during  which  time  the  patient  usually  gives 
some  sign  of  improvement.  In  exceptional  instances  the  disease 
may  exist  without  the  coexisting  fever.  The  maximum  tem- 
perature is  usually  reached  between  2 :00  and  6 :00  p.  m.,  after 
which  there  is  a  gradual  decline  until  between  4 :00  and  5 :00 
a.  m.,  when  the  minimum  or  subnormal  point  ia  reached.  There 
are  many  variations  in  this  temperature  curve  and  a  correct 
knowledge  of  these  is  obtained  only  by  the  systematic  use  of  the 
thermometer.  The  pulse  in  tuberculosis  is  of  much  significance. 
It  is  increased  in  frequency,  regular,  soft  and  of  fairly  good 
volume.  It  is  naturally  more  rapid  at  the  time  of  febrile 
^acerbatiou,  and  with  tbia  we  may  often  notice  capillary  and 
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more  rarely,  venous  pulBations.  Night  sweats  are  esseiitiallj> 
a  feature  of  the  febrile  action,  being  most  pronounced  as  tbe 
temperature  Bubeides  toward  morning,  tbough  sweating  ma; 
take  place  at  any  time  when  the  patient  sleeps.  During  cavity 
formation  the  perspiration  is  greatly  increased. 

Emaciation  is  a  natural  sequence  of  the  prolonged  fever, 
impaired  appetite  and  defective  assimilation.  To  a  certain 
extent  it  is  th^  result  of  the  infection.  It  takes  place  gradually, 
both  the  muscular  and  fatty  tissues  being  involved.  Anemia 
follows  as  the  nutrition  is  impaired,  but  there  are  no  marked 
blood  changes.  In  the  early  stages  the  hemoglobin  is  reduced 
and  when  cavity  formation  takes  place  a  marked  leukocytosis 
may  be  observed.  A  progressive  debility  attends  the  anemia. 
Cardiac  disturbance  will  be  recognized  in  proportion  to  the 
lung  destruction.  When  the  upper  lobe  of  the  left  lung  is  re- 
tracted the  impulse  is  increased  upward  which  also  occurs  in 
case  of  displacement  of  the  heart  toward  the  right.  Functional 
murmurs  may  be  heard  both  at  the  apex  and  at  the  pulmonary 
orifices, 

Gaetro-intestinai  disturbances  are  common  features  in  pul- 
monary tuberculosis  of  long  standing.  The  appetite  is  im- 
paired, the  tongue  is  usually  coated  and  aphthous  ulcers  may 
be  found  in  the  oral  mucous  membrane.  Chronic  gastritis  is 
a  frequent  complaint,  hyperacidity  of  the  early  stages  generally 
changing  later  to  hyperchlorhydria.  Vomiting  is  often  a  dis- 
tressing feature,  the  stomach  being  unable  to  retain  sufiicient 
food  to  maintain  a  nutritive  balance.  Tuberculous  invasion  of 
the  pharynx  may  interfere  with  deglutition.  The  intestinal 
lesions  partake  of  the  catarrhal,  ulcerative  and  amyloid  char- 
acter. Constipation  is  an  early  symptom,  but  during  the  ad- 
vanced stages  a  troublesome  diarrhea  may  ensue,  due  to  tuber- 
culous ulceration  of  the  bowel.  The  genito-urivary  perversions 
may  be  characterized  by  an  albuminuria  with  the  additional 
presence  of  casta  in  some  cases  indicating  a  chronic  nephritis. 
Later  a  tuberculous  pyelitis  and  cystitis  may  give  rise  to  the 
pus  and  blood  in  the  urine.  The  cutaneous  symptoms  are  char- 
acterized by  the  hectic  flush  which  appears  with  the  febrile  ex- 
acerbations. A  moderate  cyanosis  is  often  present  and  pig- 
mentary stains  are  sonietinirs  detected  iipon  the  chest.  The 
nervous  symptoms  will  he  characterized  by  the  mental  state 
which  is  always  hopeful  despite  the  fatality  of  the  disease.     In 
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rare  instaDces  a  tuberculous  meningitis  may  intervene  and 
focal  lesions  may  follow  as  the  result  of  tuberculous  invasion 
of  the  motor  brain. 

Physical  Signs. — Inspection  will  reveal  many  suggestive 
signs  in  marked  cases,  but  this  is,  of  course,  of  less  value  in 
obese  patients.  Tbe  paralytic  thorax,  in  a  majority  of  cases, 
may  be  detected  by  its  general  appearance ;  the  cbest  is  usually 
flat,  tbe  tborax  is  long,  the  intercoatal  spaces  are  wide  and  tbe 
ribs  slope,  from  tbe  sternum,  giving  the  appearance  of  an  acute 
angle  in  the  epigastrium.  Tbe  supra  and  infraclavicular 
spaces  are  depressed,  tbe  clavicles  and  the  costal  cartilages  are 
prominent,  while  the  lower  part  of  tbe  sternum  is  also  often 
depressed.  The  scapulae  stand  out  prominently  and  a  defective 
expansion  of  one  apes  may  be  apparent  early.  As  the  disease 
advancee  this  impairment  may  be  bilateral  or  extend  to  other 
parts  of  the  lung  near  the  point  of  the  first  lesion.  The  par- 
alytic condition  will  be  more  noticeable  on  forced  inspiration. 
Inspection  also  offers  other  confirmatory  evidence  in  tbe  early 
prolongation  of  expiration  and  tbe  appearance  suggestive  of 
the  tuberculous  anemia  or  cachexia.  Palpation  will,  on  forced 
inspiration,  confirm  tbe  cbest  immobility  when  tbe  fingers  are 
placed  over  the  supra  or  infraclavicular  spaces  or  between  the 
ribs  when  tbe  lesion  is  lower  down.  The  apex  "la^ng"  in 
the  incipient  stage  may  be  first  detected  in  this  way.  Tbe 
tactile  fremitus  is  increased  by  the  growth  of  the  tubercle  and 
the  resultant  consolidation,  though  it  is  always  more  marked 
over  the  right  apex.  The  fremitus  is  also  increased  at  tbe  base 
of  the  lung,  though  it  is  diminished  in  case  of  pleural  thickening 
or  absent  in  pleural  effusion.  Mensuration  is  an  important 
adjuvant  in  connection  with  palpation  for  if  the  difference  in 
cbest  measurement  between  inspiration  and  expiration  should 
be  much  under  two  and  a  half  inches  it  should  excite  suspicion 
of  tuberculosis. 

Penuasion  is  an  important  feature  in  the  physical  exam- 
ination. Tbe  lung  resonance  is  always  impaired  as  consolida- 
tion takes  place,  though  this  may  be  masked  by  the  emphyse- 
matous condition  of  the  air  cells  about  tbe  lesion.  In  such  in- 
stances the  sound  has  been  defined  as  a  "tympanitic  deadened 
sound."  Dullness  below  the  clavicle,  or  sometimes  above  it, 
is  one  of  the  earliest  signs.  Tbe  two  sides  of  tbe  cbest  should 
be  compared,  both  during  the  completed  inspiration   and   of 
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expiration.  In  the  incipient  stage  the  percussion  note  over  the 
consolidated  area  is  usually  higher.  The  supraspinons  fosea 
and  the  interscapular  area  may  also  reveal  dullness.  In  recent 
consolidation  from  caseous  pneumonia  the  percussion  note  often 
has  a  tubular  or  tympanitic  quality,"  As  a  larger  area  of  lung 
tissue  becomes  involved  the  deadened  sound  is  increased  until 
absolute  dullness  is  present.  In  the  case  of  cavities  the  per- 
cussion note  will  be  modified  by  the  character  of  the  walls,  the 
amcunt  of  secretion  within  and  the  position  of  the  cavities. 
While  the  resonance  is  impaired  by  the  consolidation  about  the 
cavity,  the  character  of  the  note  over  that  area  is  somewhat 
tympanitic.  The  closure  of  a  connecting  bronchus,  the  filling 
of  the  cavity,  and  a  thickening  of  the  pleura  will  greatly  impair 
the  resonance.  "Small  cavities  in  the  upper  area  will  yield  a 
decided  tympanitic  note  while  a  large  cavity  at  the  base  will 
not."  When  the  walls  of  the  cavity  are  smooth,  a  metallic 
sound  will  be  noted.  Wintrich  called  attention  to  the  louder 
note  and  the  higher  pitch  when  the  mouth  is  opened  wide  and 
the  lowered  pitch  when  the  mouth  is  closed.  Oarhardt  noted 
the  change  of  pitch  in  the  tympanitic  note  when  the  position  is 
changed  in  the  case  of  a  cavity  communicating  freely  with  a 
bronchus.  The  cracked-pot  sound  is  elicited  over  large  thin- 
walled  cavities. 

AiLSCuUation  gives  the  most  marked  diagnostic  findings  in 
the  chest  examination.  At  Urst  the  breath  sounds  are  feeble 
on  account  of  the  limitation  of  air  entering  the  tubes  and  air 
vesicles  of  the  involved  area.  On  the  other  hand  during  the 
early  stages  the  sounds  may  be  sharpened  by  the  narrowing  of 
the  smaller  bronchi.  Deep  breathing  will  often  reveal  a  jerk- 
ing or  wavy  inspiration  which  is  termed  the  cog-wheel  rhythm." 
The  corresponding  sides  of  the  ch^t  should  be  compared  both 
during  quiet  and  forced  breathing.  The  prolongation  of  the 
expiratory  murmur  is  very  significant  of  early  tuberculoits  in- 
volvement. As  the  consolidation  extends  the  inspiratory  sound 
becomes  harsher,  "whiffing  and  bronchial."  When  the  consoli- 
dation is  complete  bronchial  breathing  is  audible  and  crepitant 
or  subcrepitant  rales  are  detected.  A  clicking  rale,  though 
rarely  heard,  is  a  positive  diagnostic  sign.  Whistling  rales  are 
often  heard  with  a  long  expiration  during  the  early  stages. 
These  become  moist  and  bubbling  as  liquefaction  takes  place 
and  they  are  heard  both  on  inspiration  and  expiration.    When 
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the  rales  are  scanty  tbej  are  detected  only  on  inspiration,  tbough 
the  sounds  are  accentuated  by  coughing.  The  normal  breath 
sounds  may  be  entirely  obscured  when  the  crepitant  and  sub- 
crepitant  rales  are  numerous,  though  &  iit  of  coughing  may 
temporarily  restore  them.  Vocal  resonance  is  generally  in- 
creased during  all  stages  of  consolidation  and  bronchophony 
andjtectoriloquy  may  be  heard  over  the  consolidated  area  and 
over  a  cavity.  Pleuritic  friction  sounds,  in  case  of  an  attending 
pleurisy,  may  be  heard  at  any  stage,  though  most  frequently 
during  the  early  period,  and  are  often  accompanied  with  r&les. 
Pleuropericardial  friction  is  heard  when  the  lung  area  over  the 
heart  is  affected  and,  in  such  conditions  clicking  rales  may  be 
developed  by  the  heart's  systole,  especially  during  inspiration. 
The  signs  of  cavity,  as  enumerated  by  Osier,  may  be  re- 
capitulated as  follows :  "When  there  is  not  much  thickening  of 
the  pleura  or  condensation  of  the  surrounding  lung-tissue,  the 
percussion  note  may  be  full  and  clear,  resembling  the  normal 
note.  More  commonly  there  is  defective  resonance  or  a  tympan- 
itic quality  which  may  at  times  be  purely  amphoric  The 
cracked-pot  sound  is  only  obtainable  over  tolerably  large  cavities 
with  thin  walls.  It  is  best  elicited  by  a  firm,  quick  stroke, 
the  patient  at  the  time  having  the  mouth  open.  In  those  rare 
instances  of  almost  total  excavation  of  one  lung  the  percussion 
note  may  be  amphoric  in  quality.  On  auscultation  the  so-called 
cavernous  sounds  are  beard:  (1)  Various  grades  of  modified 
breathing — blowing  or  tubular,  cavernous  or  amphoric.  There 
may  be  a  curiously  sharp,  hissing  sound,  as  if  the  air  was  pass- 
ing from  a  narrow  opening  into  a  wide  space.  In  very  large 
cavities  both  inspiration  and  expiration  may  be  typically  am- 
phoric. (2)  There  are  coarse  bubbling  rales  which  have  a  reso- 
nant quality  and,  on  coughing,  may  have  a  metallic  or  ringing 
character.  On  coughing  tbey  are  often  loud  and  gurgling.  In 
very  large,  thin-walled  cavities,  and,  more  rarely,  in  medium 
sized  cavities,  surrounded  by  recent  consolidations,  the  rales 
may  have  a  distinctly  amphoric  echo  simulating  those  of  pneu- 
mothorax. There  are  dry  cavities  in  which  no  rales  are  heard. 
(3)  The  vocal  resonance  is  greatly  intensified  and  whispered 
pectoriloquy  is  clearly  heard.  In  large  apical  cavities  the  heart- 
sounds  are  well  heard,  and  occasionally  there  may  be  au  in- 
tense systolic  murmur,  probably  always  transmitted  to,  and 
not  produced,  as  has  been  supposed,  in  the  cavity  itself.     In 


.y  Google 


222  INFECTIOUS   DISEASES. 

large  excavations  of  the  left  apex  the  heart  impulae  may  cause 
gurgling  aounde  or  clicks  synchronous  with  the  systole.  They 
may  even  be  loud  enough  to  be  heard  at  a  little  distance  from 
the  chest  wall.  A  large  cavity  with  smooth  walls  and  thin  fluid 
contents  may  give  the  succussion  sound  when  the  trunk  is 
abruptly  shakes  (Walshe),  and  even  the  coin  sound  may  be 
obtained.  Pseudo-cavernous  signs  may  be  caused  by  an  area 
of  consolidation  near  a  large  bronchus.  The  condition  may  be 
most  deceptive — the  high-pitched  or  tympanitic  percussion  note, 
the  tubular  or  cavernous  breathing,  and  the  resonant  rales 
simulate  closely  those  of  cavity," 

The  complications  of  chronic  tuberculosis  are  also  of  com- 
parative importance.  The  larynx  is  frequently  affected,  mani- 
fested first  by  huskiness  of  the  voice,  aphonia,  dysphagia  and 
a  wheezing  cough.  When  the  epiglottis  is  affected  and  the  ul- 
ceration extends  to  the  arytenoid  cartilages,  the  pain  during 
deglutition  will  be  intense  and  the  coughing  spells  may 
cause  the  regurgitation  of  food  through  the  nostrils.  The 
trachea  and  the  bronchi  may  be  similarly  affected  by  the  in- 
vasion of  the  tuberculous  inflammation.  Pneumonia  is  a  fre- 
quent complication  wTiich,  by  its  active  symptoms,  or  delayed 
resolution,  may  seriously  augment  the  disease.  Emphysema 
is  frequently  observed  in  the  ujiinvolved  parts  of  the  lung. 
Oangrene,  as  the  result  of  sloughing  of  the  cavity  walls  and 
rarely  of  the  lung  tissue,  is  an  occasional  sequence.  Pleurisy, 
with  effusion  in  the  early  stages  or  the  dry  form  with  adhesions 
may  complicate  and  prolong  the  disease.  Chronic  nephritis  is 
liable  to  be  an  associate  disease  in  cases  of  prolonged  Hibercu- 
loais.  Chronic  endocarditis,  particularly  affecting  the  tricuspid 
valves,  is  an  occasional  sequence  of  the  disease. 

Diagnosis. — In  advanced  cases  with  marked  physical  signs 
and  the  finding  of  bacilli  in  the  sputum,  a  diagnosis  is  easily 
established.  The  greatest  difficulty  is  experienced  in  the  in- 
cipient stages  when  neither  the  physical  findings  nor  the  mi- 
croscopic examination  are  confirmatory.  In  such  instances  re- 
peated physical  examinations  and  a  careful  watching  of  the  pa- 
tient are  essential  until  the  bacilli  are  detected  in  the  sputum. 
The  presence  of  elastic  fibers  will  give  positive  information  of 
the  destruction  of  lung  tissue  and  these  may  sometimes  be  found 
before  the  physical  signs  are  clearly  elicited.  Heredity  and 
predisposing  diseases  should  carry  weight  when  the  disease  is 
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suspected.  Hemoptysis  is  always  suggestive  but  the  other 
causes  of  this  should  be  carefully  excluded.  A  localized  and 
persistent  induration  in  one  apex  is  a  most  valuable  sign.  With 
this  we  must  look  for  a  defective  expansion,  deadening  of  the 
percuasion-note,  impairment  of  the  normal  vesicular  murmur 
and  a  prolonged  expiration.  The  attendant  symptoms  of  cough, 
fever,  progressive  emaciation,  and  expectoration  will  help  to 
confirm  the  diagnosis.  The  titberculin  test  is  of  much  value. 
A  positive  reaction  will  be  revealed  by  an  elevation  of  tempera- 
ture (at  least  101°  F.)  in  .twenty-four  or  not  later  than  forty- 
eight  hours  after  its  injection.  The  differential  diagnosis  must 
include  the  careful  consideration  of  bronchial  catarrh.  In  this 
the  temperature  record  will  not  show  the  afternoon  exacerba- 
tion, localized  dullness  does  not  exist  in  the  apex  and  moist 
rales,  varying  in  intensity,  are  heard  on  both  sides  and  often 
at  the  base.  The  rales  clear  up  after  treatment,  prolonged  ex- 
piration is  not  observed  and  the  gradual  loss  of  fiesh  and  strength 
are  not  pronounced.  The  microscopic  examination  of  the  spu- 
tum, particularly  in  advanced  cases  of  phthisis,  will  settle  the 
doubt.  Bronchiectasis  shouid  offer  no  confusion  after  a  care- 
ful study  of  its  symptomatology. 


FIBROID  PHTHISIS. 

This  is  a  form  of  pulmonary  tuberculosis  in  which  there 
is  an  overgrowth  or  connective  tiraue  which  results  in  a  con- 
traction of  the  invaded  lung  tissue.  It  may  follow  pulmonary 
tuberculosis  or  it  may  be  a  primary  condition  which  precedes 
the  pulmonary  lesion.  The  pathologic  development  is  usually 
confined  to  one  apex,  though  it  may  start  in  a  lower  lobe  and 
gradually  invade  the  entire  lung,  thus  resembling  cirrhosis  of 
the  lung.  It  is  unilateral  and  as  the  cirrhotic  development 
takes  place  it  is  attended  by  dilatation  of  the  bronchi.  The 
lung  tissue  is  hard  and  the  alveoli  are  obliterated.  On  section 
it  is  smooth  and  dry,  though  caseous  degeneration  may  be  oc- 
casionally observed.  The  bacilli  may  sometimes  be  found  in 
the  walls  of  an  'advanced  cavity  at  the  apex  or  the  tubercles 
may  be  found  in  the  apex  of  the  other  lung  or  in  the  bronchial 
glands.  The  pleura  is  thickened,  its  layers  often  being  adher- 
ent. The  rigljt  ventricle  and  occasionally  the  whole  heart  is 
hypertrophied  while  the  uninvolved  portion  of  the  lung  tissue 
becomes  emphysematous. 
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Srmptoms. — The  symptoms  are  chiefly  characterized  by 
their  insidious  onset,  which  is  usuaHj  emphasized  by  an  ob- 
stinate and  paroxysmal  cough  with  purulent  expectoration. 
Dyspnea  is  noticed  upon  exertion,  but  the  fever  is  slight. 
Emaciation  is  not  pronounced.  In  case  of  bronchiectasis  the 
sputum  will  be  decidedly  fetid.  The  physical  signs  are  charac- 
terized by  the  sunken  chest  and  the  lowered  shoulder  on  the 
affected  side.  The  heart  is  usually  displaced  and  murmurs  are 
common.  Dullness  is  usually  detected  over  the  affected  side 
and  the  tactile  fremitus  is  absent.  Cavernous  sounds  may  be 
heard  at  the  apex  and  bronchial  breathing  at  the  base.  The 
disease  assumes  the  chronic  form,  the  other  lung  may  be  in- 
volved later  and  serious  hemoptysis  may  take  place  at  any  time. 
Dropsy  may  follow  as  the  result  of  the  cardiac  weakness  while 
amyloid  degeneration  of  the  liver,  spleen  and  intestines  is  not 
exceptional.  The  disease  is  liable  to  pursue  b  long  course  and 
the  patient  may  die  of  some  intercurrent  trouble. 

Conrsii  and  Daratlon  of  Polmonary  Taberciiloals.— No 
definite  rule  can  be  ascribed  to  the  course  and  duration  of  this 
treacherous  disease.  Much  depends  upon  the  early  treatment, 
the  environment  and  the  habits  of  the  patient.  The  great  in- 
crease in  the  percentage  of  cures  recently  attained  is  the  result 
of  the  outdoor  treatment  and  the  systematic  study  of  each  pa- 
tient's needs.  In  this  respect  our  therapeutic  ideas  have 
changed  decidedly  in  the  last  few  years  and  for  that  reason  it 
is  not  reasonable  to  pronounce  this  an  incurable  disease.  The 
average  duration  is  put  down  as  about  three  years,  though  wide 
variations  occur.  Death  most  frequently  occurs  by  gradual 
asthenia,  the  patient  retaining  hope  until  the  end.  It  may  be 
induced  by  asphyxia  in  acute  miliary  tuberculosis  and  in  acute 
pneumonic  phthisis.  Again  it  may  occur  by  syncope  as  the 
result  of  overexertion.  Hemorrhage  is  a  cause  of  death  when 
there  is  erosion  of  a  large  bloodvessel  or  the  rupture  of  an 
aneurysm  in  the  lung  cavity.  Coma  may  also  occur  as  the  re- 
sult of  meningitis  or  uremia  and  the  patient  may  die  in  the 
midst  of  convulsions.  Intercurrent  diseases  like  bronchitis, 
pneumonia,  pleurisy,  amyloid  degenerations  or  Bright's  dis- 
ease may  also  terminate  chronic  tuberculosis. 

Concurrent  Infections  are  always  concerned  in  the  fatal- 
ities of  the  disease,  as  most  cases  will  reveal  fhe  presence  of 
other  organisms.     The  micrococcus  lanceolatus,  the  streptococ- 


.y  Google 


TUBERCULOSIS  OF   THE  ALIMENTARY  CANAL.        225 

0U8  pyogenes  and  the  staphylococcus  aureus  are  frequently  con- 
cerned in  the  mixed  infection.  Advanced  age  favors  early 
death  from  this  disease.  Old  people  are  inclined  to  contract 
tuberculosis,  though  the  fatality  is  liable  to  arise  from  an  ex- 
acerbation of  the  latent  disease.  In  children  pulmonary  tuber- 
culosis may  be  a  secondary  development  from  glandular  in- 
volvement or  it  may  be  excited  by  the  infectious  diseases  so 
peculiar  to  childhood. 


TUBERCULOSIS  OF  THE  ALINENTASY  CANAL 

Tuberculosis  of  the  lips  is  not  of  common  occurrence.  It 
may  appear  primarily  as  an  ulcer  or  he  secondary  to  laryngeal 
or  pulmonary  tuberculosis.  The  ulcer  is  sensitive  and  may 
simulate  a  chancre  or  epithelioma.  The  presence  of  tubercle 
bacilli  or  the  reaction  from  tuberculin  will  determine  the  diag- 
nosis. The  tongue  may  reveal  an  aggregation  of  small  granules 
on  its  dorsum  or  sides  which  are  tuberculous.  The  disease 
spreads  slowly  and  as  it  forms  an  ulcer  it  is  frequently  mis- 
taken for  specific  disease  or  cancer.  Microscopical  examination 
and  the  tuberculin  test  will  settle  the  diagnosis  though  it  may 
be  differentiated  from  a  syphilitic  ulcer  by  its  failure  to  im- 
prove under  the  administration  of  the  iodida.  The  hard  and 
soft  palate  may  be  affected  by  the  extension  of  tuberculosia 
from  neighboring  parts.  The  tonsils  are  often  infiltrated  with 
miliary  tubercles  resulting  in  hypertrophy  with  occasional  foci 
of  caseous  degeneration.  The  tonsil  is  frequently  the  atrium  ■ 
through  which  glandular  and  pulmonary  tuberculosis  develops. 

The  pharynx  may  be  the  seat,  on  its  posterior  wall,  of  mil- 
iary granules  or  an  ulcerative  tuberculous  pharyngitis  may 
exist  as  the  result  of  an  extension  of  the  infection  from  the  lar- 
ynx. Adenoids  in  the  naso-pharynx  may  also  be  tuberculous. 
The  esophagus  is  rarely  affected  by  tuberculosis  and  the  same 
is  true  of  the  stomach,  though  ulceration  of  this  character  may, 
in  rare  instances,  give  rise  to  the  hematemesis  and  occasionally 
to  perforation. 

The  intestines  are  frequently  the  seat  of  this  disease  and 
the  lesions  may  be  primary  in  the  mucous  membrane  or  sec- 
ondary from  tuberculosis  of  the  lungs  or  peritoneum.  The 
primary  lesion  occurs  most  frequently  in  children,  though  it 
may  he  then  associated  with  mesenteric  gland  enlargement  or 
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with  peritonitis.  When  the  disease  is  primary  the  hacilli  are 
probably  BwalloweJ  by  the  child  and  it  may  take  place,  though 
rarely,  in  adults.  The  secondary  variety  is  a  Bequence  most 
frequently  of  pulmonary  tuberculosis  and  less  often  of  tnber- 
cuIouB  peritonitis,  the  lesion  being  located  in  the  upper  part  of 
the  colon,  the  upper  part  of  the  ileum  and  the  cecum.  The 
rectum  is  occasionally  involved  secondarily  and,  more  rarely, 
primarily.  The  morbid  process  starts  in  the  solitary  and  ag- 
minated  glands  or  on  the  surface  of,  or  within,  the  mucosa. 
The  caseation  and  necrosis  lead  to  ulceration.  "The  ulcer  is 
(a)  irregular,  rarely  ovoid  or  in  the  long  axis,  more  frequently 
girdling  the  bowel ;  (b)  the  edges  and  base  are  infiltrated,  often 
caseous;  (e)  the  submucosa  and  muscularis  are  usually  in- 
volved; and  (d)  on  the  serosa  may  be  seen  colonies  of  yonng 
tubercles  or  a  well  marked  tuberculous  lymphangitis."  (Os- 
ier.) Perforation  of  the  bowel  may  take  place  and  in  that 
event  peritonitis  will  follow.  In  chronic  cases  cicatrization 
may  occur  and  cause  stenosis  of  the  bowel. 

The  symptoms  are  usually  characterized  by  an  irregular 
diarrhea  which  increases  in  frequency  and  persistently  resists 
treatment.  Moderate  fever,  colicky  pains,  and,  in  some  in- 
stances, hemorrhage  are  features  of  the  initial  symptoms.  It 
is  usually  regarded  as  a  catarrhal  colitis  until  the  emaciation, 
temperature  curve,  night  sweats  and  lung  complications  direct 
our  attention  to  the  true  cause.  In  case  of  constipation  or 
irregular  diarrhea,  together  with  tenderness  in  the  right  iliac 
fossa,  it  may  be  mistaken  for  appendicitis  when  the  cecum  is 
involved.  In  children  the  disease  will  simulate  a  protracted 
catarrhal  enteritis,  the  diarrhea,  the  colicky  pains  and  the  pres- 
ence of  blood  and  mucus  in  the  stools  often  causing  the  error  in 
diagnosis.  In  the  majority  of  cases  we  mistake  the  disease  until 
the  irregular  fever  develops  and  emaciation  becomes  noticeable. 
Aside  from  the  symptoms  the  diagnosis  may  sometimes  be  made 
by  the  examinations  of  the  feces  or  the  mucus  which  may  be 
passed  from  the  rectum. 


TUBERCULOSIS  OF  VARIOUS  TISSUES. 
Tabercnlosis  ol  (h«  Serous  Membranes.— The  serous  mem- 
branes are  affected  by  the  tuberculous  infection  secondary  to 
pulmonary  and  intestinal  tuberculosis  while  primary  tubercu- 
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losis  of  these  parts  is  also  a  possibility.  The  morbid  process 
will  simulate  the  ordinary  inflammatory  invasion  of  the  mem- 
branee  plus  the  nodiilar  tubercles.  These  are  generally  found 
overcircumscribedareas though theymay  be  diffuse  ^vhen  numer- 
ous. The  efiusioQ  is  sero-fibrinous,  though  it  may  become  puru- 
lent and  rarely  hemorrhagic.  The  acute  form  follows  from 
inoculation  of  the  peritoneum  or  pleura  by  foci  in  th^  bronchial, 
tracheal  or  mediastinal  glands  or  from  the  Fallopian  tubes 
in  females.  The  chronic  form  follows  the  acute  attack  or  it 
may  develop  by  direct  extension  from  some  adjacent  organ. 

TnbarcaloDS  Plenritis. — This  appears  in  the  acute  and 
chronic  form,  the  first  being  ushered  in  by  chills  or  rigors  and 
attend^  by  the  sharp  pains,  fever  and  cough  which  usually 
are  present  in  pleurisy.  The  chronic  form  is  more  common, 
being  frequently  secondary  to  pulmonary  tuberculosis.  Ad- 
heeions  may  form  as  the  result  of  the  plastic  exudate,  or  a 
form  of  sero-fibrinoua  pleurisy  may  ensue.  The  effusion  may 
be  purulent  or  hemorrhagic,  and  in  case  of  perforation  a  pneu- 
mothorax may  develop.  The  symptoms  in  this  form  are  of 
slow  development,  the  physical  signs  which  are  characteristic 
of  pleuritic  effusion  being  most  pronounced.  The  gradual  de- 
velopment of  pulmonary  involvement  with  its  physical  find- 
ings is  a  secondary  condition  which  soon  develops. 

Tubercaloais  of  the  Pericardlom.— This  affection  may 
occur  in  the  acute  or  chronic  fonn  though  it  is  not  of  unusual 
prominence.  The  effusions  are  either  excessive  or  more  com- 
monly slight  thickening  of  the  layers  and  tuberculous  deposits 
are  distinctive  pathologic  features.  The  acute  form  is  of 
more  conmion  occurrence  among  children,  being  usually  a 
secondary  affection  following  tuberculosis  of  the  bronchial  or 
mediastinal  glands,  or  a  primary  pulmonary  tuberculosis. 
The  symptoms  are  similar  to  those  of  acute  pericarditis  which 
have  already  been  described.  The  chronic  form  also  succeeds 
the  tuberculous  infection  of  the  bronchial  or  mediastinal  glands 
or  it  may  be  a  part  of  a  general  invasion  of  serous  membranes 
by  the  tuberculous  process.  It  is  likewise  referred  to  as  an 
extension  from  a  tuberculosis  of  the  spine  and,  in  rare  instances, 
it  is  a  primary  affection.  It  may  be  recognized  without  effusion, 
the  adhesions  leading  to  hypertrophic  cardiac  disorders,  or, 
more  rarely,  it  may  be  recognized  by  an  excessive  effusion. 
In  the  larger  number  of  cases  the  symptoms  will  resemble  those 
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of  adherent  pericardium,  the  dullnesa,  however,  often  extend- 
ing higher  up.  In  conditions  of  effusion  the  physical  signs  are 
similar  to  those  of  cardiac  dilatation. 

Tobercolosis  ol  the  Perlti>nenni.~ThiB  form  of  tnber- 
culo«is  ie  usually  a  secondary  process  produced  by  the  exten- 
sion of  the  tuberculous  inflammation  from  adjoining  tissnea. 
The  intestines  are  most  frequently  the  primary  seat  of  the 
disease,  the  bacilli  being  conveyed  to  the  peritoneum  later. 
The  pleurae  are  also  liable  to  contribute  the  secondary  infec- 
tion to  the  peritoneum,  while  in  females  it  may  have  its  origin 
in  the  generative  tract.  In  both  sexes  the  appendix  is  rarely 
the  primary  source  of  the  disease.  Age  is  a  factor  of  impor- 
tance in  the  etiology,  most  of  the  cases  occurring  in  the  early 
period  of  life,  young  children  furnishing  a  large  proportion  of 
the  cases.  Sex  is  a  predisposing  influence,  the  greater  ma- 
jority of  cases  appearing  in  the  female  inasmuch  as  the  Fal- 
lopian tubes  are  a  common  seat  of  the  tuberculous  lesions. 

The  disease  assumes  both  acute  and  chronic  character- 
istics, the  former  being  recognized  by  peritonitis  in  case  of 
perforation  into  the  peritoneal  sac  or  in  conditions  of  acute 
miliary  tuberculosis.  It  may  take  on  the  ascitic  form  when 
the  exudate  is  purulent  or  sero-pumlent ;  again  it  may  assume 
the  ulcerative  form  when  the  tubercles  undergo  ulceration  fol- 
lowing caseous  degeneration ;  and  still  further  a  fibrous  form 
is  recognized  by  the  adhering  peritoneal  surfaces.  In  the 
latter  condition  the  exudate  is  slight,  the  tubercles,  if  numerous, 
being  widely  disseminated  or  localized  in  small  areas. 

The  symptoms  of  the  acute  stage  appear  abruptly,  the 
constitutional  disturbance  being  announced  by  violent  abdom- 
inal pain,  vomiting  and  occasional  diarrhea.  The  tempera- 
ture at  first  is  usually  high  (103''-104''  F.),  while  again  it 
may  not  show  any  decided  exacerbation.  The  peritoneal  ef- 
fusion, not  usually  excessive,  appears  very  soon,  and,  when 
pus  is  present,  it  will  be  announced  by  sweats  and  the  char- 
acteristic temperature.  When  there  is  no  ascites  palpation  may 
reveal  the  nodular  masses  and  auscultation,  at  times,  may  de- 
tect a  friction  sound.  TjTnpaniles  may  be  an  associate  symp- 
tom. Anemia,  emaciation  and  the  typhoid  state  are  secondary 
symptoms.  The  chronic  form,  is  charactprized  by  slight  fever, 
anemia,  pains  and  ab<lorainal  distention,  though  many  times 
the  s\'mptoms  are  so  latent  that  they  are  overlooked.     The 
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fibrouB  form  gives  indistinct  symptoms.  With  the  anemia 
and  emaciation  there  is  often  only  alight  fe\'er,  with  the  usual 
local  symptoms  of  pain  and  distention. 

The  physical  signs,  aside  from  the  ascites,  are  not  always 
satisfactory,  though  the  glandular  enlargemenis  may  occasion- 
ally be  detected  by  palpation.  In  case  of  adhesions  the  exudate 
may  be  localized  and  thus  detected  by  physical  examination 
but  the  knotting  of  intestines  is  often  confusing  in  this  respect. 
Sacculated  exudations  are  sometimes  revealed  in  the  pelvic 
or  umbilical  regions.  Omental  tumors,  created  by  shrinkage 
and  curling  of  the  great  omentum,  are  sometimes  detected. 

Diafnoals. — Much  depends  upon  the  discovery  of  tuber- 
culosis in  other  organs  as  the  early  symptoms  are  not  always 
suggestive.  The  abdominal  pain,  tenderness,  ascites,  anemia 
and  emaciation  are  guiding  symptoms  and  if  the  typical  fever 
is  present,  this  will  be  of  diagnostic  assistance.  The  rectal 
mucus  and  the  urine  may  reveal  the  presence  of  bacilli.  The 
acute  form  may  be  mistaken  for  internal  hernia,  though  the 
sudden  appearance  of  a  localized  pain,  stercoraceous  vomiting, 
constipation  and  tympanites,  with  the  absence  of  ascites,  should 
help  to  differentiate.  Enteritis  will  be  differentiated  chiefly 
by  the  copious  mucus  evacuations  and  the  absence  of  ascites. 
Tuberculosis  in  other  organs  is  not  discovered  and  no  evidence 
of  an  abdominal  lesion  of  this  kind  can  be  found.  Cancerous 
peritonitis  may  simulate  this  closely,  but  the  cancerous  cachexia 
soon  excludes  the  idea  of  tuberculosis;  the  absence  of  other 
tuberculous  lesions  and  the  gradually  developing  tumor  will 
settle  the  doubt.     It  prevails  also  in  older  subjects. 

Tabercnloslsftl  th«  Uvar. — The  liver  is  affected  in  the  ma- 
jority of  cases  of  miliary  tuberculosis,  though  the  granulations 
are  very  small  and  frequently  overlooked.  It  is  equally  com- 
mon as  a  secondary  involvement  following  tuberculosis  of  the 
lungs,  peritoneum  or  lymphatics.  When  these  appear  as  dis- 
seminated lesions  the  liver  is  enlarged,  pale  and  fatty,  and 
the  structure  on  section  is  hard  and  resisting.  When  caseation 
takes  place  small  or  large  cavities  may  be  found  underneath 
the  capsule  as  the  result  of  the  degeneration  of  these  caseous 
tubercles.  These  also  have  a  tendency  to  appear  in  the  finer 
bile  vessels.  Aside  from  the  enlargement  of  the  liver  irreg- 
ular prominences  are  detected  by  palpation  and  evidences  of 
perihepatitis  are  usually  found.  Portal  disturbances  may  ap- 
pear, but  ascites  is  a  rare  symptom. 
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Tubercalosis  ot  Ibe  Oeoilo-Urioary  System. — Tuberculosis 
of  the  hidney  may  occur  as  a  feature  of  a  general  miliary  tuber- 
culosis or  it  ma;  be  eecondary  to  lesions  which  start  in  the 
prostate,  the  bladder,  ureters  or  pelvis  of  the  kidney.  In  the 
latter  instance  the  disease  becomes  localized  in  the  renal  struc- 
ture and  undergoes  caseation  until  the  organ  is  transformed 
into  a  cheesy  mass. 

The  symptoms  of  the  miliary  involvement  are  not  marked 
or  they  may  simulate  those  of  nephro-litbiaais.  In  the  pri- 
mary form  there  are  often  no  distinctive  signs  of  the  disease, 
sensations  of  fullness  end  tenderness  in  the  renal  region  being 
the  only  symptoms.  Frequent  micturition  and  pain  in  the 
bladder  region  are  more  common  symptoms  and  the  urine  may 
be  purulent  and  bloody.  Cheesj  masses  with  tubercle  bacilli 
are  diagnostic  findings  and  with  these  we  shall  usually  find 
shreds  of  fibrous  and  elastic  tissue  which  evidence  a  renal- 
tissue  disintegration.  None  of  these  symptoms  is  constant  and 
at  times  the  urine  may  he  decidedly  clear.  The  signs  of  tuber- 
culous development  in  neighboring  parts  like  the  prostate  gland, 
bladder,  ureters,  the  ovaries  and  tubes  in  the  female  are 
substantiating  symptoms.  Secondary  pulmonary  involvement 
is  to  be  expected  and  hydronephrosis  may  rault  from  the  ob- 
struction of  the  ureters. 

Tuberculosis  of  the  pelvis  of  hidney,  ureters  and  bladder 
is  not  readily  distinguished  from  a  similar  involvement  of  the 
renal  substance  and  is  nearly  always  secondary  to  it.  The 
bacteriological  examination  for  bacilli  will  be  most  conclusive 
when  obtained,  but  the  symptomatology  may  point  only  to 
those  features  which  are  indicative  of  an  inflammatory  inva- 
sion of  the  renal  tract.  The  presence  of  the  bacillus  unfortu- 
nately does  not  indicate  whether  it  comes  from  the  urinary 
tract  or  from  the  kidney.  Cystoscopic  examination  may  be 
necessary  for  this  determination  and  even  that  is  not  always 
applicable.  Cystitis  is  generally  a  common  symptom  and  the 
urine  is  invariably  purulent  and  often  contains  blood.  These 
symptonw  may  appear  when  the  kidney  alone  is  involved,  but 
the  cystitis  is  not  so  pronounced.  A  simple  form  of  inflamma- 
tion may,  however,  give  rise  to  similar  suggestions;  for  that 
reason  it  will  be  necessary  to  exclude  the  presence  of  calculus, 
gonorrheal  infection,  and  also  inflammations  of  the  generative 
tract  of  the  female.  The  presence  of  tuberculosis  in  neigh- 
boring parts  or  in  the  lungs  will  aid  the  diagnosis. 
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Tuberculosis  of  the  ovaries.  Fallopian  tubes  and  uieru3  is 
not  infrequent.  The  ovaries  may  contain  miliary  tubercles  or 
reveal  a  cheesy  degeneration  from  this  cause,  though  the  lesion 
is  usually  secondary  to  a  tuberculosis  of  the  tubes.  The  symp- 
toms simulate  those  of  simple  ovaritis.  When  the  tubes  are 
the  seat  of  tuberculous  invasion  the  infiltration  may  be  dis- 
covered by  the  usual  method  of  palpation,  while  the  presence 
of  puB  and  cheesy  masses  will  be  detected  by  operation,  both 
tubes  usually  being  affected.  The  uterus,  when  affected  by 
miliary  tubercles,  will  give  evidence  of  metritis  and  when  soft- 
ening and  ulceration  take  place  it  will  be  possible  to  find  the 
bacilli  in  the  discharges.  The  disease  may  start  in  the  tubes 
near  the  fundus  or  it  may  extend  upward  from  an  involvement 
of  the  vagina  and  cervix.  The  symptoms  of  metritis,  enlarge- 
ment of  the  uterus,  together  with  the  febrile  signs  of  tiiber- 
culosis,  must  be  looked  for.  Peritoneal  involvement  will  be 
a  primary  or  secondary  complication. 

Tnbercnlosis  •!  th«  testes,  prostate  fluid  and  semioal  ves- 
icles.—The  testes  are  implicated  secondarily  to  prostatic  and 
bladder  tuberculosis  and  the  glands  are  enlarged  as  the  process 
of  ulceration  and  cheesy  degeneration  takes  place.  Unless 
there  is  active  infiammatioo,  with  much  enlargement,  pain 
is  not  a  marked  symptom.  The  prostate  and  the  seminal 
vesicles  are  generally  involved  together  and  the  symptoms  are 
simOar  to  those  which  prevail  in  any  inflammatory  enlarge- 
ment of  the  prostate. 

Tnbercalosisof  theHammaryGlaods. — This  is  of  rare  oc- 
currence, the  bacilli  being  transported  by  the  blood  to  these 
parts  from  adjacent  organs.  It  is  most  frequently  observed  in 
wconen  during  the  child-bearing  period  or  in  later  life.  Pyo" 
genie  infection  may  attend  the  cheesy  transformation  and  when 
excessive  softening  takes  place  fistulae  may  exist.  Sharp  pain 
attends  the  morbid  development  and  the  tuberculous  nodules 
may  be  distinguished  by  palpation,  while  enlargement  of  the 
axillary  glands  is  usually  a  secondary  development.  The  dis- 
covery of  bacilli  in  the  broken  down  tissue,  together  with  evi- 
dence of  tuberculosis  elsewhere,  will  be  confirmatory. 

Tabercolosls  ol  the  Brain. — This  has  been  observed  as  an 
acute  meningitis  of  tuberculous  character  already  described 
elsewhere.  It  also  takes  place  as  a  chronic  localized  infection 
involving  the  meninges  and  the  cortex,  giving  rise  to  meningo- 
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encephalitis.  It  generally  occurs  as  a  eingle  nodule  which  de- 
velops into  a  small  or  irregular  mass  attached  to  the  brain 
structure  or  separated  from  the  same  by  cysts.  The  outer 
zone  presents  a  connective-tissue  increase  while  the  central  part 
is  caseous  and  later  may  become  purulent  and  form  a  email 
cavity.  The  inferior  portions  of  the  brain  are  most  frequently 
affected.  Cerebral  softening  may  follow  as  the  result  of  throm- 
bosis from  compression  and  a  tuberculous  meningitis  may  be 
a  sequence.  Tuberculosis  elsewhere  ia  frequently  discovered. 
The  young  are  mostly  affected  and  the  symptoms  resemble  those 
of  brain  tumor.  Tuberculosis  of  the  spinal  cord,  with  the 
lesion  of  a  solitary  tubercle,  is  rare,  and  is  secondary  in  a 
majority  of  cases.  Acute  tuberculous  meningitis  of  the  cere- 
bro-spinal  form  is  mentioned  under  diseases  of  the  cord. 

TDbercalosIs  ol  the  Heart  aad  Bleed  Vesiels. — The  myocar- 
dium is  occasionally  invaded  by  the  bacilli  transmitted  via  the 
lymphatics  from  another  focus  or  more  rarely  by  the  blood  or 
directly  from  the  pericardium.  It  may  occur  in  the  miliary 
form,  as  a  diffuse  infiltration  or  as  large  tubercles.  "The 
smaller  nodules  are  found  usually  in  the  ventricles  and  the 
larger  masses  in  tlie  auricles  and  chiefly  the  right."  No  symp- 
toms are  positively  suggestive  of  the  disease  and,  therefore,  a 
diagnosis  is  not  easily  made.  The  presence  of  tuberculosis  in 
other  parts  may  possibly  cause  suspicion  when  cardiac  fail- 
ure appears.  Ueath  may  suddenly  follow  an  attack  of  sj-n- 
cope.  The  endocardium  is  affected  even  less  frequently  than 
the  myocardium.  It  may  follow  a  metastasis  from  the  tuber- 
culous enlargement  of  the  mediastinal  glands  or  the  infection 
may  rarely  occur  through  the  circulation.  Vegetations  asso- 
ciated with  pyogenic  infection  are  usually  found  on  the  valves 
and,  in  very  rare  instances,  caseous  tubercles  are  discovered. 
The  blood  vessels  are  invaded  by  the  tuberculous  process 
through  the  extension  from  adjacent  parts  and  through  the 
circulation.  The  walls  are  weakened  sufBciently  to  allow  per- 
foration and  hemorrhage. 

DiafaoslselTabercaloslB. — Sufficient  is  known  regarding 
the  pathology  and  the  characteristics  of  this  disease  to  render 
the  macroscopic  and  microscopic  findings  invaluable  in  making 
the  diagnosis.  If  we  add  to  these  the  discovery  of  the  bacillus, 
all  doubt  is  absolutely  removed.  The  physical  examination — 
particularly  in  pulmonary  tuberculosis — together  with  the  care- 
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ful  differentiations,  which  must  be  made  in  every  diagnosis, 
will  furnish  evidence  which  should  not  be  neglected.  A  true 
study  of  the  symptoms  and  a  careful  watehing  of  every  sus- 
pected case  from  the  time  of  its  incipiency  will  furnish  addi- 
tional help.  A  due  regard  for  the  family  history  may  help 
the  decision  or  at  least  cause  a  reasonable  suspicion  of  tuber- 
culosis in  many  cases.  The  tuberculin  test  is  probably  our 
most  satisfactory  adjuvant  of  diagnosis  and  this  should  be 
employed  in  suspected  cases. 

To  be  of  value  it  must  be  conducted  properly.  The  tem- 
perature of  the  patient  should  be  taken  at  two  hour  intervals 
and  recorded.  Then  one  milligram  of  a  reliable  preparation  of 
Koch's  old  tuberculin  should  be  injected  hypodermaticaUy  in 
the  interscapular  region.  The  temperature  of  the  patient 
should  be  taken  again  every  two  hours.  A  positive  test  will  be 
indicated  by  a  reaction  consisting  in  a  rise  of  temperature  of 
at  leaat  two  degrees,  but  not  above  102.6°  F.  The  rise  begins 
in  about  six  hours,  reaches  its  height  typically  in  eighteen 
hours  and  continues  about  thirty-six  hours  in  all.  The  pulse 
and  respiration  rise  with  the  temperature  and  are  accompanied 
by  any  two  of  the  following  symptoms:  Chilliness,  headache, 
nausea  or  muscle  pains.  A  negative  test  shows  no  reaction  and 
it  is  advised  that  the  rectal  temperature  is  least  liable  to  error. 
If  negative,  the  test  should  be  repeated  after  intervals  of  one  or 
two  days  with  two,  three,  four  and  five  milligrams  of  tuberculin 
successively.  Always  begin  with  the  smallest  dose.  If  no  reac- 
tion occurs  after  five  milligrams,  the  result  may  be  considered 
conclusive  that  tuberculosis  is  not  present. 

The  test  is  no  more  dangerous  than  the  use  of  chloroform 
or  ether  for  diagnostic  purposes,  and  ranks  in  value  with  the 
Widal  typhoid  test. 

Tetan's  method :  Take  the  mean  of  the  morning  and  even- 
ing temperature  for  twelve  successive  days.  If  over  99.5°  F,, 
it  means  tuberculosis  or  a  strong  predisposition  to  it. 

Pnfaosia. — The  prognosis  in  this  disease  should  always 
he  carefully  weighed,  much  dependence  being  placed  on  the 
stage  of  its  activity,  the  general  physical  resistance  and  the 
heredity.  The  severity  of  the  disease  must  be  judged  by  its 
progress  and  duration.  The  extent  of  the  tuberculous  lesion 
is  also  a  deciding  factor,  for  a  large  cavity  in  the  lungs  can 
only  be  regarded  as  very  unfavorable.     We   must,   however, 
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keep  in  mind  the  fact  that  a  spontaneous  arrest  of  the  disease 
is  a  possibility.  The  tnberde  bacilli,  if  left  to  their  natural 
tendency  and  not  encouraged  by  the  proper  soil  or  other  favor- 
able conditions,  may  be  self-limited.  The  mixed  infection  is 
to  he  most  feared  but,  in  the  absence  of  this,  with  favorable 
environment  and  persistent  outdoor  treatment,  we  have  an 
opportunity  which  has  not  heretofore  been  appreciated  in  com- 
bating this  dread  disease.  The  danger  signs  should  be  known 
by  all  physicians  and  a  due  appreciation  of  these  will  make 
our  prognosis  more  perfect. 

Associate  diseases  and  physical  debility  always  predispose 
to  an  unfavorable  result.  Nephritis,  cardiac  diseases,  and  gaa- 
tro-intestinal  disorders  always  diminish  the  chances  for  recov- 
ery. All  of  the  infections  are  malicious  agents  in  this  respect 
and  nothing  renders  the  diagnosis  more  unfavorable  in  pul- 
monary tuberculosis  than  the  sudden  appearance  of  pneumonia. 
A  previous  attack  of  pneumonia  is  a  natural  predisposition  to 
the  pulmonary  form  of  tuberculosis.  The  greatest  number  of 
deaths  is  hound  to  occur  among  the  poor  whose  surroundings 
are  unfavorable  and  the  danger  of  a  general  spread  of  the  dis- 
ease from  such  quarters  is  always  to  be  feared.  Age  is  always 
a  matter  of  consideration  in  making  a  diagnosis,  inasmuch  as 
the  mortality,  both  for  the  acute  and  chronic  form,  is  greater 
in  the  younger  subjects.  Under  all  circiunstanees  great  caution 
should  be  exercised  against  making  a  positive  prognosis  in 
any  ease.  So  much  depends  upon  the  general  physical  con- 
dition, which  we  do  not  always  understand,  and  so  many  miti- 
gating conditions  may  arise  that  we  must  always  be  on  guard 
in  this  respect.  The  disease  is  at  best  a  treacherous  one  and 
a  fatal  result  is  to  he  expected  unless  the  persistent  outdoor 
treatment  is  instituted  under  the  most  favorable  conditions. 

The  TreatmeDl  of  Tabercalosis. — The  treatment  of  this  dis- 
ease has  undergone  such  radical  changes  that  a  long  chapter  on 
this  subject  is  now  no  longer  needed.  The  most  advanced  sci- 
entific deductions  which  have  supplemented  careful  pathologic 
research  has  taught  us  that  the  best  remedy,  and  in  fact  the 
only  true  remedy,  is  found  in  the  pure  air  which  Nature  has 
given  us.  So  long  as  we  defile  this  and  shut  ourselves  up  in 
poorly  ventilated  rooms  we  subject  ourselves  to  the  ravages  of 
this  disease  and  thwart  its  cure  when  once  it  is  contracted. 
A  proper  consideration  for  perfect  health  which  constitutes  the 
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real  resisting  power,  and  the  overcoming  of  habits  and  indul- 
gences which  limit  this  and  impair  our  general  health  are 
essentials  of  paramount  importance.  Diseases  which  are  asso- 
ciate and  predisposing  to  physical  infirmity,  should  receive 
unnsual  attention  in  their  incipiency,  while  exposure  to  the 
tuberculous  infection  should  always  be  guarded  against.  Our 
knowledge  of  the  dangers  of  the  disease  is  thoroughly  estab- 
lished, but  we  are  too  frequently  derelict,  as  physicians,  in 
utilizing  our  therapeutic  agents  in  the  early  stages  of  the 
disease.  The  tendency  of  Nature  to  resist  the  disease  by  the 
process  of  calcification  and  fibrosis  should  lead  us  to  help  this 
efiFort  so  far  aa  in  us  lies.  When  the  tubercles  become  involuted 
or  quiescent,  we  should  exert  our  therapeutic  influence  to  the 
end  that  we  may  limit  the  tuberculous  invasion.  The  sphere 
of  a  physician's  usefulnesB  in  the  treatment  of  this  disease  is, 
therefore,  greater  than  a  passing  thought  would  indicate. 

The  prophylaxis  is  an  important  theiapentic  principle,  in- 
asmuch as  our  object  should  be  to  limit  the  contagion  as  well 
aa  to  treat  the  pathologic  condition.  This  embraces  not  alone 
the  care  of  the  sputum  by  the  employment  of  an  expectoration 
cup,  which  may  he  destroyed  or  sterilized,  but  it  includes  as 
well  the  constant  use  of  a  proper  disinfectant  for  the  sputum. 
Segregation  should  be  demanded  under  all  circumstances,  as 
patients  should  be  controlled  so  as  not  to  endanger  others. 
The  furnishings  of  the  room  should  be  r^ularly  disinfected. 
Autoinfection  should  be  guarded  against  and  to  this  end  he 
should  be  warned  of  the  danger  in  swallowing  his  sputum. 
Conveyance  of  the  infection,  particularly  by  the  act  of  kiss- 
ing, should  be  rigorously  guarded  against.  The  registration 
of  tuberculous  patients  will  surely  come  to  pass  when  we  all 
realize  what  it  means  in  protection  to  the  general  public.  A 
physician  who  conceals  information  of  this  kind  from  the  public 
authorities  should  be  condemned  for  his  lack  of  interest  in  the 
public  welfare.  The  work  now  being  done  by  societies  and 
Boards  of  Health  to  popularize  the  knowledge  of  this  infection 
and  to  protect  mankind  as  a  whole  should  receive  our  most 
ardent  support.  The  inspection  of  our  food  supply  is  most 
essential  and  all  sanitary  regulations,  which  are  necessary  for 
the  limitation  of  this  disease,  should  have  the  support,  not 
alone  of  the  profession,  but  of  every  right-minded  citizen  as 
well. 
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The  predispoaition  to  the  diBease,  whether  Inherited  or 
acquired,  should  receive  careful  and  prompt  attention.  This 
implies  more  thought  relative  to  food,  habits,  environment  and 
the  early  treatment  of  diseases  which  favorably  predispose. 
It  pertains  to  the  early  climatic  change,  the  prompt  treatment 
of  incipient  symptoms  and  the  outdoor  life  and  physical  devel- 
opment which  are  essential  to  resist  the  infection.  The  early 
cure  of  colds  and  pneumonic  invasions  are  not  all  that  is  re- 
quired, but  the  removal  of  tuberculous  glands  and  necrotic 
bone  tissue  will  demand  the  services  of  a  skilled  surgeon.  The 
convalescing  period  of  an  infectious  or  debilitating  disease  will 
require  the  most  painstaking  treatment  lest  a  tuberculous  in- 
fection is  thereby  encouraged,  A  tuberculous  focus  is  always 
a  source  of  danger  until  it  ia  completely  removed. 

The  treatment  of  tuberculosis  itself  has  not  been  a  satis- 
factory procedure  except  by  climatic  changes  or  the  outdoor 
treatment  persistently  applied.  The  older  method  of  using 
codliver  oil  to  correct  an  advanced  phthisis  has  been  properly 
discarded  except  as  it  may  be  demanded  for  its  food  value. 
The  destruction  of  the  bacilli  within  the  body  has  been  the 
object  of  the  profession  for  a  long  time,  but,  as  yet,  no  satis- 
factory result  has  been  obtained.  Antiseptic  inhalations  in  the 
form  of  iodin,  creosote,  carbolic  acid,  formaldehyde  and  other 
preparations  have  been  assiduously  employed,  but,  with  the 
possible  exception  of  relieving  local  irritations,  no  prononnced 
success  has  been  attained  by  this  method.  The  use  of  internal 
parasiticides  has  also  been  equally  nn satisfactory  except  as 
they  may  be  useful  in  modifying  the  soil  conditions  or  reliev- 
ing some  of  the  attending  symptoms.  Creosote  has  been  the 
most  popular  of  these  agents  and  it  has  been  employed,  in 
increasing  doses,  to  the  point  of  gastric  toleration.  It  may  be 
administered  in  milk,  egg-albumen,  or  better  in  capsule,  while 
many  preparations  of  this  with  codliver  oil,  etc.,  have  been 
popular.  It  has  a  tendency  to  allay  the  cough  and  in  some 
instances  it  corrects  the  fever,  but  sufhoient  data  is  not  at 
hand  to  prove  its  efficiency,  and  it  may  impair  the  digestion. 
Guaiacol,  in  my  experience,  has  been  far  more  satisfactory, 
and  I  have  invariably  used  it  in  five  to  ten-drop  doses  in  milk, 
after  meals.  Tuherciilin  was  at  first  mentioned  as  a  probable 
successful  agent,  but  its  use,  so  far  as  we  know,  pertains  only 
to  its  diagnostic  value. 
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The  climatic  treatment  is  our  best  means  of  cure  in  the 
management  of  this  disease  in  all  its  forms.  The  sooner  we  in- 
stitute this  in  the  incipient  cases  the  more  sure  is  it  to  be  suc- 
cessful. Sufficient  is  already  known  of  the  value  of  this  method 
to  permit  an  abbreviated  statement  in  regard  to  it.  The  great- 
est danger  is  that  both  physician  and  patient  are  inclined  to 
delay  in  adopting  it.  The  locality  which  furnishes  the  great- 
est purity  and  dryness  of  the  air  will  be  most  efficient  and 
the  equability  of  temperature  is  always  desired.  The  rarefied 
air  of  high  altitudes  is  best  of  all,  but  these  localities  must 
be  chosen  with  due  regard  to  cardiac  conditions  and  atmos- 
pheric pressure.  In  advanced  stages  with  hemorrhagic  ten- 
dencies such  signs  should  be  sought  by  gradual  teats  of  lung 
and  heart  endurance.  The  greatest  error  committed  by  pa- 
tients in  such  changes  from  the  home  altitude  exists  in  the 
fact  that  a  majority  of  such  people  have  an  ill  formed  idea 
that  the  principle  of  "roughing  it"  consists  in  violent  and 
constant  exercise.  To  best  obtain  the  good  effect  of  such 
change  it  is  essential,  in  the  majority  of  instances,  to  secure 
constant  rest.  The  patients  should  sit  out  of  doors  in  a  com- 
fortable reelining  chair  or  lie  in  a  hammock,  while  it  is  always 
better  to  sleep  out  of  doors  or  with  the  windows  wide  open. 
At  such  times  no  stimulants  or  drugs  should  be  used  unless 
specially  indicated,  and  the  habits  and  diet  of  the  patient 
should  be  most  conducive  to  physical  restoration  and  nutritional 
improvement.  Sunshine  is  always  to  be  sought,  as  darkness 
and  dampness  favor  bacterial  development  of  infectious  dis- 
eases. Such  regions  as  Colorado,  Arizona,  New  Mexico  atld 
many  of  our  western  States  furnish  the  best  climatic  qualities. 
Certain  portions  of  Georgia,  California  and  the  Adirondacks 
are  similarly  conducive  to  good  results  from  outdoor  camp 
life,  though  the  individuality  of  the  patient  is  an  important 
feature  to  consider.  The  northern  States,  particularly  Min- 
nesota and  the  Dakotas,  may  be  sought  for  the  same  purpose, 
though  it  is  often  necessary  to  change  to  a  warmer  climate  in 
the  winter.  This  is  true  of  some  of  our  western  States,  like 
Colorado,  for  in  such  localities  the  patients  are  liable  to  pneu- 
monia in  the  colder  seasons.  Out  door  tent  life  at  home  should 
he  tried  as  a  tirst  resort  when  patients  are  not  able  to  avail 
themselves  of  a  climatic  change  and  this  has  been  demonstrated 
((inclusively  by  the  tent  colonies  which  have  been  established 
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in  many  towns  to  be  of  great  value.  Of  course,  this  is  not 
applicable  in  damp  localities  where  fogs  frequently  prevail. 
It  will  soon  be  necessary  to  more  thoroughly  institute  these 
home  treatments  inasmuch  as  the  western  States  are  already 
beginning  to  restrict  the  emigration  of  tuberculous  patients 
to  their  localities.  The  sanatorium  treatment,  which  has  been 
successfully  instituted  in  different  States  by  public  and  private 
enterprise,  has  obtained  the  most  encouraging  results.  In  these 
special  hospitals  it  is  possible  to  carry  out  sytematic  treatment, 
hygienic,  dietetic  and  climatic,  which  can  not  be  accomplished 
elsewhere. 

The  dietetic  treatment  is  of  utmost  importance  as  the  nutri- 
tion must  be  maintained  or  enhanced  at  all  hazards.  To  ac- 
complish this  all  remedies  which  disturb  digestion  should  ho 
proscribed.  Forced  feeding  may  be  instituted  if  the  patient 
can  digest  and  assimilate  the  food.  To  accomplish  the  best 
result  it  may  be  well  to  administer  tonics  which  will  stimulate 
a  better  appetite  and  at  the  same  time  give  remedies  which 
will  aid  the  digestion.  The  climate,  however,  is  generally  the 
best  stimulant  of  an  appetite.  Albuminous  foods  like  "milk, 
meat,  fish  and  fowl,  t<^ther  with  an  abundance  of  fats,"  may 
be  regarded  with  favor.  The  hydrocarbons  should  be  used 
with  care  lest  the  digestion  is  deranged.  £ggs  usually  give  the 
most  nourishment  and  they  constitute  the  best  form  of  diet 
for  forced  feeding.  Alcohol  should  only  be  used  sparingly, 
both  as  a  food  and  as  a  stimulant. 

Special  remedies  may  be  countenanced  under  various  con- 
ditions. There  are  cases,  no  doubt,  which  respond  favorably 
to  the  use  of  eodliver  oil  which  often  sustains  the  nutrition. 
The  tuberctilin  serum  may  yet  be  of  value  in  furnishing  im- 
munity against  infection,  but  we  have  not  yet  perfected  that 
method  of  specific  treatment.  The  hypopkosphiies  are,  no 
doubt,  serviceable  in  conditions  of  malnutrition  with  nervous 
exhaustion,  and  the  careful  employment  of  iron  and  arsenic 
may  Ber\'e  to  combat  the  extreme  anemia.  Iodoform  inutictions 
are  highly  recommended  by  experienced  practicians,  as  are 
many  oiher  remedial  agents.  In  the  acute  forms  various  rem- 
edies will  be  required  according  to  their  symptomatic  indica- 
tions. It  is  claimed  that  the  advent  of  such  acute  diseases 
as  smallpox  and  rheumatism  tend  to  ameliorate  or  lessen  tlio 
effect  of  tuberculosis.     The  cough  is  frequently  so  disturbing 


lOOgle 


TUBERCULOSIS  OF    VARIOUS   TISSUES.  239 

that  palliation  will  be  temporaril;  demanded.  Also  the  in- 
halations of  creosote,  benzoin,  carbolic  acid,  formalin,  alcohol, 
etc.,  may  be  helpful.  In  like  manner  the  cough  mixtures  which 
contain  balsam,  creosote,  iodin  nnd  tar  may  be  tolerated.  One 
of  the  best  adjuvants  of  this  kind  in  my  experience  being  the 
elixir  of  heroin  and  terpin  hydrate  which  may  be  used  in  tea- 
spoonful  doses  every  two  or  three  hours  until  relief  is  obtained. 
Expectorants  are  useful  when  the  expectoration  is  suppressed, 
but  for  this  purpose  we  shall  obtain  best  results  from  the  in- 
dicated homeopathic  remedies.  The  fever  also  may  require 
special  attention,  but  this  will  disappear  when  the  toxemic 
cause  is  successfully  removed.  Internal  antipyretics  should 
always  be  avoided  for  the  cardiac  exhaustion  which  is  thereby 
entailed  will  overbalance  any  temporary  relief  which  may  be 
attained  by  such  measures.  Creosote,  to  a  certain  extent,  tends 
to  limit  the  fever,  bnt  here  again  the  beat  results  are  accom- 
plished by  the  employment  of  the  indicated  homeopathic 
remedy.  Free  elimination  by  lungs,  skin,  kidneys  and  bowels 
should  be  constantly  maintained.  Night  sweats,  if  not  relieved 
by  the  sponging,  may  be  helped  by  the  internal  administration 
of  atropin  (gr.  1/120-1/50)  two  or  possibly  three  times  daily, 
or  in  combination  with  agaricin  (gr.  1/8) ;  muscarin  (m. 
3-5)  in  one  per  cent  solution,  has  been  recommended  for  the 
same  purpose.  The  gastro-intestinal  disturbances  will  often 
require  a  change  in  the  diet  or  the  suspension  of  a  specific 
remedy.  The  homeopathic  remedies  are  of  best  service  here. 
Diarrhea  is  frequently  a  most  disturbing  symptom  and  this 
may  require  dietetic  limitation,  the  use  of  bismuth,  chalk  mix- 
ture, lead  acetate,  opium  or  the  high  hot  enema.  Hemoptysis 
does  not  usually  demand  special  treatment  as  the  hemorrhage 
tends  to  be  self-limited.  The  use  of  ice  internally  and  locally 
upon  the  chest,  or,  in  most  extreme  cases,  the  administration  of 
ergot,  are  all  that  is  required. 

The  homeopathic  remedies  might  seem  to  be  useless  when 
we  place  so  much  stress  upon  the  climatic  treatment.  This  is 
by  no  means  to  be  implied.  The  principle  of  our  treatment 
is  supposed  to  pertain  to  the  symptomatic  expression  of  a  patho- 
logic condition  and,  so  far  as  symptoms  surest  a  condition 
for  treatment,  they  should  guide  us  in  the  selection  of  a  rem- 
edy. While  these  remedies  may  not  be  regarded  as  curative 
agents  or  in  any  way  antagonistic  to  the  use  of  a  specific  agent, 
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their  employment  will  give  splendid  results.  When  we  forget 
the  symptomatic  significance,  which  means  individualized  treat- 
ment, we  indulge  in  dangerous  empiricism.  If  we  hold  to 
this  principle  and  add  to  it  all  that  science  and  experience  has 
taught  ua,  we  shall  better  care  for  our  patients  while  they  seek 
Nature's  method  of  cure.  The  use  of  such  constitutional  rem- 
edies as  araenicum  iodid,  calcarea  phoa.,  caicarea  iodid,  ferrum 
phos.  and  iodoform  will  substantiate  all  the  claims  that  are 
made  for  them  as  associate  remedies  when  they  are  truly  indi- 
cated. The  fever  of  tuberculosis  can  not  be  better  managed, 
aside  from  specific  means,  than  by  the  use  of  such  remedies  as 
aconite,  belladonna,  hryonia,  baptisia  and  echinacea.  The  cough 
will  be  managed  by  a  host  of  our  indicated  remedies,  many 
of  which  may  be  enumerated  as  follows :  Phosphorus,  bryonia, 
hepar  sulphur,  tartar  emetic,  silphium,  drosera,  kali  bichromi- 
cum,  creosote,  stannum,  sanguittaria,  ipecac,  spotigia,  sticta, 
rumex,  iodin  and  its  compounds,  especially  the  iodid  of  anti- 
mony, arsenic  and  tin.  Hemoptysis  and  more  excessive  hemor- 
rhages, may  frequently  be  overcome  by  aconite,  ipecac,  hamatne- 
lia,  geranium,  secale  and  hydrastin  hydrochlorale.  The  night 
sweats  will  often  respond  qufbkly  to  the  homeopathic  application 
of  agaricin,  atropin,  china,  sulphur,  eupatorium,  phosphoric 
acid,  picrotoxin  and  zinc  oxid.  The  alimentary  disturbanoes 
will  be  corrected  by  the  remedies  usually  indicated  in  such  con- 
ditions and  in  fact  there  is  no  stage  or  condition  of  this  disease 
in  which  we  shall  not  be  able  to  get  remedial  help  from  our 
remedies  and  our  principle  of  prescribing  them.  As  we  care 
for  symptoms  we  care  for  disease  and  in  using  this  method  we 
treat  the  patient  irrespective  of  the  name  of  the  disease,  but 
with  due  consideration  to  the  diagnosis  and  the  patliology. 


SYPHILIS. 

This  is  a  chronic  infectious  disease  due  to  inoculation  with 
a  specific  virus  in  acquired  syphilis,  and  to  hereditary  trans- 
mission in  the  congenital  form.  The  primary  lesion,  the 
chancre,  appears  at  the  point  of  inoculation,  while  the  sec- 
ondary manifestations  are  recognized  by  the  skin  eruption, 
mucous  membrane  involvement  and  glandular  enlargement,  to- 
gether with  constitutional  symptoms.  Tertiary  lesions  affect- 
ing the  different  tissues  of  the  body  may  appear  later,  while 
degenerative  changes  of  the  nervous  system  are  a  still  later 
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sequence.  It  waa  formerly  thought  to  be  confined  to  the  human 
species,  but  recent  experiments  show  that  monkejs  can  be  inoc- 
ulated. 

Etiol*(y. — The  disease  is  without  doubt  the  result  of  in- 
fection by  some  micro-organism,  though  definite  knowledge  as 
to  its  character  is  not  at  hand.  Lustgarten,  in  1884,  described 
the  bacillus  as  resembling  that  of  tuberculosis  and  leprosy,  be- 
ing "slightly  clubbed  at  the  ends  and  from  three  to  four  microns 
in  length."  It  is  a  highly  contagious  disease,  the  blood  of 
the  syphilitic  patient  being  capable  of  conveying  it  while  the 
secretions  of  the  primary  and  secondary  lesions  are  similarly 
infectious.  There  is  no  exemption  to  susceptibility  to  the  dis- 
ease and  re-infection  is  a  possibility.  The  physiological  secre- 
tions of  the  body  do  not  communicate  the  disease,  unless  they 
are  contaminated  with  syphilitic  secretions.  "Exceptions  to 
thb  law  are  the  spermatozoid  of  man  and  the  ovule  of  woman, 
each  of  which,  if  derived  from  the  sv-philitic  source,  is  capable 
of  infecting  the  other."  (Tyson.)  Predisposing  conditions 
must  favor  the  inoculation  inasmuch  as  an  abrasion  of  the 
cutaneous  or  mucous  surfaces,  particularly  on  the  genital  or 
oral  mucosae,  are  vital  in  the  contraction  of  the  disease. 

The  mode  of  infection  is  usually  by  sexual  contact,  though 
accidental  inoculation  occasionally  takes  place  in  surgical  or 
medical  practice  where  the  surgeon  or  his  instruments  convey 
the  infection.  The  act  of  kissing  by  a  syphilitic  may  infect 
the  oral  mucosa  while  eating  utensils  and  drinking  cups,  to- 
gether with  other  articles  which  are  daily  handled,  may  be 
the  media  of  inoculating  exposed  mucous  membranes  or  skin 
abrasions.  Certain  sexual  perversions  may  lead  to  infection  of 
the  mouth  and  tonsils.  Hereditary  transmission  may  take 
place  by  paternal  inoculation  of  the  fetus  through  the  sper- 
matozoid or  ovum,  or,  more  rarely,  a  syphilitic  placenta. 

Pathology. — The  primary  lesion,  or  chancre,  appears  at 
the  site  of  inoculation.  The  structural  change  is  represented 
by  an  infiltration  of  the  connective  tissue  with  round  cells  and 
a  layer  of  .epithelioid  and  giant-cells.  The  latter  undergoes 
ulceration,  and  has  a  characteristic  hard  base  due  to  sclerosis 
of  small  blood  vessels  and  to  cellular  infiltration.  The  sec- 
ondary lesions  are  characterized  by  skin  eruptions  and  mucous 
patches,  the  latter  being  usually  located  at  the  junction  of 
muco-cntaneouB  surfaces.    The  connective-tissue  infiltration  and 
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the  scleroBiB  of  blood  veeeels  are  eimilar  to  those  of  the  pri- 
mary lesion.  Lymphatic  enlargement,  falling  of  the  hair,  iritis 
and  other  symptoms  are  typical  of  this  stage.  The  tertiary 
lesions  are  characterized  by  circumscribed  tumors  or  diffuse 
infiltration  known  as  gummata,  which  are  found  in  all  the 
tissues  of  the  body,  not  excepting  the  osseous  structure;  they 
vary  in  size  from  microscopic  tumors  to  those  the  size  of  a 
hen's  egg;  they  are  usually  firm  and  hard,  but  may  undei^ 
rapid  disintegration  and  ulcerate.  On  section  the  gummata 
have  a  grayish-white  color  and  a  homogeneous  structure, 
though  the  center  may  present  a  caseous  degeneration  while 
the  periphery  is  fibrous.  In  some  tissues  the  ulceration  and 
sloughing  may  be  extreme. 

Symptoma  ol  Acquired  Syphilis. — In  the  primary  stage  the 
initial  lesion  or  chancre  develops  two  to  four  weeks  after  ex- 
posure. It  starta  as  a  red  papule  which  slowly  enlarges,  under- 
goes central  necrosis  and  finally  ulcerates.  The  surrounding 
tissue  becomes  very  hard  which  accounts  for  the  term  "hard 
chancre."  A  small  chancre  is  often  overlooked,  particularly 
when  located  just  within  the  urethra.  The  neighboring  glands 
may  show  signs  of  enlargement  but  other  symptoms  are  not 
present. 

The  secondary  stage  is  recognized  anywhere  from  four 
weeks  to  three  months  after  the  initial  lesion.  It  is  first  char- 
acterized by  a  moderate  fever  (101°-103°  F.)  with  malaise, 
myalgia  and  other  constitutional  symptoms.  Lymphatic  en- 
largement soon  becomes  a  marked  feature,  the  post-cervical 
glands  being  affected  early.  The  skin  eruption  is  first  recog- 
nized as  a  macular  syphilidc  or  a  syphilitic  roseola,  appearing 
most  commonly  on  the  trunk,  buttocks,  thighs  and  forehead. 
These  arc  reddish  brown  in  color  and  symmetrically  arranged. 
They  usually  remain  for  two  or  three  weeks,  though  relapses 
may  occur  after  their  disappearance.  The  papular  syphilide 
may  appear  on  the  face  and  trunk  while  a  pustular  raah  which 
closely  simulates  variola  is  occasionally  seen  later,  and  a  squa- 
mous syphilide  similar  to  psoriasis,  but  having  more  of  a 
copper  color,  is  not  rare.  Mucous  patches  are  visible  on  the 
inner  surface  of  the  cheeks,  on  the  tongue,  lips,  tonsils,  hard 
and  soft  palate  and  pharynx,  as  well  as  upon  the  genital  organs. 
Further  marked  features  are  the  symmetry  of  their  arrange- 
ment, their  rounded  outline,  their  copper  color,  their  lack  of 
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pain  and  their  poIymorphouB  character.  Other  lesions  are  rec- 
ognized as  alopecia,  either  in  patches  or  as  a  gradual  thinning 
procesa,  syphilitic  onychia,  the  loss  of  eyelaahea  and  eyebrows, 
laryngitis,  iritis,  choroiditis,  retinitis  and  rarely  epididymitis 
and  parotitis.  Syphilitic  warta  or  condylomata,  due  to  the 
hypertrophy  of  papillae,  are  often  found  at  the  muco-cutaneous 
outlets  especially  about  the  genital  organs  and  anus.  Anemia 
is  occasionally  a  symptom  of  this  stage,  giving  rise  to  the  so- 
called  syphilitic  cachexia.  The  symptoms  of  the  secondary 
stage  continue  from  one  to  three  months  according  to  the  ex- 
tent of  the  lesion,  the  condition  of  the  system  and  the  prompt- 
ness of  thorijSgh  antisyphilitic  treatment.  Succeeding  this 
there  may  be,  for  a  time,  no  apparent  evidence  of  the  disease 
though  the  symptoms  of  the  next  stage  may  be  intermingled. 
The  tertiary  stage,  while  often  wanting  in  truly  distinctive 
symptoms,  is  usually  characterized  by  the  appearance  of  syph- 
ilides  which  have  a  tendency  to  ulcerate.  As  healing  takes 
place  scars  are  left  and  these  are  distinguished  by  their  irreg- 
ular arrangement  compared  to  the  symmetry. of  those  of  the 
previous  stage.  One  form  of  the  tertiary  syphilidea  is  known 
as  rupto,  which  is  first  pustular,  then  ulcerative  and  is  cov- 
ered with  laminated  crusts.  A  marked  scar  follows  the  heal- 
ing of  these  lesions.  Another  form  of  eruption  in  this  stage 
is  the  tubercular  variety  which  appears  on  the  face,  back  and 
legs.  It  involves  the  true  skin  and,  on  healing,  leaves  a  scar 
but  its  distribution  is  not  symmetrical  like  the  secondary  erup- 
tion. This  syphilids  is  not  believed  to  be  infectious.  Oum- 
maia  also  develop  in  the  true  skin,  sub-cutaneous  tissue  and 
internal  viscera.  These,  undergoing  necrosis,  form  irregular 
kidney-shaped  ulcers  which  do  not  heal  readily.  When  these 
are  found  on  the  mucous  membranes  they  may  heal  by  form- 
ing cicatrices  with  resulting  stenosis  of  the  larynx,  trachea 
or  rectum.  When  the  muscles  are  affected  small  and  hard 
tiunors  may  be  formed  aa  the  result  of  the  fibroid  change. 
When  the  bones  are  affected  "nodes"  are  formed  which  are 
painful  to  pressure.  Amyloid  degeneration  is  another  form 
'  of  the  syphilitic  lesions  and  this  is  often  associated  with  rectal 
syphilis  in  the  female.  Paraayphilitic  lesions  are  those  which 
are  not  formed  exclusively  by  syphilis  and,  therefore,  do  not 
respond  to  the  anti-syphilitic  treatment.  They  are  chiefly  rec- 
ognized as  tabes   dorsalis,  paralytica  dementia,  epilepsy  and 
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arteriosclerosiB.  A  malignant  syphiOs  is  one  of  virulent  type 
with  no  marked  stages.  It  runs  a  rapid  course  and  responds 
to  no  treatment. 

SympttmBtfCoDieoital  Syphilis.— This  form  of  syphilis 
ma;  present  all  the  symptoms  of  the  acquired  form  minuB  the 
primary  chancre.  The  signs  are  apparent  at  birth,  or  more 
frequently  during  the  first  four  months  after  hirth.  In  the 
new  bom  the  symptoms  are  evidenced  by  the  impaired  physi- 
cal development,  the  emaciation,  and  the  skin  eruption  in 
the  form  of  bullae  on  Ihe  palms  and  soles,  which  are  charac- 
terized as  "pemphigus  neonatorum."  The  child  is  troubled 
with  "snuffles,"  while  careful  inspection  will  usually  reveal 
fissures  and  ulcers  at  the  muco-cutaneous  outlets.  The  spleen 
and  liver  are  enlarged  and  gummata  may  be  found  on  the 
bones  while  the  long  bones  may  show  a  syphilitic  epiphysitis. 
A  pseudo-paralysis  occasionally  develops. 

Early  postnatal  symptoms  appear  any  time  between  one 
and  five  months.  A  nasal  catarrh,  denoting  a  syphilitic  rhi- 
nitis and  giving  rise  to  "snuffles,"  is  usually  the  first  suggestive 
symptom.  This  is  usually  a  sero-purulent  or  bloody  discharge 
which  interferes  with  respiration  and  makes  nursing  difiicult. 
Syphilitic  ulceration  may  cause  necrosis  of  the  nasal  septnm, 
giving  rise  to  the  characteristic  "saddle  nose."  Otitis  media 
and  otorrhea  may  be  a  development  secondary  to  the  coryza 
and  result  in  deafness. 

The  cutajieous  symptoms  appear  soon  after  the  discovery 
of  the  snuffles,  usually  being  defined  as  reddish-brown  patches 
with  well  defined  outline.  The  nates  are  usually  first  affected 
and  the  eruption  may  resemble  a  simple  erythema  or  an  eczema. 
A  papular  syphilide  in  this  region  is  occasionally  found.  Fis- 
sures about  the  tips,  generally  at  the  angles  of  the  mouth,  are 
characteristic  signs.  The  muco-cutaneous  surfaces  are  the  seat 
of  ulcerations  and  the  secretion  from  these  is  virulent  and 
infectious.  The  hair,  if  the  child  has  any,  may  fall  out,  as 
may  the  eyebrows.  Syphilitic  onychia  may  be  detected  and 
there  is  moderate  enlai^ment  of  the  glands.  Splenic  and  he- 
patic enlargement  is  sometimes  detected,  though  these  changes 
may  be  associated  with  other  conditions.  Hemorrhages  of  a 
mucous  or  subcutaneous  character,  or  from  the  umbilicus  at 
birth,  may  occur,  though  these  are  not  alone  diagnostic  of 
syphilis.  The  child  is  usually  anemic,  restless,  irritable  and 
inclined  to  cry  out  frequently  during  sleep. 
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Later  manifestations  of  congenital  syphilis  will  be  indi- 
cated to  a  decided  extent  by  the  general  appearance.  Sucb 
children  rarely  thrive  and  they  present  a  wasted  and  warped 
appearance  which  is  suggestive  of  prem&ture  old  age.  The 
skin  has  an  earthy  tint,  the  hair  does  not  grow,  the  nourish- 
ment seems  deficient,  the  functions  are  impaired  and  after  a 
few  years  the  child  looks  much  older  than  he  is.  The  skull  is 
asymmetrical,  the  forehead  being  prominent  with  the  frontal 
eminences  marked.  The  lips  are  prominent,  the  bridge  of 
the  nose  is  often  depressed,  the  tibia  may  be  "saber-shaped" 
on  account  of  a  gummatous  periostitis,  and  a  chicken-breasted 
thorax  may  be  observed.  The  teeth  do  not  develop  properly, 
presenting  various  irregularities  and  the  dental  arch  is  not 
perfectly  formed.  "The  incisors  of  the  permanent  set  are 
notched,  the  free  edges  are  thin,  the  summit  is  atrophied  with 
cr^cent  shaped  erosions."  This  dental  distrophy  is  consid- 
ered by  many  as  a  marked  diagnostic  sign  of  inherited  syph- 
ilis. Iritis  and  interstitial  keratitis  are  occasionally  detected 
while  deafness  is  a  common  sequence  of  the  otorrhea.  The  tes- 
ticles are  usually  undeveloped.  Multiple  round  or  serpiginous 
cutaneous  scars  are  often  found  over  a  circumscribed  area. 
Symmetrical  synovitis  may  rarely  afEect  the  knees.  Enlarge- 
ment of  the  spleen  and  induration  of  the  lymph  glands  may 
occasionally  be  associated  with  hepatic  enlatgement. 

Visceral  Syphilis.— Brain  and  cord  lesion  may  be  found  as 
follows:  (1)  Gummata  in  the  form  of  multiple  or  single 
tumors  are  attached  to  the  pia,  and  often  the  dura,  extending 
secondarily  into  the  brain  tissue.  In  size  they  vary  from 
that  of  a  millet-seed  to  the  dimensions  of  a  hen's  egg.  When 
small  they  have  a  "uniform  and  translucent  appearance,  but 
when  large  the  center  undergoes  a  fibro^jaseous  change,  while 
at  the  periphery  there  is  a  firm,  translucent,  grayish  tissue, 
being  more  commonly  found  in  the  cerebnim."  They  may 
resemble  tuberculous  growths  the  differentiation  being  made  by 
their  uneven  surfaces  and  the  more  irregular  caseation.  When 
-  the  membranes  are  involved,  a  subacute  or  chronic  meningitis 
may  follow.  A  diffuse  meningitis  often  extends  from  the  pia 
to  the  dura  and  the  brain  substance.  Cystic  degeneration  of 
the  gummata  is  occasionally  observed.  Gummatous  growths 
may  involve  the  cord,  but  these,  in  the  large  form,  are  not 
so  commonly  observed.     (2)   Endarteritis  is   a  lesion   which 
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reeulte  in  aneuriem,  hemorrhage  or  a  narrowing  and  oblitera- 
tion of  the  lumen  of  the  blood  vessela.  Cerebral  thrombosis, 
softening  and  secondary  degenerationB  are  the  common  results 
of  this  invasion  both  in  the  cord  and  the  brain. 

The  etiology  points  to  the  fact  that  the  majority  of  these 
lesions  are  the  reenlt  of  acquired  syphilis.  In  rare  instances 
cerebral  gununata  may  develop  from  the  inherited  form  be- 
tween birth  and  puberty.  The  most  frequent  period  of  occur- 
rence 18  between  the  third  and  fifth  years,  the  lesions  usually 
developing  within  twenty-five  or  thirty  years  after  infection. 
In  many  instances  the  evidence  of  primary  or  secondary  symp- 
toms may  have  been  overlooked. 

The  symptoms  of  the  inherited  form  are  often  defined 
only  by  imbecility  and  idiocy,  plus  many  of  the  features  of 
the  acquired  form.  In  the  acquired  form,  aside  from  the 
psychical  features  characterized  by  delirium,  headache  and 
convulsions  which  may  be  recognized  in  the  early  stages,  the 
symptomatology  is  referable  to  a  condition  of  epilepsy,  brain 
tumor  and  paralysis.  Epilepsy  appearing  late  in  life,  or  at 
least  after  the  twenty-fifth  year,  may  be  presumably  of  syphi- 
litic origin,  other  signs  of  which  should  be  carefully  looked  for. 
In  BO  many  cases  such  history  is  denied  and  it  is  difficult  to 
make  a  decision.  The  presence  of  scars  and  bone  lesions  will 
help  in  distinguishing  this  from  other  forms  of  epilepsy.  The 
accentuated  psychic  disturbances  and  the  hysterical  manifes- 
tations together  with  a  protracted  torpor  may  be  suggestive. 
It  will  always  be  necessary  to  carefully  differentiate  the  symp- 
toms of  idiopathic  epilepsy. 

A  brain  tumor  of  syphilitic  origin  is  not  easily  deter- 
mined unless  we  find  the  lesions  of  the  specific  disease  or 
obtain  a  history  which  substantiates  such  a  diagnosis.  The 
symptoms  are  the  same  as  those  given  under  this  subject  in 
the  diseases  of  the  nervous  system.  If  a  primary  chancre  is 
admitted  and  evidence  of  scars  and  specific  degeneration  is 
obtained  we  may  reasonably  suspect  a  syphilitic  growth  when 
the  characteristic  symptoms  of  brain  tumor,  headache,  optic 
neuritis,  convnlsions  and  paralysis,  appear.  Some  confirma- 
tion of  this  diagnosis  is  elicited  by  the  improvement  which 
may  result  from  antisyphilitic  treatment.  The  paralysis 
which  follows  cerebral  hemorrhage  or  the  presence  of  a  gumma 
may  appear  as  hemiplegia  or  paralytic  dementia.     Cord  in- 


volvemeni  by  a  gumma  does  not  give  a  very  clear  group  of 
flymptoma.  Myelitis,  acute  or  chronic,  and  most  frequently 
the  latter,  is  the  most  characteristic  development.  This  appears 
generally  within  five  years  aftefthe  initial  lesion,  the  lumbo- 
dorsal  cord  being  most  frequently  affected.  The  symptoms 
other  than  the  scars  which  are  confirmed  by  the  specific  history 
are  not  distinctive  while  the  antisyphilitic  treatment  gives  but 
little  result.  The  prognosis  in  both  syphilis  of  the  brain  and 
cord  are  exceedingly  unfavorable,  more  particularly  so  in  acute 
myelitis.  The  general  diagnosia  in  syphilitic  invasion  of  nerve 
tissiiQ  will  rest  upon  signs  of  focal  lesions  plus  the  multiform 
and  anomalous  symptoms  which  pertain  both  to  the  brain  and 
the  cord.  The  history  and  the  improvement  attained  by  anti- 
syphilitic  treatment  will  be  specially  confirmatory. 

Syphilis  of  the  liver  is  observed  in  three  different  forms, 
(1)  A  diffuse  syphilitic  hepatitis  is  commonly  a  congenital 
affection.  The  liver  may  retain  its  normal  shape  but  is  uni- 
formly enlarged  and  hard.  The  color  is  grayish-yellow  or 
sometimes  it  assiunes  an  amyloid  appearance.  Microscopic 
examination  reveals  a  decided  increase  of  connective-tissue  with 
foci  of  small-celled  infiltration.  In  case  there  is  extensive 
cicatrization  there  may  be  some  deformity  and  the  cicatricial 
increase  is  liable  to  reduce  the  size  of  the  liver.  (2)  Oummata 
usually  develop  as  tertiary  lesions  two  to  six  years  after  the 
initial  lesion.  They  appear  as  disseminated  nodules  which 
have  a  central  cheesy  mass  with  a  peripheral  fibrous  zone. 
The  contractions  which  follow  these  tend  to  reduce  the  size  of 
the  liver  while  deep  contracting  fibres  may  be  seen  through- 
out the  hepatic  structure.  Aside  from  the  general  fibrous 
change  the  gumma  may  soften  and  liquify.  Previous  to  the 
contraction  there  may  be  an  increase  in  the  size  of  the  organ 
with  occasional  protruding  points.  In  congenital  syphilis  mil- 
iary gummata  are  found.  (3)  A  gummatous  arteritis  may  be 
found  in  the  portal  vein  and  the  hepatic  artery  though  the 
smaller  arteries  more  commonly  are  involved.  (4)  A  pen- 
hepatitis  may  exist  as  the  result  of  a  thickening  of  Qlisson's 
capsule  following  a  specific  infection.  The  connective-tissue 
increase  may  invade  the  deeper  hepatic  tissue  by  the  extension 
of  cicatricial  bands. 

The  symptoms  are  not  always  indicative  of  the  true  con- 
dition.    In  the  congenital  form  hepatic  enlargement  is  in  eri- 
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dence  and  the  same  is  generally  true  of  the  spleen.  Icterus 
is  usually  recognized.  With  this  we  may  find  some  signs  of 
cutaneous  or  bone  lesione  while  evidence  of  specific  infection 
may  be  found  elsewhere.  In  the  adult,  syphilis  of  the  liver 
will  generally  be  detected  by  the  signs  which  simulate  hepatic 
cirrhosis.  Icterus  is  slight.  The  contraction  naturally  in- 
duces ascites  together  with  splenic  enlargement  the  same  as 
in  hepatic  cirrhosis.  Gastro-intestinal  disturbances,  pain  in 
the  right  hypochondrium,  some  tenderness  on  pressure  and  a 
general  loss  of  weight  will  also  be  characteristic  symptoms. 
The  enlargement  and  the  irregular  protuberances  may  often 
be  detected  by  palpation  in  the  early  stages  before  ascites  has 
developed,  or  after  withdrawal  of  the  fluid.  Amyloid  changes 
may  take  place  in  the  liver  and  simultaneously  in  the  spleen. 
Enlargement  of  both  of  these  organs  may  be  discovered  on  a 
careful  examination  and  the  anemia  due  to  such  degeneration 
may  be  manifest.  The  urine  is  usually  increased  in  quantity, 
albumin  and  tube  casts  being  found. 

A  correct  diagnosia  in  syphilis  of  the  liver  must  be  made 
for  the  sake  of  the  treatment.  Much  dependence  must  be 
placed  upon  the  history  and  the  discovery  of  scars  in  the  throat 
or  upon  the  skin  and  the  irregular  nodosities  on  the  tibia.  The 
irregular  enlargement  of  the  liver  is  a  guiding  sign  and  the 
general  good  health  is  an  exception  in  the  majority  of  hepatic 
diseases.  Eckinococcus  cysts  may  be  suggestive  of  this  dis- 
ease, but  the  closest  resemblance  is  found  in  cancer  of  the  liver 
and  cirrhoaia.  Cancer  is,  however,  never  congenital,  it  occurs 
in  middle  or  later  life  and  often  furnishes  the  history  of  a 
primary  growth  elsewhere.  In  cancer  ascites  is  extremely  rare, 
white  jaundice  is  only  an  occasional  symptom.  On  palpation 
cancer  of  the  Hver  may  reveal  the  presence  of  nodular  and 
umbilicated  nodules  which  must  be  compared  to  the  irregular 
margin  of  the  syphilitic  liver.  The  cachexia  which  attends 
hepatic  cancer  and  the  gradual  decline  of  health  which  pre- 
cedes the  fatal  termination  is  not  found  in  syphilis  of  the 
liver.  In  the  latter  also  the  course  of  development  is  slow 
and  decided  iniprovement,  if  not  cure,  may  be  obtained  by  the 
antisyphilitic  treatment. 

Syphilis  of  the  alimentary  canal  must  also  be  considered. 
The  signs  of  syphilis  which  are  found  in  the  mouth  have  already 
been  referred  to.     The  tongue  may  be  the  seat  of  gummata 
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ftnd  associated  witk  the  disease  we  may  frequently  observe  a 
fissured  condition  and  evidences  of  scare.  The  palate  is  fre- 
quently involved  while  ulcerative  gummata  are  often  located 
on  the  posterior  wall  of  the  pharynx,  fatal  lietuorrhages  some- 
times arising  aa  the  result  of  erosions.  The  esophagus  may  be 
Btenosed  as  the  result  of  syphilitic  invasions  while  syphilitic 
infiltrations  are  rarely  found  in  the  stomach  walls.  The  rec- 
tum is  tlie  most  frequent  seat  of  syphilis  so  far  as  the  alimen- 
tary canal  is  concerned.  The  gummata  develop  in  the  eub- 
miicoea  above  the  internal  sphincter.  Stenosis  is  gradually 
developed,  the  bowels  are  moved  with  difficulty  and  hemorrhages 
with  mucus  and  pus  often  attend  the  evacuations.  The  nar- 
rowing takes  place  from  below  upward  giving  rise  to  dilatation 
of  the  rectum  above  this  point.  The  disease  is  distressing  not 
alone  from  the  hemorrhoids  and  prolapse  of  the  rectal  mucosa, 
but  because  of  the  loss  of  strength  and  the  progressive  asthenia 
which  attends. 

Syphilid  of  the  lungs  is  a  rare  form  of  visceral  syphilis. 
It  may  exist  as  gummatous  nodules  which  are  distributed 
throughout  the  lung  though  they  are  more  numerous  near  the 
root  They  have  a  caseous-appearing  center  with  the  external 
fibrous  zone,  while  cicatricial  bands  are  interspersed  between 
the  nodules  and  attached  to  the  pleurae  as  well.  Secondary 
changes  may  lead  to  softening,  while  ulceration  and  cavity 
formation,  or  cicatrization,  may  lead  to  recovery.  The  fibrous 
infiltration  may  also  assume  the  character  of  interstitial  pneu- 
monia, the  lesion  being  located  in  one  lobe  of  the  lung.  Bron- 
chiectasis is  frequently  a  complication.  Fetal  piwumonta,  or 
the  white  pneumonia  of  the  fetus.  Is  a  hepatization  of  a  large 
area  or  an  entire  lung  as  the  result  of  miliary  gummata.  The 
tissue  has  a  grayish-white  appearance,  the  alveolar  walls  are 
infiltrated  and  the  air  ceils  are  filled  with  desquamated  epi- 
thelium. 

The  symptoms  in  lung  syphilis  may  resemble  an  ulcerative 
phthisis  with  the  absence  of  bacilli,  one  case  of  which  I  have 
seen  in  my  practice.  On  the  other  hand  the  symptoms  may 
point  to  fibroid  induration  with  a  syphilitic  history.  Other- 
wise the  clinical  signs  are  not  prominent.  The  diagnosis  will 
rest  upon  the  history  and  the  improvement  obtained  by  anti- 
syphilitic  treatment.  Pulmonary  tuberculosis  will  be  differen- 
tiated only    by  microscopic    examination,  and    bronchiectasis 
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may  characterize  the  Bymptoma  when  a  peribronchitis  follows 
a  syphilitic  leeion  of  the  lung. 

Syphilis  of  the  Clrcnlatory  System. — The  heart  may  suffer 
from  a  £bro-scl erotic  myocarditia  as  the  result  of  a  gummatous 
invasion  of  the  wall  of  the  left  ventricle.  The  coronaries  suf- 
fer from  a  narrowing  of  their  lumen  and  their  branches  are 
similarly  affected.  Syphiliiic  endocarditis  of  the  fibro-sclerotic 
type  is  also  of  rare  occurrence.  The  arteries  may  also  be  af- 
fected by  an  obliterating  endarteritis  as  a  result  of  syphilis 
which  creates  a  proliferation  of  aub-endothelial  tissue.  Gum- 
matous periarteritis  is  also  occasionally  observed  when  the 
vessels  are  invaded  by  nodular  masses  which  start  in  the  ad- 
ventitia  and  develop  outward.  Atheroma  and  aneurysm  are 
frequently  the  result  of  a  specific  invasion  of  arterial  tissues. 

Syphilis  ol  the  Kidneys^ — Gummata  are  occasionally  found 
in  the  kidney  following  a  gummatous  hepatitis.  The  lesions 
are  not  generally  numerous  and  cicatrization  is  the  usual  result. 
Acute  syphilitic  nephritis  has  been  claimed  as  a  lesion  of 
the  secondary  stage  appearing  in  from  three  to  six  months 
after  the  initial  lesion.  Chronic  interstitial  nephritis  and  amy- 
loid degeneration  have  also  been  observed,  the  symptoms  of 
the  latter  being  determined  by  the  urinary  examination. 

Syphilitic  Orchitis. — Syphilis  affects  the  testes  in  two 
ways:  A  gummatous  mass  or  multiple  nodules  may  invade  the 
substance  of  these  organs,  giving  rise  to  an  indurated  mass 
which  is  painless  and  does  not  break  down.  The  other  form, 
known  as  interstitial  orchitis,  causes  induration  with  conse- 
quent atrophy,  involving  usually  one  testicle  more  than  the 
other. 

Syphilis  of  the  Joints. — These  have  been  described  by 
Hutchinson  as  follows:  (1)  A  synovitis  which  appears  dur- 
ing the  secondary  stage  but  soon  disappears  under  the  appro- 
priate treatment.  (2)  Perisynovial  gummata  which  pur- 
sues a  chronic  course.  (3)  Arthritis  due  to  osseous  nodes  or 
gummata  in  the  neighborhood  of  the  joints  which  is  charac- 
terized by  severe  nocturnal  pains.  (4)  A  chronic  form  of 
synovitis  which  is  of  most  common  occurrence.  (5)  A  syphi- 
litic chondro-arthritis. 

Diagnosis  of  Syphilis. — The  diagnosis  is  not  absolutely 
made  in  every  case  as  the  patient  may  deny  the  initial  lesion 
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which  ma;  hare  been  so  slight  as  to  avoid  detection.  This  ie 
frequently  the  ease  when  the  chancre  is  in  the  urethra  or 
associated  with  an  attack  of  gonorrhea.  Sometimes  the  secon- 
dary lesions  are  not  marked  and  a  careless  physician,  relying 
upon  the  word  of  his  patient,  might  overlook  them.  Much 
care  should  be  taken  in  obtaining  the  history,  for  this  is  surely 
a  guiding  factor.  Next  to  this  we  must  rely  upon  the  symp- 
toms which  have  been  enumerated  and  these  will  be  substan- 
tiating when  they  are  clearly  manifested,  Ijispection  may  re- 
veal the  old  lesions  in  the  throat  and  on  the  skin,  while  the 
nodes  may  he  found  on  the  bones.  A  copper  colored  cicatrix, 
if  not  due  to  other  causes,  will  be  confirmatory.  Abortion  in 
women  is  also  suggestive.  In  the  congenital  form  the  occur- 
rence of  snuffles,  rash,  symmetrical  nodes  on  the  tibia,  and  in- 
terstitial keratitis  will,  together  with  the  stunted  growth,  nat- 
urally direct  our  attention  to  this  disease. 

The  therapeutic  test,  by  means  of  antisyphilitic  remedies, 
is  valuable  to  a  certain  extent,  though  it  does  not  furnish  so 
much  evidence  when  there  are  visceral  lesions.  The  Justus 
blood  test  may  be  of  some  value.  This  consists  in  a  marked 
though  transient  reduction  of  hemoglobin  following  the  inunc- 
tion or  hypodermatic  use  of  mercury.  Differential  diagnosis 
must  establish  the  difference  between  the  primary  lesion  of 
the  lips  and  epithelioma,  the  cutaneous  eruption  must  not  be 
mistaken  for  papular  eczema  and  other  skin  eruptions,  and 
syphilitic  arthritis  must  not  be  confounded  with  rheumatic  or 
gouty  Icflions  of  the  joints. 

Treatment. — Prophylaxis  in  the  treatment  of  this  disease 
has  an  important  bearing.  The  illicit  sexual  relation  which 
is  the  most  frequent  cause  of  exposure  is  a  difficult  matter 
to  overcome  and  will  require  not  alone  more  rigid  municipal 
control  but  a  higher  education  regarding  the  sexual  relations 
in  society.  Though  such  suggestions  at  first  seem  to  be  aca- 
demic it  is  not  a  remote  possibility  to  expect  the  cultivation  of 
a  higher  sense  of  morality.  Society  owes  a  duty  to  mankind 
in  this  respect  and  when  once  the  moral  obligation  is  culti- 
vated it  is  bound  to  exert  a  powerful  influeuce.  Vice,  if  not 
overcome,  must  at  least  be  segregated  and  the  spread  of  the 
disease  must  be  limited  to  a  certain  extent.  When  once  the 
laity  learns  of  the  danger  to  which  all  are  exposed  by  the  service 
of  those  employed  in  restaurants   and   other  occupations   in 
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which  contamination  is  likely,  it  will  be  possible  to  ostracize 
many  who  expose  us.  Let  ub  once  establish  hospitals  for  the 
compulsory  isolation  of  those  afflicted  and  results  will  be  at- 
tained equal  to  those  established  by  the  isolation  hospital  in 
the  treatment  of  smallpox.  The  marriage  of  one  afflicted  with 
syphilis  should  be  interdicted  if  possible.  Treatment  of  the 
primary  sore  has  been  regarded  with  varying  views.  Many 
still  believe  in  thorough  cauterization,  while  others  believe  only 
in  local  antisepsis.  The  latter  class  of  practicians  believe  the 
hard  chancre  is  only  "an  expression  of  general  disease"  and 
that  it  is  amenable  only  to  internal  medication,  which  view 
is  borne  out  by  many  able  observers.  A  simple  dressing  of 
lint,  saturated  with  mercury  bichlorid  (1-2000),  a  dusting 
powder  of  equal  parts  of  calomel  and  acetanilid,  or  possibly  a 
mercurial  ointment,  may  be  sufficient  for  the  local  sore,  which 
usually  heals  in  a  short  time. 

The  constitutional  treatment  has  reached  a  stage  of  effi- 
ciency which  may  be  regarded  as  truly  specific.  For  this  rea- 
son we  no  longer  consider  this  disease  as  beyond  the  possi- 
bility of  a  complete  cure.  Mercury  and  the  iodids  are  most 
efficient  in  this  respect  and,  "if  properly  used,  will  eradicate 
the  second  stage  and  hold  the  third  in  abeyance  even  after  it 
has  manifested  itself."  "Mercury  is  the  remedy  par  excel- 
lence of  the  second  stage  and  iodid  of  potassium  of  the  third." 
Some,  however,  regard  the  latter  as  efficacious  from  the  be- 
ginning of  the  secondary  to  the  end  of  the  tertiary  period. 
Mercury  is  probably  best  employed  by  the  method  of  inunc- 
tion and  this  may  be  performed  as  follows:  After  a  warm 
bath  has  been  taken  one  dram  (4  gms.)  of  mercurial  ointment 
is  daily  nibbed  into  the  groin  or  other  parls  of  the  body  on 
succeeding  days.  The  friction  should  be  continued  until  the 
skin  is  perfectly  dry,  using  a  full  half  hour  for  the  massage. 
The  part  anointed  should  be  thoroughly  cleansed  on  the  fal- 
lowing day.  The  mouth  should  be  carefully  washed  with  a 
solution  of  chlorate  of  potash  or  other  antiseptic  solution  to 
avoid  salivation.  Should  this  occur  the  treatment  should 
be  suspended  for  a  time,  but  the  daily  friction  should  be  kept 
up.  If  the  signs  of  mercuralization  should  continue,  and  no 
further  evidence  of  the  infection  be  evident  after  a  time,  the 
inunctions  may  be  discontinued.  The  internal  use  of  mercury 
should  now  be  continued,  the  protiodid  (gr.  1/4)  or  the  binio- 
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did  (gr.  1/16)  being  employed  three  or  four  times  daily.  The 
homeopathic  preparations  in  the  second  or  third  decimal  poten- 
cies may  be  substituted,  but  I  doubt  if  they  are  so  efficient. 
The  employment  of  mercury  by  means  of  fumigation  has  been 
recommended  but  it  does  not  seem  to  be  a  satisfactory  pro- 
cedure. To  accomplish  this  a  patient  sits  in  a  chair  wrapped 
in  a  blanket  so  that  a  tent  is  formed.  Under  the  chair  a  spirit 
lamp  is  burned  and  over  this  a  tin  plate  is  placed  on  which 
calomel  is  sprinkled.  The  mercury  is  volatized  by  the  heat 
and  deposited  with  the  vapor  on  the  skin  of  the  patient.  This 
procedure  is  continued  for  about  twenty  minutes,  after  which 
the  patient  is  covered  and  put  to  bed  without  washing  or  dry- 
ing. The  direct  injection  of  mercury  into  the  muscles  or  veins 
is  another  method  of  its  application.  One-third  of  a  grain 
(0,0216  gm.)  of  bichlorid,  dissolved  in  twenty  minims  of  water, 
is  injected  once  a  week  or  from  one  to  two  grains  of  calomel 
(0.066  to  0.132  gm.)  in  twenty  minims  of  glycerin  and  water  is 
used.  The  deeper  muscles,  like  the  buttocks,  should  be  selected 
to  avoid  the  possibility  of  abscesses,  which  are  the  greatest  dan- 
ger. A  French  preparation  known  as  cypridol,  being  a  solution 
of  the  biniodid  in  oil  has  been  successfully  employed  and  does 
not  cause  pain  as  does  the  watery  solution.  In  hereditary 
syphilis  one-tenth  grain  of  calomel  is  employed  in  the  form 
of  inunction  or  better  in  the  form  of  homeopathic  preparations. 

lodid  of  potash  is  the  specific  remedy  for  the  tertiary  and 
possibly  for  earlier  stages.  This  is  administered  in  the  sat- 
urate solution,  well  diluted  with  water,  after  meals.  Five  to 
ten  drops  are  given  at  first  and  this^may  be  increased  gradually 
to  the  point  of  endurance,  as  much  as  twenty  to  sixty  grains 
often  being  required  in  obstinate  and  severe  cases.  The  ap- 
pearance of  an  erythematous  rash,  coryza,  salivation  and  throat 
constriction  and  other  unfavorable  symptoms,  should  demand 
a  decreased  dose  or  its  temporary  discontinuance.  If  mercury 
is  used  in  conjunction  with  potassium  iodid,  it  should  be  in 
the  form  of  the  biniodid,  aa  the  others  produce  mercurial  saliva- 
tion. The  diet  should  be  limited  and  stimulants  should  be 
avoided.  The  daily  employment  of  a  hot  bath  is  essential  and 
the  Turkish  baths  may  be  tolerated  in  some  instances.  The 
baths  of  Hot  Springs  in  Arkansas  and  Virginia  are  very  pop- 
ular in  this  respect. 

When  mercury  and  the  iodids  have  been  abused,  in  cases 
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of  inherited  syphilis  or  when  there  are  positive  indications 
for  other  remedies,  these  should  be  employed  according  to  their 
symptomatic  suggestions,  either  as  intercurrent  or  direct  medi- 
cinal agents.  So  far  very  few  remedies,  aside  from  mercury 
and  the  iodids,  have  been  mentioned  by  experienced  practicians. 
Aurum  chlorid  and  nitric  acid  have  received  some  attention, 
but  these  have  more  particular  reference  to  the  degenerative 
changes  following  the  speeific  disorder.  The  sequelae  of  syph- 
ilis are  often  amenable  to  our  homeopathic  remedies.  Such 
remedies  as  stilUngia,  phyiolacca,  aurum  mur.,  and  aurum 
met.,  arsenicum  and  arsenicum  todid  should  be  studied. 


LEPROSY. 


Leprosy  is  a  chronic  infectious  disease  which  is  caused 
by  the  bacillus  leprae.  It  is  characterized  by  tuberculous  nod- 
ules in  the  skin  giving  rise  to  tuberculous  leprosy  or  by  a  sim- 
ilar infiltration  in  the  nerves  causing  an  anesthetic  leprosy. 
The  disease  is  of  early  date,  being  traced  back  to  the  ancient 
history  of  Egypt  and  India,  and  receiving  mention  in  the 
Books  of  Moses.  It  has  become  almost  extinct  in  Europe, 
though  it  is  yet  endemic  in  Oriental  countries  as  well  as  in 
the  Sandwich  Islands,  West  Indies  and  some  parts  of  the  United 
States  and  Canada. 

Etlolofy. — The  bacteriology  was  established  by  Hansen, 
who  discovered  the  bacillus  leprae  in  1880.  It  has  a  close  re- 
semblance to  the  tubercle  bacillus.  "The  bacilli  are  delicate 
rods  whose  length  equals  1/3  to  1/2  the  width  of  a  red  blood 
disc.  They  are  for  the  most  part  found  in  the  interior  of  cells, 
rarely  outside  of  them.  Some  of  these  cells  are  of  large  size 
and  known  as  lepra  cells.  In  the  interior  of  these  cells  the 
bacilli  often  form  clumps.  They  are  exceedingly  numerous 
in  leprous  tissue.  They  stain  readily  in  anilin  colors  but  not 
in  vesuvin,  diEFering  in  this  respect  from  tubercle  bacilli,  and 
also  in  that  they  liquify  coagulated  blood  serum  while  tubercle 
bacilli  do  not.  In  the  fresh  condition  the  lepra  bacilli  exhibit 
active  movement."  (Tyson).  The  predisposing  causes  are  not 
marked,  inasmuch  as  all  ages  are  susceptible  between  the  twen- 
tieth and  fiftieth  years.  Sex,  latitude  and  even  personal  con- 
tact, which  has  always  been  feared,  are  not  claimed  as  directly 
responsible.     Hereditary  transmission  is  denied,  and,  except 


.y  Google 


LEPROSY.  255 

for  the  fact  that  the  disease  seems  to  prevail  in  certain  local- 
ities, we  know  very  little  about  it.  Morrow  claims  that  the 
disease  spreads  bj  sexual  intercourse,  though  the  bacilli  are 
supposed  to  enter  the  system  through  the  abrasion  of  the  skin. 
It  was  the  claim  of  Hntchins  that  a  fish  diet  predisposed  to 
the  disease. 

Pathology. — The  tubercle  of  leprosy  is  a  granular  mass 
compoeed  of  various  sized  cells  with  a  connective-tissue  matrix. 
The  bacilli,  in  large  numbers,  are  found  within  and  between 
the  cells.  The  nodules  gradually  invade  the  skin,  developing 
a  tuberculous  mass  which  undergoes  ulceration  and  cicatriza- 
tion. On  the  face  this  produces  the  so-called  "fades  leontina." 
The  mucous  membrane,  particularly  of  the  conjunctiva,  the 
cornea  and  the  larynx  may  be  involved.  Glands,  cartilages, 
and  different  viscera  may  also  be  affected.  When  the  ulcera- 
tion is  deep  seated  the  fingers  and  toes  may  slough  off.  The 
nodes  are  vascular  in  this  respect  differing  from  tuberculosis. 
In  anesthetic  leprosy  a  peripheral  neuritis  develops,  due  to 
the  presence  of  bacilli  in  the  nerve  fibres  and,  as  a  result  of 
this,  perversions  of  sensation  and  trophic  skin  changes  are  rec- 
ognized. 

Symptoma, — If  there  is  an  incubation  period  it  is  not  usu- 
ally recognized.  The  onset  may  be  characterized  by  a  slight 
intermittent  fever  of  long  duration.  There  is  at  first  a  patchy 
erythema  of  the  skin  which  later  fades  out,  leaving  white  areas 
(lepra  alba).  This  gives  rise  to  the  term  "macular  leprosy," 
and  frequently  the  disease  makes  no  progress  beyond  this  stage. 
The  tiihercuious  form  is  more  common  and  this  is  character- 
ized by  the  infiltration  of  the  skin  by  tubercular  nodules. 
These  nodules  may  retain  their  form,  without  degeneration, 
for  a  long  time,  but  eventually  ulceration  and  softening  take 
place.  The  nodules  vary  in  number,  size  and  character,  some 
of  them  often  disappearing.  The  infiltration  is  in  some  parts 
like  the  eyelids,  nose  and  ear,  merely  a  thickening,  small  areas 
of  which  may  undergo  ulceration.  When  the  cornea  and  con- 
junctiva are  the  seat  of  these  nodules  blindneaa  may  follow. 
These  leprous  deposits  may  be  found  in  the  lymphatic  glands, 
the  liver,  lungs  and  other  internal  viscera.  They  are  also 
found  in  the  mucous  membranes,  often  producing  obstructions 
to  the  respiratory  passages. 

In  the  anestkeiic  form  the  peripheral  nerves  become  infil- 


.y  Google 


966  INFECTIOUS  DISEASES. 

trated  with  the  leprous  growths,  the  nerves  becoming  hard 
and  nodular.  Pain,  which  is  a  eymptom  of  this  variety,  soon 
gives  place  to  anesthesia,  while  trophic  perversions  cause  ex- 
cessive dryness,  smoothness  and  tightness  of  the  skin,  the 
nodules  often  disappearing.  The  atrophy  which  ensues  in  the 
lingers  and  the  toes  and  even  the  larger  limbs  may  canse  a 
dry  gangrene  and  consequent  sloughing.  Sometimes  large 
vesicles  develop  which  may  be  attended  by  edema  of  the  parts 
involved.  A  general  weakness  and  progressive  exhaustion 
gradually  develops  and  the  patient  dies  from  asthenia. 

Dla^osis. — The  diagnosis  depends  upon  the  discovery  of 
lepra  bacilli  in  portions  of  the  tissue  which  have  been  removed. 
Scleroderma  simulates  the  anesthetic  variety  but  the  trophic 
changes  are  not  so  prominent  in  the  former  disease.  Syringo- 
myelia bears  a  close  resemblance  to  the  anesthetic  variety.  The 
former  disease  has  no  febrile  manifestation  and  its  pathology  is 
located  in  the  upper  part  of  the  spinal  cord.  The  upper  ex- 
tremities are,  therefore,  first  affected,  the  lower  extremities  are 
involved  very  little  if  at  all  and  the  face  usually  escapes.  Sweat- 
ing is  also  a  marked  feature  of  syringomyelia.  In  this  the 
proximal  portions  of  the  extremities  are  affected,  while  the 
distal  portions  are  involved  in  leprosy.  In  syringomyelia  the 
anesthesia  is  manifested  upon  the  trunk  in  the  form  of  a  ^rdle, 
the  sensory  disturbances  always  bearing  a  definite  relation  to  the 
part  of  the  cord  involved  and  the  trophic  perversions  are  not 
so  severe  as  in  leprosy. 

ProCnoBll. — While  death  results  only  from  a  gradual  ex- 
haustion the  disease  responds  to  no  known  treatment.  The 
patient  may  die  from  some  intercurrent  disease,  but  in  the 
anesthetic  variety  a  cure  is  possible  though  the  secondary 
changes  are  permanent. 

Treatment. — As  yet  no  line  of  treatment  has  been  carried 
to  a  successful  end  and  segregation  is  the  only  hope  in  this  dis- 
ease. Potassium  iodid,  creosote  and  mercury  have  been  ad- 
vised but  no  success  has  been  gained  from  their  use.  Salicylic 
acid,  chaulmoogra  oil,  in  two  dram  (8  gm.)  doses  every  two, 
honrs,  and  gurjum  oil  have  been  recommended. 


GLANDERS. 

This  is  an  infectious  disease  in  the  horse  which  is  occa- 
sionally communicated  to  man.    It  is  characterized  by  nodular 
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growths  in  the  naree  (glanders)  and  beneath  the  skin  (farcy). 
The  disease  is  due  to  the  bacillus  mallei  which  was  described  by 
Loeffler  and  Schiitz  in  1882.  It  is  a  "short,  non-mobile  bacillus 
similar  to  that  of  tubercle  and  leprosy  but  shorter  than  either. 
It  IB  commonly  seen  among  the  cells  of  the  growth  but  has  also 
been  found  in  the  blood."  Infection  is  obtained  by  conveyance 
of  the  purulent  or  catarrhal  discharges  from  the  animal's  narcs 
to  an  abraded  cutaneous  surface  or  possibly  to  a  mucous  mem- 
brane. In  men  the  disease  is  observed  only  among  those  who 
arc  about  horses  and  it  is  a  decidedly  uncommon  disease.  Trans- 
mission from  man  to  man  is  of  rare  occurrence. 

PatholoCr. — The  new  growths  have  been  .described  by 
Virchow  as  granulomata  which  are  characterized  by  the  pres- 
ence of  numerous  lymphoid  and  epithelioid  cells  in  which  are 
found  the  bacilli.  These  nodules  invade  the  skin,  mucous  mem- 
branes and  muscles.  The  internal  organs  may  also  be  affected, 
the  nervous  system  and  cartilages  not  being  exempt.  The  nod- 
ular masses  soften  and  form  ulcers  in  the  nasal  mucosa,  which 
accounts  for  the  catarrhal  discharge,  while  abscesses  develop 
when  they  are  located  aubcutaneously. 

Symptoms. — Both  glanders  aud  farcy  are  found  in  the 
acute  and  chronic  form.  Acute  glanders  has  a  short,  period  of 
incubation  lasting  only  three  or  four  days.  Fever  is  present 
and  the  point  of  infection  shows  redness,  swelling  and  lymphan- 
gitis. These  signs  are  soon  followed  by  the  formation  of  ulcers 
with  a  fetid  muco-purulent  or  blood-streaked  discharge  and 
nose-bleed  is  often  observed.  An  eruption  of  papules  which 
soon  become  pustular  appears  on  the  face,  the  trunk  and  ex- 
tremities, particularly  about  the  joints.  The  pustules  dry  up 
as  fresh  ones  appear  and  this  is  a  distinction  which  compares 
with  varicella  rather  than  variola.  The  face  swells  and  the 
nose  reaembles  a  bluish-brown  tumor  covered  with  vesicles, 
while  the  adjacent  mucous  membranes  and  occasionally  the 
gastro-intestinal  mucosa  may  become  involved.  Chronic  gland- 
ers is  of  rare  occurrence  with  symptoms  that  are  not  well  de- 
fined. Ulcers  are  often  found  in  the  nose,  and  catarrhal  symp- 
toms, plus  a  bloody  muco-purulent  discharge,  are  generally  ob- 
served. The  larynx  may  also  be  affected  and  an  irritable  cough 
is  occasionally  present.  Tedeschi  has  described  a  case  of 
chronic  osteomyelitis  followed  by  a  fatal  meningitis  due  to 
the  bacillus  mallei.     Muscular  and   arthritic  pains,   a  slight 
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fever  at  intervals,  general  asthenia  and  progressive  emaciation 
are  also  features  of  the  chronic  form  of  the  disease. 

Acute  farcy  follows  the  inoculation  of  virus  into  the  akin 
of  man.  The  eymptouiB  are  those  of  a  phlegmonous  inflammation 
of  the'  skin  appearing  early.  The  lymphatics  are  soon  affected, 
nodular  subcutaneous  enlai^ments  which  rapidly  suppurate 
appearing  along  their  course.  Abscesses  form  in  the  musclee, 
and  the  joint  pains  and  swelling  cause  much  suffering.  Ca- 
tarrhal symptoms  are  not  in  evidence  as  the  nose  is  not  affected. 
The  constitutional  signs  closely  simulate  those  of  acute  pyemia. 
The  disease  is  generally  fatal  in  a  week  or  ten  days.  Chronic 
farcy  is  characterized  by  granulomatous  tumors,  which  tend 
to  become  abscesses  without  much  inflammatory  development. 
The  lymphatics  are  not  usually  involved  but  ulcers  may  form 
and  penetrate  the  deeper  tissues  until  the  bone  is  sometimes 
invaded.  The  abscesses  are  primarily  in  the  subcutaneous 
tissue  near  the  joints  and  these  tend  to  open  spontaneously. 
The  disease  is  inclined  to  continue  its  chronic  course  for  sev- 
eral months  though  death  may  result  from  pyemia  or  the  de- 
velopment of  acute  glanders.  The  general  symptoms  resemble 
those  of  chronic  glanders,  the  prostration  and  emaciation  usu- 
ally becoming  extreme.  The  disease  may  be  transmitted  from 
man  to  man ;  washerwomen  are  prone  to  the  infection.  The 
diagnosis  depends  on  the  history  of  contact  with  an  affected 
animal.  The  injection  of  "mallein,"  one  of  the  products  of  the 
bacillus  mallei,  causes  a  febrile  reaction  which  is  diagnostic  in 
degree  with  the  rise  in  temperature.  Treatment  offers  little 
hope  except  in  the  chronic  cases  which  may  respond  to  prompt 
surgical  interference. 


ACTINOMYCOSIS. 


"Big  jaw"  and  "lumpy  jaw"  are  the  other  terms  which 
have  been  applied  to  this  disease.  It  is  more  commonly  an 
infections  disease  of  cattle  caused  by  the  actinomycosis  or  ray- 
fungus.  This  develops  in  the  tissues  forming  new  and  metas- 
tatic growths  with  a  secondary  chronic  inflammation  and 
pyemic  infection.  The  parasite  "belongs  to  the  streptothrix 
group  of  bacteria  and  may  be  seen  in  the  pus  of  the  affected 
part  as  yellowish  or  opaque  granules  from  one-half  to  two 
millimeters  in  diameter.  These  are  made  up  of  cocci  and  radiat- 
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ing  threads,  which  present  hulbous,  club-like  terminations." 
The  parasites  have  been  cultivated  and  natural  as  well  m  ar- 
tificial inoculations  have  been  made.  The  infection  ie  gen- 
erally transmitted  by  the  flesh  and  milk  of  diseased  animalB 
while  the  skin  and  air  passages  are  supposed  to  be  a  means  for 
its  entrance  in  case  of  an  abrasion  or  an  inflammatory  condi- 
tion. The  site  of  infection  is  usually  in  the  mouth  of  the  neigh- 
boring passages.  Barley,  oats  and  rye  are  perhaps  a  means  of 
its  entrance  in  the  case  of  animals. 

Patholo^, — The  growth  of  the  parasite  causes  a  small 
granulation  tumor  which  is  made  up  of  small  round  cells,  epi- 
thelioid elements  and  giant  cells.  After  a  time  there  is  a  pro- 
liferation of  surrounding  connective-tissue  and  the  growth, 
which  is  often  in  the  jaw,  assumes  the  appearance  of  an  osteo- 
sarcoma. Suppuration  follows  later  though  in  man  this  may 
be  the  first  pathological  development. 

Symptoms. — Oral  actinomycosis  will  be  characterized  by 
toothache,  impaired  deglutition,  and  difficulty  in  moving  the 
jaw.  A  swelling  soon  develops  near  the  angle  of  the  jaw  with 
prompt  suppuration  and  discharge  of  pus  externally  and  into 
the  mouth.  The  tongue  may  be  involved  but  the  process  usu- 
ally extends  downward,  the  intestines  occasionally  being  in- 
volved. Pulmonary  actinomycosis  is  a  rare  though  occasional 
form  of  the  disease.  It  is  characterized  by  pain  in  the  side, 
usually  due  to  pleurisy.  Cough  attended  by  a  muco-purulent 
expectoration,  fever  of  irregular  type  and  emaciation  are  also 
typical  symptoms.  The  lesions  are  generally  unilateral,  thoiigh 
they  may  be  associated  with  a  chronic  bronchitis  in  which  case 
they  are  bilateral.  A  miliary  actinomycosis  or  groups  of  fungi 
may  resemble  miliary  tubercles.  A  more  extensive  destruction 
of  pulmonary  tissue  may  give  rise  to  interstitial  changes,  ab- 
scesses or  cavities.  Actinomycotic  invasion  of  other  organs 
may  exist  at  the  same  time.  This  form  of  the  disease  may  re- 
semble pulmonary  tuberculosis  or  a  fetid  bronchitis  in  its  de- 
velopment but  a  sputum  examination  will  reveal  the  actino- 
myces.  Rarely  it  assumes  a  typhoid  character.  Death  usually 
comes  as  the  result  of  septic  intoxication.  Jnteatinal  actino- 
mycosis is  caused  by  the  parasitic  invasion  of  the  intestinal 
mucosa  resulting  in  the  proliferation  of  connective-tissue  and 
the  formation  of  submucous  nodules.  These  ulcerate  and, 
should  perforation  take  place,  peritonitis  follows.     The  symp- 
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toms  point  to  an  intestinal  catarrh  with  irregular  attacks  of 
diarrhea  the  parasites  being  found  in  the  stools.  The  Btomach 
may  partake  of  the  catarrhal  diaturbance  and  secondary  metas- 
tatic growths  may  cause  abscesses  in  the  liver  and  spleen.  Cu- 
taneous actinomycosis  resembles  lupus,  the  skin  presenting 
chronic  suppurating  ulcers  which  contain  the  ray-fungus. 

Dlafnoils. — The  disease  presents  the  features  of  a  chronic 
pyema  but  the  presence  of  the  actinomyces  determines  the 
diagnosis.  Sarcoma  of  the  jaw  may  resemble  this  disease  but 
it  has  a  more  rapid  course  and  suppuration  is  not  so  marked  a 
feature. 

Treatment. — Operative  removal  is  absolutely  essential  in 
the  treatment  of  this  disease.  As-  yet  little  success  has  been 
obtained  from  internal  medicine,  though  iodid  of  potash  has 
received  some  consideration.  Billroth  cured  a  case  of  abdomi- 
nal actiDomycosis  with  fifteen  tuberculin  injection. 


ANTHRAX. 

Anthrax  has  been  described  as  splenic  fever,  malignant 
pustule  and  wool-sorter's  disease.  It  is  an  acute  infectious  dis- 
ease caused  by  the  bacillus  anthracis.  It  is  usually  found  in 
animals,  particularly  sheep  and  cattle,  man  being  affected  by 
accidental  inoculation. 

Etiology. — The  infectious  agent  is  a  non-motile,  rod- 
shaped  bacillus,  five  to  twenty-five  microns  in  length  and  one 
to  one  and  five-tenths  microns  in  breadth.  "The  bacilli  mul- 
tiply by  fission  with  great  rapidity  and  are  easily  grown  in 
various  culture  media  extending  into  long  filaments  which 
interlace  and  produce  a  dense  net-work.  The  spore  formation 
is  seen  with  great  readiness  in  these  filaments,  but  an  asporog- 
enous  variety  is  known  and  can  be  produced  artificially  in 
cultures."  The  bacilli  are  easily  destroyed  but  the  spores  are 
very  resistant,  withstanding  5  per  cent  carbolic  acid  and,  for 
a  few  minutes,  even  boiling.  The  disease  is  not  verj'  common  in 
America,  being  most  frequently  observed  in  European  countries. 
The  virus  enters  the  human  body  through  skin  abrasions,  the 
intestines  and  rarely  through  the  lungs.  It  is  claimed  that  in- 
sects may  convey  the  infections. 

Symptoms. — Two  forms  of  the  disease  have  been  observed, 
external   and  internal   anthrax.     External    anthrax    has  two 
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forma.  (1)  Malignant  pustule,  which  is  characterized  by  the 
appearance  at  the  point  of  infection  of  a  smatl  papule  which 
develops  into  a  vesicle  of  considerable  size.  It  is  uanally  seen 
on  exposed  Burfacee  like  the  hands,  arms  or  face.  The  vesicle 
ruptures  within  thirty-six  hours  leaving  a  dark  bluish  or  black 
scab  and  this  is  surrounded  by  an  inflammatory  induration 
with  small  vesicles.  The  brawny  induration,  extending  from 
the  base  of  the  eschar,  is  generally  extreme,  giving  rise  to 
much  edema  which  may  extend  to  adjacent  tissues.  The  neigh- 
boring lymphatics  are  often  affected,  this  being  manifest  by 
the  red  lines,  swelling  and  pain.  Fever  usually  rises  rapidly, 
there  is  copious  perspiration,  marked  prostration,  splenic  en- 
largement and  in  some  cases  delirium.  In  such  extreme  cases 
death  may  take  place  in  a  few  days.  When  the  constitutional 
symptoms  are  milder,  the  eschar  gradually  sloughs,  the  wound 
heals,  and  recovery  takes  place.  A  fatal  collapse  is  liable  to 
occur  in  any  case  in  four  to  six  days. 

(2)  Malignant  anthrax  edema  is  characterized  by  an  ex- 
tensive edema  without  any  papule  or  vesicle  following  the  con- 
stitutional symptoms.  When  the  edema  is  intense  gangrene 
may  ensue  and  grave  constitutional  symptoma  are  present.  The 
eyelid,  head,  hand  and  arm  are  the  usual  areas  affected.  Endo- 
carditis, enteritis  and  peritonitis  sometimes  develop  in  this 
form,  which  is  usually  fatal. 

Internal  anthrax  is  also  recognized  in  two  forms,  an  in- 
testinal mycosis  and  as  wool-florter's  disease.  (1)  Intestinal 
mycoaia  is  usually  announced  by  a  chill,  followed  by  pains  iii 
the  back  and  limbs,  vomiting,  and  diarrhea  with  bloody  stools. 
The  infection  probably  takes  place  through  the  stomach  and  in- 
testines from  eating  the  flesh  or  drinking  the  milk  of  animals 
affected  with  this  disease.  Hemorrhages  from  the  mucous  mem- 
branes are  of  occasional  occurrence.  Dyspnea,  cyanosis,  ex- 
treme nervous  symptoms,  coma  and  convulsions  generally  in- 
dicate a  fatal  termination.  (2)  Wool-sorter's  disease  occurs 
among  those  who  sort  or  handle  wool  or  hair.  It  is  a 
disease  most  commonly  found  in  Russia  and  South  America 
and  for  that  reason  is  contracted  by  those  who  work  with  im- 
ported wool  and  hair.  An  external  lesion  is  not  observed,  the 
infective  agent  being  swallowed  or  inhaled.  Without  premoni- 
tory symptoms  the  patient  ia  seized  with  a  marked  chill,  pains 
is  the  back  and  limbs  with  a  rapid  rise  of  temperature  to  103° 
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or  103"  F.  There  is  great  prostration,  respiration  ia  labored, 
and  a  troublesome  cough  is  indicative  of  bronchitis.  The  car- 
diac action  is  excited,  the  pulse  is  feeble,  vomiting  is  extreme 
and  death  may  suddenly  come  without  further  symptoms.  In 
other  instances  cerebral  symptoms  may  be  present,  the  patient 
dying  in  a  state  of  delirium  or  coma.  Evidence  of  a  co-exist- 
ing external  lesion  is  sometimes  recognized.  The  duration  ia 
from  one  to  five  days.  Rag-picker's  disease  is  another  form  of 
the  same  disease.  It  is  found  among  the  rag-sorters  in  paper- 
mills,  the  infection  taking  place  in  the  respiratory  tract.  This 
seems  to  be  a  local  anthrax  of  tbe  lungs  and  pleurae  followed 
hy  a  general  infection  which  is  characterized  by  the  usual 
symptoms. 

'Diagnosis. — The  character  of  tbe  lesion  in  external  an- 
thrax is  our  means  of  diagnosis  though  this  should  be  confirmed 
by  a  microscopical  examination  of  the  pustular  contents  for  the 
anthrax  bacilli.  A  culture  may  be  made  and  a  guinea-pig  or 
rabbit  should  be  inoculated.  Internal  anthrax  is  more  difficiilt 
but  when  the  patient  has  been  exposed  by  occupation  we  may  be 
guided  by  the  pulmonary  and  gastro-intestinal  symptoms  plus 
the  signs  of  systemic  intoxication.  The  presence  of  the  bacilli 
in  the  blood  should  be  demonstrated. 

ProtDOsis. — External  anthrax  may  be  amenable  to  sur- 
gical measures  and  in  rare  instances  it  may  run  a  favorable 
course.  Internal  anthrax  is  an  incurable  disease,  though  tn 
wool-sorters  a  favorable  result  may  be  expected  if  they  survive 
ten  days. 

Treatment. — Prophylaxis  must  consider  the  destruction  of 
wool,  hair  and  hides  which  are  contaminated  and  the  killing 
and  cremation  of  the  infected  animals.  Surgical  care  of  the 
malignant  pustules  necessitates  complete  excision,  followed  by 
thorough  cauterization.  Injection  of  a  solution  of  carbolic  acid, 
water  and  glycerin  (1  to  10)  into  the  surrounding  parts  has 
been  recommended  to  limit  the  advance  of  the  infection.  In- 
ternally stimulants  and  antiseptics  are  indicated,  as  is  free 
elimination  and  nourishing  food. 


HYDBOPHOBIA. 

Hydrophobia  or  rabies  is  an  acute  infectious  disease  of 
animals  which  is  communicated  to  man  by  inoculation.     It  ia 
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characterized  by  an  intense  tonic  spasm  beginning  in  the  larynx 
and  pharynx  and  is  attended  by  slight  fever.  A  fatal  termina- 
tion usually  follows  coma. 

EII0I0C7. — The  dog  is  most  frequently  the  cause  of  hydro- 
phobia in  man,  the  rabid  animal  introducing  the  vims-eontain- 
ing  saliva  into  the  open  wound  made  by  its  bite.  The  wolf, 
cat,  skunk  and  other  animals  are  also  subject  to  the  disease 
and  may  convey  it  to  the  human  being.  The  bacteriology  is 
not  fully  understood  though  there  is  no  doubt  of  its  infections 
nature  and  that  the  saliva  is  a  medium  for  its  introduction. 
Pasteur  has  clearly  demonstrated  that  the  poison  is  resident 
in  the  central  nervous  system,  the  medulla  and  bratn  being 
its  most  frequent  site. 

Patholofy. — The  morbid  anatomy  seems  to  be  limited  to 
the  upper  part  of  the  spinal  cord,  the  medulla,  pons  and  cortex 
of  the  brain.  Leukocytes  accumulate  about  the  blood-vessels 
and  nerve  cells,  particularly  the  motor  ganglion-cells.  Van 
Gehucten  and  Nelis  have  called  attention  to  "the  accumulation 
of  lymphoid  and  endothelial  cells  around  the  nerve  cells  of  the 
sympathetic  and  cerebro-spinal  ganglia."  In  all  probability 
various  degenerations  not  now  understood  take  place  in  the 
nerve  cells  though  as  yet  it  has  not  been  established  that  other 
viscera  have  been  affected.  The  pharynx  and  esophagus  are 
congested  and  may  become  edematous.  Pulmonary  congestion 
is  also  a  possibility.  Hemorrhages  from  the  mucous  membranes 
may  be  detected  and  the  perivascular  spaces  of  the  brain  may 
show  slight  hemorrhagic  extravasations  while  thrombi  may  be 
found  in  the  cerebral  vessels. 

Symptoms .^The  period  of  incubation  varies  from  two 
weeks  to  three  months,  averaging  six  weeks.  At  the  close  of  this 
period,  rarely  before,  the  premonitory  symptoms  appear.  There 
may  be  slight  irritation  about  the  wound,  the  patient  is  de- 
pressed, irritable,  sleepless  and  inclined  to  headache,  loss  of 
appetite  and  melancholia.  There  is  always  dread  of  some  im- 
pending danger,  and  a  bright  light  or  sudden  noise  irritates  the 
patient.  Pains  begin  to  radiate  from  the  wound,  the  voice  be- 
comes husky,  there  is  some  difficulty  in  swallowing,  there  being 
at  the  same  time  a  slight  rise  in  tbe  pulse  and  temperature. 
This  stage  usually  lasts  about  twenty-four  hours.  The  sta<)e  of 
excitement  then  ensues  and  is  characterized  by  extreme  excita- 
bility, restlessness  and  pronounced  hyperesthesia.     The  patient 
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IB  eeneitive  to  the  slightest  noise  or  draft  of  air,  the  least  dis- 
turbance of  any  kind  exciting  a  violent  reflex  spasmodic  con- 
traction of  the  larynx.  There  is  extreme  thirst  though  an  at- 
tempt to  swallow  water  canses  an  intensely  painful  spasm 
of  the  muscles  of  deghitition  and  respiration.  It  is  this 
spasm  which  arouses  the  patient's  fear  at  the  very  sight  of 
water  and  hence  the  term  hydrophobia.  The  neirous  excite- 
ment may  become  so  extreme  and  the  spasmodic  contraetions 
of  the  larynx  may  be  so  severe  that  peculiar  sounds  are  emitted 
and  a  certain  degree  of  dyspnea  exists.  The  convulsive  move- 
ments of  the  mouth  are  often  so  pronounced  that  the  jaws  snap 
together  much  like  the  vicious  snappings  of  a  dog,  while  the 
inability  to  swallow  the  increased  secretion  of  saliva  and  its 
ejection  from  the  mouth  explains  the  laity's  description  of 
"frothing  at  the  mouth."  The  intervals  between  the  paroxysms 
are  characterized  by  a  degree  of  tranquility  in  which  the  patient 
appears  quite  normal.  Fever  is  usually  a  foature  of  the  par- 
oxysms and  the  pulse  becomes  rapid  and  irregular.  During 
the  periods  of  extreme  excitement  the  patient  may  become 
maniacal  and  the  mental  aberrations  may  develop  in  a  state  of 
melancholia  or  the  patient  may  be,  at  times,  inclined  to  snicide. 
This  stage  usually  lasts  only  a  few  days. 

The  paralytic  or  concluding  stage  is  characterized  by  a 
state  of  unconsciousness  or  coma.  The  spasms  are  no  longer  no- 
ticed and,  in  a  few  hours,  death  may  intervene.  A  paralytic 
form  of  the  disease  may  rarely  exist  without  any  signs  of  the 
stage  of  excitement  The  duration  of  the  disease  is  only  about 
one  week  from  the  onset. 

Diagnosis. — The  hy])eresthesia,  the  peculiar  character  of 
the  reflex  spasms  with  the  diflncult  deglutition  and  the  fear  of 
water,  together  with  the  dyspnea  and  mental  excitement  with 
the  history  of  a  bite  lead  to  a  diagnosis  of  hydrophobia.  Tet- 
anus presents  the  closest  similitude  but  this  disease  begins  with 
trismus  followed  by  opiathotonos  wliile  the  period  of  incubation 
is  always  shorter.  Also  there  are  no  laryngeal  symptoms,  there 
is  no  spasm  in  swallowing  and  the  mental  depression  is  absent. 
Hysteria  should  never  be  confused  with  this  disease.  A  con- 
dition of  pseudophohia  or  lysxophobia  may  l)e  decidedly  con- 
fusing, especially  in  case  a  patient  has  been  bitten  by  a  dog 
even  though  it  does  not  have  the  rabies.  This  is  associated 
with  a  neurosis  or  possibly  hysteria  and  runs  a  longer  course 
without  any  of  the  well-defined  signs  of  hydrophobia. 
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Prognoais. — In  a  well  defined  case  of  hydrophobia  which 
is  thoroughly  established  a  favorable  prognosis  is  not  to  be  ex- 
pected. We  may  expect  good  results,  however,  from  the  pre- 
ventive of  Pasteur  treatment  and  for  this  reason  the  deaths 
from  this  infection  may  be  reduced  to  the  minimum. 

TreatmeDt. — The  prophylaxis  must  consider  first  of  all  the 
immediate  cauterization  of  the  wound  after  dog-bite  for  the 
purpose  of  destroying  any  germs  which  may  have  a  systemic 
effect.  Inasmuch  as  this  is  rarely  done  with  sufficient  prompt- 
ness it  is  best  to  treat  the  wound  as  an  infected  one.  The  dog 
should  always  be  kept  under  surveillance  for  the  purpose  of 
determining  whether  he  has  rabies.  In  case  the  infection  is 
evident  in  the  animal  it  should  be  promptly  killed  and  a  por- 
tion of  the  medulla  should  be  obtained  under  strict  asepsis. 
This  should  be  put  into  a  sterile  bottle  containing  a  solution  of 
equal  parts  of  pure  glycerin  and  water  that  has  been  sterilized 
by  boiling.  The  bottle  should  be  forwarded  to  a  Pasteur  In- 
stitute where,  by  animal  inoculation,  the  disease  may  be  scien- 
tifically determined. 

The  preventive  inocuUUion  or  Pasteur  treatment  is  our 
only  means  at  the  present  day  of  successfully  combatting  the 
disease.  Pasteur  ascertained  that  inoculations  by  virus  from 
the  brain,  medulla  and  spinal  cord  of  animals  suffering  with 
this  disease  could  be  utilized  in  the  treatment  of  the  same.  Rab- 
bits thus  inoculated  "produced  a  virus  of  such  increased  viru- 
lence that  after  twenty-five  successive  inoculations  there  re- 
sulted a  virus  that  acted  after  a  period  of  incubation  of  eight 
days;  and  after  twenty-five  additional  inoculations  in  seven 
days.  The  virus  from  the  medulla  of  rabbits,  with  this  short 
period  of  incubation,  is  called  'fixed  vims''  as  contrasted  with 
'street'  virus.  Now,  although  the  spinal  cords  of  such  ani- 
mals contain  the  virus  in  a  state  of  great  intensity,  Pasteur 
ascertained  that  its  intensity  was  greatly  reduced  by  preserving 
the  cords  in  dry  air,  and  that  it  disappeared  altogether  in  two 
weeks.  The  desiccation  is  practiced  in  sterilized  glass  vessels 
in  which  are  placed  pieces  of  caustic  potash.  If,  now,  dogs 
are  inoculated  with  an  emulsion  of  such  medullas  of  reduced 
virus,  say  cords  preserved  for  twelve  or  fifteen  days,  and  then 
with  the  cord  preserved  for  a  shorter  period — that  is,  with  pro- 
gressively stronger  virus — they  acquire  immunity  from  the  inoc- 
ulation by  the  fresh  cord  of  the  rabid  rabbit." 
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"Pasteur  availed  himaelf  of  these  facts  to  inoculate  human 
subjects  who  had  been  bitten.  He  used  an  emulsion  of  rabbit's 
cords  that  had  been  kept  fourteen  days,  and  on  successive  days 
made  twelve  more  inoculations  from  cords  preserved  a  shorter 
time,  until  those  only  one  day  old  were  used,  after  which  im- 
munity was  secured."  (Tyson.)  Later  Pasteur  reported  fa- 
vorably on  his  so-called  "intensive  method"  consisting  in 
inoculations  from  cords  of  increasing  virulence  in  more  rapid 
succession.  This  is  practically  the  method  employed  in  the 
so-called  Pasteur  Institutes. 

The  general  care  of  the  patient  will  include  the  isolation 
from  all  noise  and  excitement  while  food  must  be  administered 
by  nutrient  eneraata.  The  spasms  may  sometimes  be  relieved 
by  the  inhalation  of  chloroform  or  by  the  internal  administra- 
tion of  morphin  or  chloral. 


TETANUS. 

Tetanus  or  lock-jaw  is  an  acute  infectious  disease  caused 
by  the  tetanus  bacillus  and  is  characterized  by  paroxysms  of 
tonic  spasms  which  recur  with  increasing  severity.  Both  human 
beings  and  some  of  the  lower  animals  may  be  infected  by  this 
bacillus. 

Etiolofy. — It  is  a  disease  which  prevails  more  frequently 
in  tropical  climates  and  it  is  epidemic  in  certain  parts  of  the 
West  Indies.  It  may  occur  as  an  idiopathic  disease  or  it  may 
be  the  result  of  traumatism.  In  the  new  bom  it  is  known  as 
trismtis  neonatorum.  Punctured  and  contused  wounds  more 
frequently  predispose  than  the  incised  wounds.  The  bacteriol- 
ogy of  the  disease  has  been  established  by  the  researches  of 
Nicolaier,  Kosenbach  and  Kitasato  who  demonstrated  the  pres- 
ence of  a  specific  organism,  the  bacillus  of  tetanus.  This  is  a 
"long,  slender  rod  at  one  end  of  which  appears  a  swelling  due 
to  the  formation  of  a  spore  in  that  locality,  thus  giving  the  or- 
ganism an  appearance  like  that  of  a  pin  or  drum-stick."  It  is 
motile,  develops  at  ordinary  temperatures  and  is  anaerobic. 
The  bacilli  do  not  enter  the  circulation,  remaining  at  the  site 
of  the  wound,  and  there  develop  a  toxin  which  causes  the  symp- 
toms. Brieger  demonstrated  the  presence  of  three  poisons, 
tetanin,  tetanoioxin  and  spasmotoxin,  which  produce  toniC  con- 
vulsions thus  establishing  the  toxic  nature  of  the  disease.     The 
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infection  is  developed  by  the  entrance  of  the  poison  through  a 
punctured  or  lacerated  wound  though  it  may  occur  idiopathic- 
ally.  The  bacilli  have  a  wide  distribution,  being  found  in  the 
earth  and  putrefying  matter  and  manure.  Immunity  has  been 
established  in  animals  by  the  injection  of  the  cultures  of  the 
bacilli  with  the  addition  of  iodin  trichlorid  which  diminishes 
their  strength.  This  serum  has  been  successfully  used  as  an 
antitoxin  protection.  In  this  country  the  Mulford  Company 
has  produced  an  antitetanic  serum  which  is  used  in  these  cases. 

PathotofT.— No  definite  lesions  have  been  found.  The 
virus  evidently  acts  upon  the  nerve  cells  of  the  medulla  and 
cord,  an  inflammation  or  softening  being  noticed  particularly 
in  the  latter.  The  nerves  also  show  the  results  of  the  injury 
by  their  reddened  and  swollen  condition,  an  ascending  neuritis 
being  frequently  developed. 

Symploms. — The  incubation  period  varies  in  the  acute 
and  chronic  forms  of  the  disease.  In  the  former  it  continues 
for  one  or  two  weeks  while  in  the  latter  it  lasts  two  weeks  or 
longer.  Acute  tetanus  usually  shows  the  prodromal  signs  of 
languor,  headache,  and  some  gastric  disturbance  for  a  short  time 
before  the  real  symptoms  appear.  Muscle  stiffness  is  expe- 
rienced in  the  back  of  the  neck  and  the  muscles  of  mastica- 
tion. Very  soon  the  tonic  spasm  of  the  masseters  develops 
until  a  condition  of  trismus  or  lock-jaw  exists.  There  may  be 
an  associate  paralysis  of  the  facial  muscles,  and  there  is  often 
also  an  impairment  of  deglutition.  -  Kigidity  of  the  cervical 
muscles  gives  rise  to  retraction  of  the  head.  The  facial  expres- 
sion is  immobile,  the  eyebrows  are  raised,  the  forehead  is  wrin- 
kled and  the  comers  of  the  mouth  are  retracted  giving  the  so- 
called  "sardonic  grin."  In  children  the  attack  is  liable  to  be 
limited  to  these  parts.  The  tonic  spasm,  however,  usually  ex- 
tends until  other  muscles  of  the  body  are  affected.  The  muscles 
of  the  trunk  may  be  rigid  (orthotonoa) ;  or  the  muscles  of  the 
baok  may  be  affected  (opisthotonos)  ;  flexion  to  one  side  is  rarely 
noticed  (pleurothotonos) ;  and  spasms  of  the  abdominal  mus- 
eles  may  cause  the  forward  flexion  (emprosthotonos).  In 
violent  attacks  the  thorax  may  be  compressed,  the  respiration 
may  thus  be  excited  and  spasm  of  the  glottis  may  cause  cyanosis. 
The  paroxysms  may  last  for  some  time  with  short  intervals  of 
relaxation,  which  is  not  always  complete  as  the  slightest  irri- 
tation may  cause  their  return.     Agonizing  pain  attends  the 
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paroxysmB  and  the  patient  seems  to  be  held  in  a  vise  by  the 
rigid  contractions.  There  may  be — in  rare  instances — a  con- 
vulsive contraction  of  the  diaphragm  as  the  result  of  reflex 
irritation.  The  reflexes  are  usually  exaggerated.  Profuse 
perspiration  is  generally  a  constant  symptom.  The  temperature 
is  not  often  high  though  it  may  suddenly  rise  to  104°  ot  106° 
F.  Just  before  death  it  may  rise  even  as  high  as  109°  or  110° 
F.  The  pulse  is  small,  irregular  and  always  rapid,  being  as 
high  as  IBO  or  180  per  minute.  The  urine  may  be  suppressed 
or  voided  with  difBculty  on  account  of  the  muscular  rigidity. 
Constipation  often  exists  from  the  same  cause.  Cephalic  tet- 
anus, described  by  Eose,  arises  as  the  result  of  injury  on  one 
aide  of  the  head.  It  is  characterized  by  stiffness  of  the  jaw  and 
paralysis  of  the  facial  muscles  on  the  same  side  and  difficult 
deglutition.  Death  may  take  place  during  the  paroxysms  as 
the  result  of  heart  paralysis  or  asphyxia  or  it  may  take  place 
later  following  extreme  exhaustion. 

Chronic  tetanus  is  characterized  by  manifestations  simi- 
lar to  the  acute  form  though  they  are  not  pronounced  and 
develop  more  slowly.  When  the  symptoms  are  aggravated  there 
is  liable  to  be  a  period  of  decided  relief  from  the  peculiar 
rigidity.  These  periods  of  relaxation  are  gradually  prolonged 
until  convalescence  occurs.     A  relapse  is  always  possible. 

Diagnosis. — The  trismus  and  muscular  rigidity  are  usu- 
ally BuiHcient  to  settle  the  diagnosis.  As  the  spasms  are  simi- 
lar to  those  of  strychnia  poisoning  it  is  necessary  to  make  a 
careful  differentiation.  In  strychnia  poisoning  a  history  of 
its  ingestion  may  be  obtained,  there  is  no  sign  of  a  local  lesion, 
there  is  no  period  of  incubatiou,  gastric  disturbance  precedes 
the  tetanic  contraction  of  the  extremities,  violent  convulsions 
also  characterize  the  onset  and  there  are  intervals  of  complete 
relaxation.  On  examination  the  gastric  contents  reveal  the 
presence  of  strychnia  and  the  course  is  brief,  death  or  recovery 
soon  taking  place.  In  addition  to  these  symptoms  the  clearest 
point  of  difference  is  recognized  in  the  lock-jaw  of  tetanus. 
In  tetany  the  spasm  affects  the  extremities,  the  hands  and  lar- 
ynx being  particularly  affected,  intermissions  are  common  and 
its  peculiar  posture  is  distinctive.  Hydrophobia  is  distin- 
guished by  the  history  of  the  bite  of  an  animal,  the  reflex  par- 
oxysms of  respiration,  the  psycliic  disturbances,  the  absence  of 
lock-jaw,  and  the  presence  of  dysphagia. 
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Prognosis. — In  the  traumatic  cases  at  least  80  per  cent 
are  fatal  and  in  idiopathic  caaea  fully  50  per  cent  die.  The 
mortality  is  not  so  great  in  children.  A  late  appearance  of 
trismus  and  the  general  rigidity,  the  absence  of  fever  and  the 
localization  of  the  spasm  to  the  muscles  of  neck  and  jaw  may 
be  regarded  with  some  degree  of  hope. 

Treitmenl. — Local  treatment  of  the  wound  is  of  first  im- 
portance. Disinfection  and  thorough  cauterization  of  all  pen- 
etrating woimds  is  demanded  after  free  incision  has  exposed 
the  bottom  of  the  wound.  Nitrate  of  silver  is  considered  hy 
many  to  be  valuable  as  a  germicide  and  for  its  cautery  effect. 
Carbolic  acid  and  iodin  are  also  frequently  used  for  this  pur- 
pose. Some  claim  that  amputation  of  the  injured  limb  should 
be  performed.  Absolute  quiet  of  the  surroundings  must  fee 
maintained,  the  patient  being  kept  in  a  dark  room  where  all 
excitement  and  noise  are  excluded.  Rectal  feeding  is  necessary 
on  account  of  the  lock-jaw  though  the  nourishment  may  be 
given,  in  liquid  form,  by  means  of  a  catheter  introduced 
through  the  nose.  Stimulation  by  means  of  hypodermatic  in- 
jections of  strychnia  and  digitalis  is  of  greatest  importance  to 
sustain  the  heart's  action  and  to  overcome  the  museular  con- 
tractions. Inhalations  of  chloroform,  during  the  spasms  give 
much  relief,  and  morphin  (1/4  gr.)  should  be  administered 
during  the  interparoxysmal  stage  for  the  relief  of  pain. 
Chloral  hydrate  (grs.  15  to  30),  potassium  bromid  (grs.  15  to 
20),  Calabar  bean  (gr.  1/4  to  1/2),  may  be  given  from  three 
to  five  times  daily  to  adults.  Curare  (gr.  3/25)  and  cautiously 
increasing  the  dose  has  been  recommended.  Qelsemium  tinc- 
ture (gtts.  15  to  30)  repeated  until  the  physiological  effect  of 
the  drug  is  obtained  is  highly  lauded.  Tetanus-antitoxin  may 
prevent  "further  invasion  of  the  tetanus  toxin  but  it  can  not 
cure  the  infection  that  has  reached  the  spinal  cord  and  brain." 
This  serum  may  be  used  (20  to  30  c.  c.)  for  the  first  dose  and 
15  to  20  c.  c.  for  the  subsequent  doses  every  five  or  ten  hours 
after.  A  hot  bath  gives  much  relief  to  the  spasms. 
1  The  internal  remedies  should  be  carefully  considered  ac- 
cording to  their  indications  though  as  yet  no  marked  results 
have  been  obtained  by  their  use.  Among  these  we  should 
naturally  think  of  strychnia  first.  It  is  possible  that  the  con- 
tinued use  of  the  second  or  third  decimal  potencies  may  give 
some  relief.     It  is  best,  however,  to  obtain  the  maximum  in- 
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fliience  of  this  drug  bj  hypodermatic  injection  (gr.  1/60  to 
1/20)  repeated  every  three  or  four  hours.  Aconite,  cicuia 
virosa,  belladonna,  stramonium,  passifiora,  nicoiinum,  veratrum 
viride,  hypericum,  physostigma,  picrotoxin,  cannabis  indica  and 
conium  may  be  indicated. 


PROBABLE  INFECTIOUS  DISEASES. 

Hascnlar  Bhamnatism. — Muscular  rheumatism  is  a  term 
which  has  been  ernmeously  used  to  define  inconstant  and  inex- 
plainable  pains  which  appear  from  time  to  time  in  different 
parts  of  the  body.  The  term  myalgia  is  also  used.  At  pres- 
ent it  seems  more  probable  that  these  migratory  pains  which 
are  located  in  the  muscles,  their  fasciae  and  the  periosteum  are 
either  a  residual  condition  following  acute  rheumatic  fever,  or 
a  constitutional  disease  with  local  symptoms.  The  infections 
cause  is  at  least  quite  probable.  Some  regard  the  myalgic  pains 
as  a  neuralgia  of  the  sensory  nerves  which  supply  the  miiscles. 

Palholoty. — The  pathology  is  not  as  yet  well  established. 
In  fatal  cases  where  post-mortem  observations  are  possible, 
some  swelling  of  the  fibers,  with  slight  granular  changes,  has 
been  observed.  When  the  disease  is  of  long  standing  atrophy 
may  follow  as  the  result  of  trophic  disturbance.  The  changes 
are  similar  to  those  of  myositis,  a  round-cell  infiltration  of  the 
connective  tissue  being  found.  If  the  disease  is  prolonged, 
there  may  be  some  swelling  of  the  muscular  fibers  with  slight 
secondary  degeneration  and  the  formation  of  vacuoles.  Pro- 
liferation of  the  interfascicular  connective-tissue  may  take  place 
in  cases  of  long  standing. 

Etiolojy.— The  rheumatic  diathesis  has  been  claimed  for 
a  majority  of  these  cases  and  there  may  be  something  in  this 
so  far  as  the  soil  conditions  are  concerned.  We  may  also 
accept  the  theory  of  hereditary  influence.  Exposure  also  may 
predispose  as  a  sudden  suppression  of  the  excretions  or  pei^ 
version  of  the  circulation  in  a  muscle  may  favor  the  reception 
of  an  infection  or  excite  the  infiammatory  development  of 
latent  micro-organisms.  Previous  attacks,  sex,  bo  far  as  it  per- 
tains to  occupation,  and  age,  inasmuch  as  young  adults  are  in- 
clined to  the  acute  and  subacute  forms,  while  older  people 
suffer  with  the  chronic  form,  may  all  he  regarded  in  the  light 
of  predisposing  or  etiological  factors. 
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Symptoms. — Pain,  which  at  times  is  sbarp^  lancinating 
and  paroxysmal  or  again  deep-seated,  dull  and  constant,  is  the 
most  characteristic  symptom.  Changes  in  the  weather,  pressure 
and  over-uae  of  the  muscles  generally  accentuate  the  pain,  while 
the  paroxysms  also  show  a  tendency  to  aggravations  at  night. 
Fever  is  rarely  ohserved,  though  Leuhe  claims  the  discovery  of 
fever,  together  with  slight  cardiac  murmurs,  in  about  one-third 
of  hie  cases.  Rheumatic  nodules  may  often  be  found  in  the 
larger  muscles.  The  duration  is  short,  though  exacerbations  or 
recurrences  may  take  place  when  occupation  and  other  predis- 
positions favor  its  return. 

Lumbago,  or  myalgia  of  the  lumbar  muscles,  is  a  frequent 
form  which  the  disease  assumes.  This  is  characterized  by  sud- 
den onset  and  pain  which  is  excited  by  stooping  or  a  quick 
change  of  position  which  causes  the  muscles  to  contract.  Pleu- 
rodynia is  a  term  which  is  used  when  the  intercostals,  pectorals 
and  serratus  magnus  are  affected.  Pain  is  then  excited  in  case 
of  sudden  thoracic  movement,  or  by  the  act  of  sneezing  and 
coughing.  Torticollis  is  a  painful  involvement  of  one  or  all  of 
the  neck  muscles  of  one  side,  the  head  being  drawn  firmly  or 
spasmodically  to  that  side,  thus  relaxing  the  affected  muscles. 
Cephalodynia  is  a  general  or  local  involvement  of  the  head  or 
scalp  miiBcles,  pain  being  felt  when  these  are  contracted  or  the 
scalp  ia  touched.  Other  terms  are  employed  when  special  mus- 
cles are  affected. 

Dlatnoala. — The  etiology,  the  pain  which  ia  always  in- 
creased by  contraction  of  the  involved  muscles,  together  with 
occasional  slight  fever,  are  the  guiding  diagnostic  features. 
Neuralgia  is  differentiated  by  its  painful  points  in  comparison 
to  the  relief  which  is  sometimes  afforded  in  myalgia  by  pressure. 
Dermato-myositis,  in  addition  to  the  presence  of  pain  and 
swelling  of  the  muBcles,  displays  a  redness  and  hyperesthesia 
of  the  skin. 

Protnosls. — The  prognosis  is  invariably  good,  a  fatal  re- 
sult rarely  following,  though  a  patient  may  suffer  from  many 
recurrences. 

Treatment. — If  the  disease  js  due  to  a  previous  acute  at- 
tack of  inflammatory  rheumatism,  as  is  frequently  the  case, 
the  general  treatment  should  conform  to  that  which  has  been 
outlined  under  that  subject.  External  applications  of  heat 
and  muscle  rest,  obtained  by  complete  immobilization  of  the 
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inflamed  parts  are  the  first  essentiale  of  treatment.  Hot  fomen* 
tationB,  stimulating  liniments,  massage  and  sometimes  elec- 
tricity give  both  temporary  and  permanent  relief.  Dry  heat 
obtained  by  modern  appliances  or  by  the  application  of  hot 
water  bags  are  valuable  expedients  and  usually  furnish  good 
results.  Camphorated  oil  or  other  oil  rubbed  into  the  affected 
part  and  then  ironed  in  with  a  hot  flatiron,  the  parts  being  well 
protected,  is  also  eflicacious.  Covering  of  the  affected  muscles 
with  warm  flannels  or  the  application  of  cotton  held  in  place 
by  a  roller  bandage,  are  measures  which  may  also  be  considered. 
Counter-irritants,  such  ae  blisters,  acupuncture  and  such  severe 
agents  which  distract  the  patient  are  not  now  so  generally  used 
though  they  are  of  service  in  some  caaes. 

The  inienuil  remedies  must  be  selected  according  to  their 
symptomatic  suggestions  though  many  features  of  specific  im- 
portance should  be  considered.  Any  predisposing  disease 
should  receive  attention.  The  general  health  of  the  patient 
should  be  improved  and  elimination  should  be  encouraged  in 
both  acute  and  chronic  rheumatism.  The  salicylate  of  sodlura 
(grs.  10-16  q.  d.)  or  potassium  acetate  in  the  same  dosage 
will  help  any  indicated  remedy  which  may  be  demanded.  The 
diet  also  requires  strict  attention  and  if  there  is  any  sign  of 
fever,  the  food  should  be  entirely  of  a  light  nutritious  character. 
In  case  fever  is  absent,  the  patient  should  be  well  nourished, 
but  the  diet  should  not  be  too  heavy.  A  vegetable  diet  is  usu- 
ally best,  though  a  fair  amount  of  fish  and  fowl  may  be  per- 
mitted. The  patient  should  be  instructed  to  drink  an  abun- 
dance of  water  and,  to  attain  the  result  desired,  it  should  be 
prescribed  at  specific  times  during  the  day.  Palliation  may  be 
attained  by  the  hypodermatic  or  internal  use  of  morphin  (gr. 
1/8  to  1/4)  or  codein  and  some  of  the  coal  tar  preparations, 
in  small  doses,  may  be  tolerated  if  there  is  no  cardiac  trouble. 

The  indicated  remedy  will  be  of  most  8er\'ice  and  this  is 
found  only  by  a  painstaking  study  of  the  case.  Bryonia  is  nat- 
urally thought  of  first  as  it  refers  to  that  stitching  and  tearing 
pain  which  is  aggravated  by  motion.  It  refers  also  to  a  redness 
of  the  joints  and  some  swelling  of  the  feet,  while  there  is  often 
an  underlying  digestive  disturbance  characterized  by  the  well 
known  symptoms  of  bryonia.  Sangvinaria  may  be  compared 
in  many  respects  with  bryonia,  but  it  pertains  more  particu- 
larly to  the  pains  of  the  head,  neck   and  shoulders,  motion 
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always  caoBiDg  aggravation.  Mezereum  is  frequently  of  value 
when  the  pain  is  in  the  neck  or  back  or  when  it  is  deep-aeated, 
the  patient  being  extremely  aeneitive  to  the  slightest  touch. 
Any  prolonged  deepseated  pain  should  suggest  a  specific  cause, 
and  thus  kali  hydriodieum  and  viercurius  are  always  to  be  kept 
in  mind.  Pulsatilla  meets  many  of  the  rheumatic  symptoms 
when  the  pain  is  tense  and  shows  a  tendency  to  migrate  from 
one  joint  to  another  or  from  one  muscle  to  another.  I 
have  obtained  good  results  from  the  use  of  the  tincture. 
Rhus  tox  refers  to  toxic  influence  which  has  not  been 
fully  overcome.  Swelling  of  the  joint,  pains  in  the  ten- 
dons and  deep  fascia,  the  stiffness  of  the  limbs  -  and  the 
radiation  of  the  pain  along  a  nerve  are  characteristic  symptoms 
of  this  remedy.  It  is  especially  valuable  in  lumbago.  Ledum 
is  a  useful  remedy  when  the  pains  attend  a  gouty  condition  and 
affect  the  smaller  joints.  Golchicum  is  always  a  standard  agent 
either  in  acute  or  chronic  rheiimatic  conditions  and  the  symp- 
toms of  this  remedy  may  be  compared  with  those  of  camphor, 
cocculus,  colocynth,  ranunculus  and  nux  vomica.  Phytolacca, 
cimieifuga,  dulcamara,  rhododendron  and  aurum  muriaticum 
are  also  frequently  indicated  remedies. 


ACUTE  MULTIPLE  MYOSITIS. 

This  disease  has  also  been  defined  as  an  infectious  myositis 
or  an  acute  poliomyositis.  It  is  characterized  as  a  primary 
acute  or  subacute  inflammation  of  the  voluntary  muscles  due 
to  some  unknown  microHsrganism.  The  inflammation  invades 
the  muscular  fibers  and  to  a  certain  extent  the  interstitial  con- 
nective-tissue. Following  the  initial  hyperemia  there  is  an 
exudation  of  leukocytes  and  later  the  muscles  become  firm  and 
fragile  only  to  undergo  a  fatty  degeneration  after  a  time. 
Serous  infiltration  may  take  place  later.  The  etiological  fac- 
tors and  the  predisposing  influences  are  alike  unknown. 

Symptoms. — Prodromal  symptoms  such  as  headache,  ery- 
thema, urticaria,  herpes  and  splenic  enlargement  are  frequently 
observed.  Fever  of  moderate  intensity  is  generally  present  and 
the  pulse  is  proportionately  accelerated.  The  local  symptoms 
are  characterized  by  painful  sensations  in  the  extremities  and 
in  the  trunk  which  impair  the  normal  functions.  Pain  is 
always  experienced  on    pressure   over  the    insertions  of    the 
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niUBcIea  and  there  is  some  edema  of  the  skin  accompanied  by 
tranaitory  redness.  The  joints  may  also  partake  of  the  in- 
flammatory invasion.  In  advanced  stages  the  muscles  of  the 
pharynx  and  respiration  may  become  involved,  giving  rise  to 
dysphagia  and  respiratory  embarrassment.  Atrophy  of  the 
muscles  may  follow  the  inflammation  and  edema. 

Diagnosis  and  Projlnoais. — The  disease  is  not  easily  recog- 
nized by  the  clinical  picture  just  described.  Trickiniasis  pre- 
sents a  similar  symptomatology,  and  is  differentiated  only  by 
microscopic  examination  of  a  section  of  muscle.  Multiple 
neuritis  is  attended  by  more  pain,  joint  weakness,  and  no 
swelling  or  edema.  Myositis  may  pursue  a  rapid  course  and* 
terminate  in  two  or  three  months  or  assume  a  chronic  (Aar- 
acter  and  last  for  a  long  time. 

Protreasive  Oasifylnt  Mroaitis. — This  is  a  rare  disease, 
characterized  by  progressive  calcification  of  one  or  more  groups 
of  muscles.  It  begins  about  puberty,  affects  males  more  often 
than  females,  and  extends  over  years  in  its  course.  At  first 
there  is  a  low-grade  inflammation  which  results  in  the  deposi- 
tion of  calcareous  plates  of  bonj-  hardness  in  the  muscles.  Par- 
tial OT  complete  ankylosis  of  the  joints  finally  ensues.  No  case 
has  ever  been  cured. 


CHRONIC  ARTICULAR  RHEUMATISM. 

The  chronic  rheumatic  conditions  are  characterized  by  a 
slowly  developing  arthritic  disturbance  which  usually  follows 
an  acute  or  subacute  attack  of  rheumatic  fever.  The  aged  are 
particularly  jircdisposed  to  this  form  of  the  disease  and,  to  a 
certain  extent,  it  is  induced  by  occupation  and  exposure. 

Pathology. — The  joints  show  slight  synovial  intlammation 
and  effusion  with  articular  and  periarticular  thickening  suffi- 
cient to  cause  stiffness  and  some  joint  deformity.  There  may 
also  be  slight  cartilaginous  erosion  while  muscular  atrophy 
may  follow  in  cases  of  long  standing. 

Symptoms. — Pain  is  usually  the  most  prominent  symptom 
and  it  is  aggravated  during  sudden  changes  in  the  weather  or 
following  excessive  use  of  the  limbs.  The  joints  may  be  slightly 
red  and  swollen,  while  tenderness  and  immobility  are  occasional 
symptoms.  In  many  instances  tliere  may  be  a  complete  absence 
of  joint  changes.     When  the  local  symptoms  are  pronounced 
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it  IB  possible  sometimes  to  elicit  slight  crepitation  by  manipu- 
lation. These  cases  usually  develop  more  or  less  ankylosis  in 
the  course  of  the  disease.  The  pain  and  stiffness  is  worse  dur- 
ing the  morning  hours,  but  usually  wears  off  later  tn  the  day 
after  a  certain  amount  of  exercise.  Exacerbations  and  remi»- 
iiona  are  characteristic  phases  of  the  local  symptoms.  Gonsii- 
tulioruU  Bympioms,  which  are  dependent  upon  the  chronic 
rheumatism,  are  rarely  present.  A  marked  general  debility 
is  usually  incident  to  the  disease  and  a  certain  degree  of  anemia 
may  be  present.  Sneh  patients  usually  suffer  from  neuras- 
thenia and  dyspepsia  while  chronic  endocarditis  is  frequently 
a  complication. 

ProCnosls. — A  fatal  result  is  not  to  be  expected  in  these 
cases,  though,  appearing -so  frequently  in  advanced  life,  the 
disease  may  be  a  factor  which  favors  a  fatal  intercurrent  dis- 
ease. A  cure  is  rarely  accomplished,  though  it  is  possible  to 
palliate  and,  therefore,  afford  a  more  comfortable  prolongation 
of  life. 

TrsalmeDt. — The  local  treatment  will  include  joint  pro- 
tection and  warmth  by  coverings  of  ffannel  and  cotton  and 
much  relief  is  also  obtained  by  the  hot  air  treatment  by  special 
apparatus.  Wet  boracic  acid  dressings,  well  covered  by  oiled-' 
silk  and  a  bandage,  is  probably  the  best  local  treatment  when 
there  is  any  indanunatory  excitement  of  the  parts.  The  tbenno- 
cauteiy  has  been  employed  in  some  cases  and,  in  joint  effusion, 
it  is  advisable  to  remove  the  fluid  by  aspiration.  Massage  and 
osteopathic  manipulations  are  without  doubt  serviceable  in{ 
many  cases  and  particiilarly  when  muscular  atrophy  has  de- 
veloped. Electricity,  both  static  and  galvanic,  will  be  of  service 
in  many  cases  of  long  standing  and  any  tendency  toward  paral- 
ysis will  surely  surest  it.  Painting  the  parts  with  iodin  and 
the  use  of  stimulating  liniments,  gives  relief  in  many  instances, 
Sydrotkerapy  is  ot  much  importance  and  it  is  generally  best 
to  send  a  patient  to  some  of  the  springs  where  hot  baths  may 
be  given  and  a  good  alkaline  water  can  be  obtained.  The  Hot 
Springs  of  Arkansas  and  Virginia  are  very  good  places  for  this 
treatment  and  many  of  the  sanitaria  are  supplied  with  facilities 
for  giving  massage,  baths,  electric  light  baths  and  other  forms 
of  treatment. 

The  diet  is  a  matter  of  much  importance,  for  these  patients 
need  a  thorough  building  up  by  increasing  the  nourishment 
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and  favoring  free  elimination.  Milk,  eggs,  meats  and  fari- 
naceous foods  should  be  given  in  abundance.  In  many  in- 
stances it  may  be  advisable  to  encourage  the  appetite  by  the 
regular  use  of  a  good  wine.  So  far  as  possible  it  is  best  to  have 
the  patient  take  a  sufficient  amount  of  exercise,  lest  with  the 
increase  of  food,  a  gouty  tendency  be  established.  Intenuil 
medicine  will  be  demanded  according  to  indications,  iron, 
arsenic,  strychnia,  the  iodide  and  tonics  are  to  be  thought  of. 


WEIL'S  DISEASE. 


Weil's  disease,  or  acute  febrile  jaundice,  should  be  classed 
under  the  infectious  rather  than  the  hepatic  diseases,  as  it  is 
probably  of  specific  origin.  It  is  characterized  by  jaundice, 
remittent  fever  and  muscular  pains.  The  special  organism 
is  not  positively  known,  though  Jaeger  claims  it  is  due  to  the 
bacillus  proteus  f/uorescens.  It  is  more  common  in  male  adults 
between  twenty  and  forty,  the  majority  of  cases  occurring  dur- 
ing the  summer  months.  Butchers  and  brewers  are  said  to 
be  particularly  predisposed. 

Symptoms. — The  disease  develops  suddenly  with  fever  and 
usually  chills,  headache,  vomiting,  sometimes  diarrhea  and  pro- 
nounced weakness.  'Muscular  painx,  increased  by  pressure, 
soon  develop,  while  the  temperature  rapidly  rises  to  lOS"  or 
105°  F.  This  remains  high,  with  slight  morning  remissions, 
for  three  to  six  days,  and  the  pulse  is  correspondingly  accel- 
erated. Nervous  symptoms,  with  supervening  delirium  and 
somnolence,  may  appear,  while  jaundice  of  varying  intensity 
may  be  observed  any  time  between  the  third  and  sixth  day, 
the  stools  often  being  clay-colored.  With  these  symptoms  he- 
patic and  splenic  enlargement  are  evidenced  and  nephritis  is 
not  uncommon.  Hemorrhage  may  take  place  into  the  skin 
or  from  mucous  membranes,  while  blood  may  appear  in  the 
vomit,  sputum,  urine  and  stools.  Erythematous,  herpetic  and 
roseolar  exanthemata  are  occasionally  noticed.  The  fever  re- 
mits during  the  course  of  the  disease,  which  usually  terminates 
by  lysis  in  ten  to  fourteen  days  and  convalescence  begins.  The 
muscles  may  remain  sensitive  and  stifE  for  some  time.  In 
fatal  cases  the  nervous  symptoms  and  the  hemorrhages  are  ex- 
aggerated and  death  may  take  place  with  coma.  Autopsy  in 
these  cases  has  revealed  "a  parenchymatous  degeneration  and 
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cellnlar  infiltration  of  the  liver  and  kidneys,  enlai^ment  of 
the  Bpleeii  and  hemorrhages  in  various  organs." 

Diafoosls  and  PtoCqobIb. — The  diagnosis  rests  upon  the 
aontfl  onset  with  ieveT,  pains  in  the  muscles,  nephritis,  and 
icterus.  It  is  distingnished  from  relapsing  fever  by  the  absence 
of  the  spirilli  in  the  blood.  The  prognosis  as  to  life  and  re- 
covery is  fairly  good,  though  a  fatal  end  may  be  feared  when 
the  nervons  symptoms  -are  severe.  The  treatment  is  purely 
symptomatic  and  the  remedies  which  are  usually  indicated 
have  been  mentioned  under  the  diseases  of  the  liver. 


PEBKICULA. 


Febricula  or  ephemeral  fever  is  a  simple  continued  fever 
which  is  of  short  duration  and  depends  upon  a  variety  of 
causes.  It  is  characterized  by  a  febrile  attack  which  lasts 
only  twenty-four  hours  or  at  the  longest  three  or  four  days. 
It  most  frequently  arises  from  digestive  perversionB  due  to 
the  ingestion  of  improper  food.  It  is  frequently  regarded  as^ 
a  gastric  fever  in  children.  Exposure,  attendant  diseases  like 
tonsillitis  and  bronchitis,  the  action  of  putrid  or  decomposing 
foods  and  the  inhalation  of  toxic  gases  may  also  be  considered 
as  etiological  factors.  The  toxic  products  of  such  infectious 
diseases  as  rheumatism  op  malaria  may  also  predispose  to  its 
development. 

Symptoms.— Ferer  is  the  first  noticed  symptom  and  this 
has  a  sudden  onset  when  it  is  ephemeral  in  character,  while  in 
other  instances  it  may  develop  slowly.  A  chill  or  convulsions 
in  children  often  attends  a  sudden  rise  of  temperature.  The 
fever  is  rarely  higher  than  i02°-103''  F.  and  terminates  by 
crisis  unless  it  assames  a  subacute  form.  A  frequent  pulse, 
headache,  nausea,  loss  of  appetite,  restlessness  and  lassitude  are 
attending  symptoms.  The  nervous  symptoms  may  be  pro- 
nounced and  delirium  may  exist  for  a  short  time.  The  dis- 
ease may  assume  several  types,  the  cerebral,  gastric  or  gastro- 
intestinal, which  are  characterized  by  the  predominance  of 
symptoms  which  point  to  a  disturbance  of  these  parts. 

Dla^osts  and  Pra^ssia.— The  diagnosis  is  usually  made 
by  eliminating  other  probable  diseases  such  as  the  acute  exan- 
themata, tonsillitis  pneumonia  and  meningitis.    Typhoid  is  fre- 
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qasntly  snspicioned  and  this  is  only  settled  by  a  prolonged 
obBerration  and  the  later  finding  of  the  sero-reaction.  In  a 
majority  of  instances  the  fever  subsides  in  a  few  days.  Other 
differentiations  are  made  in  the  early  stages  only  by  a  pftina- 
taking  study  of  the  symptoms  and  the  physical  findings.  The 
prognosis  is  invariably  favorable, 

Traatmeat. — These  fevers  usually  respond  to  a  carefnl  lim- 
itation of  the  diet,  free  elimination,  rest  in  bed  and  freedom 
from  excitement.  Hydrotherapy,  and  a  mild  laxative  may 
decidedly  shorten  the  attack.  An  intestinal  antiseptic — ^par- 
ticularly the  Bulphocarbolates — is  of  unusual  value.  The  pa- 
tient should  always  be  isolated  for  a  few  days  until  we  are 
assured  that  it  is  not  a  contagious  disease.  Such  remedies  as 
Mfmite,  belladonna,  chamomilla,  eupatorium  perfoliatnm  and 
baptisia  are  usually  the  only  medicinal  requirements  for  the 
fever.  When  gastro-intestinal  disturbances  are  evident  aside 
from  the  food  limitations  such  remedies  aa  arsenicum,  bryonia, 
ignatia,  ipecac,  iris  versicolor,  chelidonium,  china  and  cuprum 
arsenicum,  nux,  antimonivm  crud.,  and  pulsatilla  may  be  de- 
•  manded.  When  the  nervous  symptoms  are  marked  moschus, 
cimicifuga,  sumbul,  valerian  and  kali  phos.  may  be  indicated. 


MILK  SICKNESS. 

This  is  a  peculiar  infectious  disease  which  afflicts  both 
man  and  animals.  In  the  latter  it  is  known  as  "trembles." 
It  prevailed  extensively  in  the  early  settlement  of  orar  west- 
em  frontier  and  it  has  always  been  traced  to  the  eating  of 
the  flesh  and  drinking  of  the  milk  of  diseased  animals.  It 
is  now  almost  an  extinct  disease  as  it  evidently  disappears  with 
the  advance  of  civilization.  The  etiology  and  pathology  are 
not  fully  understood.  It  is  supposed  that  the  poison  is  derived 
from  the  soil  and  Phillips  claims  to  have  discovered  a  spirillum 
in  the  blood.  "When  a  cow  is  very  ill,  food  is  refused,  the 
eyes  are  injected,  the  animal  staggers,  the  entire  muBcular 
system  trembles  and  death  occurs  in  convulsions  sometimes  with 
great  suddenness."     (Osier.) 

Symptoms.— In  man  the  symptoms  appear  after  a  short  i»- 
cubation  period  in  which  restlessness  and  general  distress  are 
followed  by  gastric  pains,  nausea  and  vomiting,  fever  and  in- 
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tense  thirst.  The  breath  emits  a  peculiar  odor  and  osbtinate 
constipation  usually  exists.  The  tongue  is  swollen  and  tremu- 
lous, while  the  nervous  symptoms  are  marked  by  an  extreme 
restlessness  which  may  merge  into  mental  dulness  simulating 
that  of  typhoid  or  a  state  of  coma  and  convulsions  may  ensue. 
In  some  cases  the  temperature  is  elevated  while  in  others  it  may 
be  subnormal.  The  duration  of  the  disease  is  variable.  It 
may  continue  for  a  week  or  ten  days,  or  in  the  distinctly  acute 
form,  death  may  occur  inside  of  three  days.  The  prognosis, 
in  many  instances,  is  favorable,  though  death  due  to  asthenia 
may  suddenly  take  place.  Osier  states  that  an  ounce  of  butter 
or  cheese,  or  four  ounces  of  the  diseased  beef,  given  three  times 
a  day,  will  kill  a  dog  within  six  days. 

TrealiDMit.— Aside  from  the  symptomatic  treatment  the 
profession  knows  but  little  regarding  the  management  of  this 
disease.  The  diet  should  be  limited  and  stimulants  should  be 
administered  and  free  elimination  is  to  be  encouraged.  Pro- 
phylaxis should  consider  a  careful  exclusion  of  the  milk  and 
fiesh  of  affected  animals. 


MILIARY  DISEASE. 

This,  known  also  as  sweating  sickness,  is  an  infectious 
disease  of  rare  occurrence,  which  is  characterized  by  copious 
perspiration  and  a  vesicufaT  or  miliary  eruption.  It  has  pre- 
vailed epidemically  in  many  foreign  countries,  but  has  not 
been  commonly  observed  in  America.  The  exciting  cause  is 
unknown  and  the  pathology  is  not  fully  understood.  It  is  sup- 
posed to  occur  most  frequently  in  the  spring  and  summer 
months  and  those  of  late  adult  life  are  more  often  affected. 
Symptoms.— A  fever  with  "copious  and  persistent  sweats," 
is  a  prominent  symptom.  On  the  tbird  or  fourth  day  an 
eruption  attends  the  sweating  and  this  is  characterized  by  its 
miliary  vesicles.  These  burst  and  within  a  day  or  two  a  acaly 
desquamation  succeeds  the  eruption.  Gastric  disturbances  are 
prominent  and,  in  severe  cases,  grave  delirium  may  intervene, 
ffemorrftages  may  occur  and  give  rise  to  a  fatal  collapse. 

The  prognosis  is  not  fully  settled,  the  disease  being  so 
rare  that  there  has  been  slight  opportunity  to  study  the  path- 
ol<^  and  symptomatology.  In  its  epidemic  occurrence  the 
fatalities  have  amounted  to  about  ten  per  cent.  Serious  re- 
lapses have  been  known  to  occur. 
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Treatment.— Qutmn  and  atropin  are  the  only  two  special 
remedies  which  have  so  far  been  recommended.  It  would  seem 
probable  that  such  homeopathic  remedies  aa  eupaiorium,  bellor 
donna,  veratrum  alb.,  rkus  iox,  airopin,  camphor  and  agaridn 
would  naturally  be  indicated. 


FOOT  AND  HOUTH  DISEASE. 

This  is  an  acute  infection  of  cattle,  sheep  and  pigs  which 
spreads  with  great  rapidity.  The  micro-organism  has  not  yet 
been  discovered.  In  animals,  after  a  short  incubation  period, 
the  fever  develops  accompanied  by  swelling  of  the  oral  mucosa 
on  which  small  vesicles  soon  form.  These  contain  a  clear  fluid 
and  soon  rupture,  forming  small  ulcers.  Ptyalism  ia  pro- 
nounced and  general  asthenia  is  marked.  The  furrows  of 
the  animal's  feet  and  the  udders  may  be  similarly  affected, 
while  the  milk  becomes  yellow-white  in  color  and  has  a  bitter 
nauseating  taste.  It  is  from  these  epidemics  among  cattle  that 
the  disease  is  conveyed  to  man  by  the  milk  of  the  animal,  it 
being  generally  characterized  as  an  epidemic  stomatitis,  or 
aphthous  fever.  It  ie  possible  that  the  disease  may  also  be 
communicated  by  the  butter  and  cheese  made  from  the  infected 
animal.  Boiling  of  the  milk  destroys  the  virus.  The  disease 
is  rarely  conveyed  by  inoculations  obtained  by  milting,  but 
the  flesh  of  the  animal  apparently  does  not  cause  the  infection. 

SymploniB.— There  is  a  short  incubation  period,  lasting 
only  two  to  five  days.  A  rigor  or  slight  chill  may  precede  the 
fever  which  is  not  high.  The  vesicles  and  aphthous  condition 
are  soon  recognized  on  the  predisposed  parts,  the  mouth  being 
generally  very  hot,  red  and  swollen,  while  salivation  is  often 
marked.  The  integument,  in  rare  instances,  suffers  from  a 
miliary  eruption  which  may  advance  to  the  pustular  stage. 
Hemorrhages  are  exceptional  but  serious  symptoms. 

Dia^oais.— The  prevalence  of  an  epidemic  will  direct  at- 
tention to  the  typical  symptoms,  as  otherwise  the  miliary  erup- 
tion would  suggest  other  eruptive  diseases.  Th6  prognosis  is 
usually  favorable,  unless  there  should  be  rare  complications. 
The  treatment  will  pertain  to  the  use  of  indicated  remedies 
which  have  been  mentioned  under  the  subject  of  Aphthous 
Stomatitis.  Prophylaxis  is  obtained  by  avoiding  the  use  of 
milk  from  suspicious  cattle. 
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OUNDULAB  FEVEB. 

Glandular  fever  is  a  term  used  to  define  an  infectious 
disease  of  children  which  is  characterized  b;  slight  redness 
of  the  throat,  high  fever  and  lymphadenitis  involving  especially 
the  anterior  cervical  groups.  The  anterior  cervical  lymphatics 
are  first  affected,  the  affection  starting  in  the  tonsils  or  phar- 
yngeal mucous  membrane.  The  glandular  enlargement  may 
spread  to  the  inguinal  and  the  axillary  glands.  No  special 
oauaative  micro-organism  has  yet  been  discovered.  The  disease 
usually  prevails  among  children  between  the  ages  of  one  and 
twelve  years,  epidemics  occasionally  taking  place. 

SymptomB. — After  an  incubation  period  of  four  to  six  days 
there  is  a  sudden  onset  which  is  characterized  by  pain  on  mov- 
ing the  head  and  slight  swelling  on  the  neck.  Nausea,  vomit- 
ing and  abdominal  pain  are  also  attending  symptoms.  The 
throat  is  sore,  the  tonsillar  and  pharyngeal  mucosae  are  injected, 
there  are  slight  nervous  symptoms  and  the  temperature  vacil- 
lates between  101°  and  103°,  The  glandular  enlargement  is 
noticed  first  on  one  side,  but  later  both  sides  are  affected. 
They  are  painful  to  the  touch,  but  there  is  only  slight  red- 
ness and  swelling,  though  deglutition  is  somewhat  painful. 
Should  the  bronchial  and  tracheal  glands  become  involved  a 
troublesome  cough  and  dyspnea  may  ensue.  Bronchitis,  hem- 
orrhagic nephritis  and  otitis  media  are  occasional  complications. 
Suppuration  of  the  glands  rarely  takes  place  and  the  swelling 
invariably  disappears  after  a  short  duration. 

Diatoosls  and  Protnosis. — It  will  be  necessary  to  differen- 
tiate the  swellings  of  glandular  fever  from  those  which  may 
attend  an  attack  of  influenza  or  tonsillitis. 

Treatneat. — A  clean  intestinal  tract  with  free  action  of 
skin  and  kidneys  will  help  to  cut  short  the  attack.  A  noiirishing 
but  easily  digested  diet  is  indicated.  Belladonna,  phytolaeca, 
mercurius  biniodid,  arsenicum  iodid,  haryta  iodid,  echinacea 
strychnia  ara.,  and  china  ara.,  will  be  of  great  service.  Cold 
or  hot  compresses  to  the  neck,  or  the  use  of  some  of  the  plastic 
dreeeings  will  also  add  to  the  patient's  comfort  and  aid  in  re- 
duction of  the  inflammation. 


.y  Google 


CONSTITUTIONAL  DISEASES. 


DIABETES   MELLITUS. 

This  disease  is  now  regarded  as  a  disorder  of  nutrition 
in  which  sugar  accumulates  in  the  blood  and  is  excreted  in 
the  urine.  It  is  clinically  associated  with  polyuria  and  pro- 
gressive loss  of  strength  and  flesh.  The  pathogenesis  of  the 
disease  is  still  undetermined  and  many  theories  as  to  its  cause 
have  been  deduced.  It  is,  however,  no  longer  considered  to  be 
a  renal  disease. 

The  most  plausible  theory  of  today  is  to  the  effect  that  it  is 
dependent  upon  some  organic  or  functional  disease  of  the 
pancreas  and  this  has  an  apparent  confirmation  in  the  fact 
that  extirpation  or  loss  of  function  of  this  gland  are  followed 
by  glycosuria.  It  is  claimed  that  the  pancreas,  or  rather  the 
cells  in  the  islands  of  Langerhans,  supply  an  internal  secretion 
which  contains  a  glycolytic  ferment.  This  ferment  is  similar 
to  that  in  the  blood  which  permits  the  assimilation  of  glycogen. 
When  organic  disease  or  functional  impairment  of  the  pancreas 
interrupts  this  secretion,  sugar  will  appear  in  the  urine,  Br. 
A.  C  Croftan  holds  that  the  origin  of  the  blood-ferment  is  in 
the  leukocytes  and  that  this,  with  the  pancreatic  ferment,  is 
identical  with  trypsin.  In  refutation  of  the  pancreatic  theory, 
we  are  obliged  to  admit,  plausible  as  this  may  appear  to  be, 
that  many  cases  of  diabetes  have  existed  in  which  no  pancreatic 
disorder  has  been  found  post  mortem.  It,  therefore,  leads  us 
to  infer  that  other  pathologic  factors  must  evidently  be  asso- 
ciated with  this  in  order  to  establish  a  clear  case  of  diabetes. 

Lesions  of  the  nervovs  system  have,  for  a  long  time,  been 
regarded  as  the  cause  of  this  disease.  This  deduction  was 
primarily  established  by  the  fact  that  irritation  of  the  floor  of 
the  fourth  ventricle  of  the  brain  produces  polyuria  and  in 
some  instances,  at  least,  glycosuria.  Tumors  and  abscesses  of 
the  brain  which  create  pressure  in  this  vicinity  have  likewise 
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given  rise  to  diabetes.  It  has  been  furthermore  discovered 
that  injuries  of  (he  spinal  cord  and  more  particularly  dieturb- 
anoes  of  the  sympathetic  nervous  system,  have  also  been  asso- 
ciated with  the  appearance  of  sugar  in  the  urine.  Some  stu- 
dents of  this  subject  have  even  gone  so  far  as  to  claim  that 
the  disease  is  due  entirely  to  the  perversion  of  the  sympathetica 
which  govern  the  vasomotor  function,  and  others  have  further 
claimed  that  it  is  a  disturbance  of  the  sympathetic  nerves  in 
the  vicinity  of  the  pancreas  which  alters  the  function  of  that 
organ  and  inhibits  the  action  of  the  glycolytic  ferment. 

Interference  with  the  glycogenic  function  of  the  liver  is 
also  considered  as  a  possible  cause  of  diabetes.  This  might 
naturally  arise  from  hepatic  diseases,  or  result  from  vasomotor 
stimulation  and  consequent  hepatic  congestion.  Section  of  the 
pneumogastric  is  followed  by  vasomotor  paralysis  in  which  gly- 
cogen disappears  from  the  liver  and  appears  in  the  urine. 
An  (UinieTitary  glycosuria  has  been  described  "as  the  result  of 
the  ingestion  of  more  carbohydrates  and  peptone  than  can  be 
stored  up  in  the  liver  as  glycogen,  bo  that  some  of  the  latter 
finds  its  way  into  the  hepatic  vessels  with  resulting  glycosnria." 
(Anders. ) 

The  relation  of  the  suprarenal  gland  to  glycosnria  has  been 
given  much  attention  of  late.  It  was  first  established  that 
glycosuria  might  be  caused  in  animals  by  the  subcutaneous 
injection  of  a  freshly  prepared  suprarenal  extract  even  when 
the  diet  was  free  from  carbohydrates.  Croftan  deduced  from 
this  the  theory  that  the  suprarenal  gland  containetl  a  substance 
which  either  caused  the  formation  of  sugar  or  inhibited  its  nor- 
mal destruction.  Herter  does  not  accept  this  conclusion,  but 
claims  that  diabetes  exists  when  there  is  an  interference  with  the 
normal  oxidation  in  the  cells  of  the  pancreas.  By  a  series  of 
experiments  with  subcutaneous  injections  of  adrenalin  cblorid 
he  formed  the  conclusion  that  a  deranged  suprarenal  function 
interfered  with  the  normal  pancreatic  function  and  thus  this 
suprarenal  perversion  was  one  factor  in  a  pancreatic  disturb- 
ance sufficient  to  create  diabetes.  In  line  with  this  reasoning 
it  may  be  truly  stated  that  any  other  influence  (whether  it  be 
organic,  functional,  traumatic  or  neurotic  in  character)  which 
directly  or  indirectly  perverts  the  normal  cell  activity  of  the 
pancreas  may  lead  to  diabetes. 

Many  other  theories  have  been  advanced,  but  none  as  yet 
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has  seemed  quite  as  tenable  as  those  pertaining  to  tbe  pan- 
creas. The  microbic  theory  has  not  yet  been  established,  though 
many  efforts  have  been  made  to  find  a  definite  micro-organism. 
Payy's  view,  aa  described  by  Anders,  Is  that  "the  carbohy- 
drates of  the  food  are  converted  into  fat  by  the  protoplaemic 
action  of  cells  in  the  intestinal  villi  and  enter  the  system  in 
the  same  way  as  do  fats  taken  as  such.  The  surplus  carbo- 
hydrates that  escape  the  action  of  the  cells  of  the  villi  are 
transmuted  into  glycogen  in  the  liver.  The  glycogen  stored 
in  the  liver  obviously  forma  fat  also,  since  this  organ  has 
some  fat-forming  function,  and  there  are  thus  two  barriers  pre- 
venting the  carbohydrate  matter  from  entering  into  the  blood 
and  if  either  is  deranged  hyperglycemia  with  the  consequent 
glycosuria  results,"  We  shall  probably  never  know  the  real 
cause  of  diabetes  until  we  understand  the  principles  of  pei^ 
verted  metabolism. 

EHoloiy. — In  considering  the  etiology  it  will  be  necessary 
to  give  some  thought  to  the  fact  that  diabetes  may  apparently 
exist  without  any  relation  to  other  diseases.  On  t^e  other 
hand  we  may  associate  it  directly  with  pancreatic,  hepatic, 
brain  or  spinal  cord  diseases.  Traumatism  is  also  a  prominent 
factor  in  its  development,  the  records  showing  a  preponder- 
ance of  cases  which  develop  soon  after  its  occurrence.  Hered- 
ity seems  to  have  a  decided  influence  as  it  may  frequently  be 
traced  back  in  the  family  history.  The  Hebrew  race  seems 
peculiarly  predisposed,  while  the  colored  race  is  apparently 
exempt.  Swedes  and  Italians  are  the  nationalities  which  also 
furnish  many  cases.  Males  evidently  suffer  more  frequently 
than  females,  though  statistics  are  unreliable  in  this  respect. 
Middle  or  advanced  life  is  the  age  at  which  it  prevails,  though 
it  may  exist  in  infancy.  Temperament  has  much  to  do  with 
its  development,  as  it  seems  to  occur  most  commonly  with 
those  of  marked  neurotic  tendencies.  Those  in  the  fashion- 
able class  who  are  neurasthenic  are  frequently  predisposed. 
Nervous  shock,  mental  strain  or  nerve  exhaustion  may  be  the 
inciting  influence.  Chronic  diseases  like  syphilis,  malaria, 
and  gout  have  been  counted  as  causes.  Obesity  without  doubt 
is  a  factor  to  be  considered,  aa  we  frequently  find  diabetes 
in  fat  men  of  sedentary  habits.  Pregnancy  is  many  times  re- 
garded as  a  cause,  and  diabetes  may  also  follow  the  infectious 
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Patholofy. — Tlie  morbid  auatomj  which  pertaim  to  dia- 
betes must  be  looked  for  in  the  organa  which  are  apparently 
concerned  in  ite  development.  The  liver,  which  haa  such  a 
definite  relation  to  the  glycogenic  function  of  the  body,  presents 
many  changes.  In  the  early  stages  of  the  disease  the  organ 
is  hyperemic,  the  acini  are  enlarged  and  the  capillaries  are 
dilated.  The  liver  cells  are  also  enlarged,  nucleated  and  some- 
what fused.  The  minute  changes,  according  tu  Kiiidileisch, 
are  more  marked  in  the  peripheral  zone  of  the  lobule  than 
in  that  of  the  portal  veinj  the  intermediate  zone  is  fatty  while 
the  central  part  is  quite  normal.  '  Hypertrophic  and  atrophic 
cirrhosis  may  both  be  found,  but  the  organic  hepatic  diseaaes 
are  not  usually  associated  with  diabetes. 

The  pancreas  geoerally  displays  marked  changes  and  these 
pertain  to  a  lesion  affecting  the  islands  of  Langerhans.  As 
the  cells  in  this  region  are  the  source  of  the  internal  pancreatic 
secretion  which  controls  the  glycolytic  ferment,  they  often  pre- 
sent some  evidence  of  d^;eneration.  The  kidneys,  thou^  not 
affected  primarily,  become  hyperemic  as  the  result  of  constant 
irritation  from  the  elimination  of  sugar  and  the  signs  of  a 
catarrhal  nephritis  may  be  observed.  In  exceptional  cases, 
as  the  disease  advance,  fatty  or  granular  changes  may  develop. 
The  lungs  may  become  involved  and  the  changes  incident  to 
bronchitis  and  pneumonia  may  be  present.  Tuberculous  cav- 
ities and  softening  are  not  uncommon,  causing  the  so-called 
diabetic  phthisis.  The  heart  is  not  often  involved,  though  in 
rare  instances  arteriosclerosis  with  hypertrophy  may  be  found. 

The  nervous  system  may  be  the  seat  of  many  perversions. 
The  brain  may  present  areas  of  congestion,  extravasation, 
sof t«ning  or  sclerosis,  while  a  tumor  near  the  floor  of  the  fourth 
ventricle  or  pressing  upon  the  vagus  and  other  cranial  nerves 
is  not  an  uncommon  pathologic  feature.  Variations  in  the 
normal  structure  of  the  posterior  part  of  the  spinal  cord,  and 
peripheral  neuritis  are  sometimes  noticed.  "Diabetic  tabes" 
is  a  condition  dependent  on  a  multiple  neuritis.  Enlargement 
and  sclerosis  of  the  sympathetic  ganglia  are  occasionally  dis- 
covered. The  stomach  and  intestines  may  present  marked  ca- 
tarrhal changes.  The  lower  unTiary  tract  may  be  irritated  by 
the  constant  passage  of  saccharine  urine  and  this  inflammation 
often  extends  to  the  external  genitals  causing  a  severe  pruritus. 
The  blood  shows  an  increased  percentage  of  sugar,  though  this 
has  no  apparent  relation  to  the  sugar  in  the  urine. 
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Symptoms.— The  disease  may  be  recognized  in  its  acute 
and  chronic  form,  though  the  symptomatology  varies  only  in 
the  rapidity  of  development.  The  acute  variety  is  of  rare 
occurrence  and  is  observed  most  frequently  in  young  patients, 
the  emaciation  appearing  early  and  to  a  marked  degree.  Dia- 
betes, however,  is  recognized  principally  in  its  chronic  mani- 
festations. It  is  possible  also  to  divide  the  cases  according 
to  the  lipogenic  or  dietetic  conditions,  in  which  we  observe 
the  glycosuria  of  fl»hy  {leople,  or  the  neurotic  cases,  which 
refer  to  the -^erveraions  of  the  nervous  system,  or  again,  that 
variety  of  cases  which  relate'  directly  to  a  pancreatic  disorder. 
As  the  symptomatology,  however,  is  essentially  the  same  in 
each  instance,  we  may  safely  give  the  salient  features  as  be- 
longing to  all  varieties. 

The  onset  of  the  disease,  in  the  typical  case,  is  gradual 
and  the  first  symptoms  which  cause  complaint  are  polyuria  and 
thirst.  The  amount  of  urine  may  vary  from  four  or  five  pints 
to  as  many  quarts.  The  specific  gravity  is  high,  and  sugar, 
varying  from  a  fraction  of  one  per  cent  to  five  or  ten  per 
cent,  may  be  detected  by  urinary  analysis.  These  two  fea- 
tures will  often  present  a  wide  disparity  since  the  urine  may 
sometimes  contain  sugar  and  still  have  a  low  specific  grav- 
ity. To  establish  the  true  diabetic  condition  the  presence  of 
sugar  in  the  urine  must  be  constant  and  persistent.  Sugar  will 
always  be  increased  in  its  elimination  after  a  meal  so  a  fair 
comparison  of  the  twenty-four  hour  urine  must  always  be 
made.  In  appearance  the  urine  is  usually  frotliy  on  account 
of  its  increased  density  and  decidedly  pale  in  color,  though 
it  may  become  cloudy  after  standing  for  a  while.  The  odor 
is  norma!  or  sometimes  sweet  in  fresh  urine,  but  in  the  later 
stages  it  takes  on  an  acetous  odor  from  the  presence  of  acetone 
and  di acetic  acid. 

Urea  is  generally  increased  as  the  result  of  tissue  destruc- 
tion or  possibly  from  an  excess  of  nitrogenous  food  in  the  diet. 
Uric  acid  is  normal  or  slightly  increased,  ammonia  is  often 
greatly  increased  and  the  same  is  true  of  phosphoric  acid,  lime 
and  creatinin.  Albumin  is  often  present,  but  does  not  neces- 
sarily indicate  the  coe.\istence  of  a  marked  nephritic  compli- 
cation. Acetone  diacetic  acid  and  ^-oxybutyric  acid  are  fre- 
quently found  in  diabetic  urine. 

Dryness  of  the  shin  and  itching  are  marked  symptoms  from 
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the  b^ficning.  Boils  and  carbuncles  are  of  frequent  occur- 
rence as  the  result  of  malnutritiou  and  infection.  Eczema, 
with  terrible  itching,  is  not  an  uncommon  feature  and  labial 
and  genital  pruritus  are  often  sources  of  great  disturbance. 
Gkngreue,  particularly  of  the  toes,  may  appear  and  is  often  due 
to  slight  traumatism.  In  conjunction  with  the  dryness  of  the 
skin  extreme  thirst  and  frequent  urination,  we  shall  inva- 
riably  discover  many  perversions  of  the  digestive  apparatus. 
The  appetite  is  abnormally  large  and  there  is  frequently  an 
insatiable  craving  for  carbohydrates.  Dyspeptic  symptoms  are 
therefore  common  and  constipation  may  be  exceedingly  trouble- 
some. The  tongue  is  dry,  rough  and  fissured;  the  saliva  is 
scanty  and  may  give  the  sugar  reaction.  The  teeth  are  inclined 
to  decay  early  and  aphthous  stomatitis  or  thrush  may  develop 
on  the  mucous  membrane  of  the  mouth-  The  breath  may  have 
a  peculiar  acetous  odor  due,  no  doubt,  to  the  acetone  and  dia- 
cetic  acid  in  the  blood.  The  liver  is  slightly  enlarged  though 
there  is  no  great  disturbance  of  the  biliary  function.  Hyper- 
trophic cirrhosis  may  develop  in  the  later  stages  of  the  disease 
when  an  aged  person  is  affected  and  with  this  there  may  be 
slight  ascites,  t<^ther  with  splenic  enlargement.  Icterus  is 
not  usually  a  marked  symptom  though  the  urine  contains  bile 
pigment. 

The  respiratory  symptoms  will  pertain  to  pneumonic, 
bronchial  and  tuberculous  conditions.  Phthisis  is  always  to  be 
feared  in  every  case  of  diabetes.  It  is  not  uncommon  to  de 
tect  a  troublesome  cough  among  the  earliest  symptoms.  The 
nervotts  symptoms  are  very  prominent.  Diahetic  coma  is  the 
symptom  of  speedy  termination  in  death.  It  occurs  more 
frequently  in  the  advanced  stages  of  diabetes  and  is  character- 
ized by  a  sudden  or  gradual  unconsciousness ;  convulsions  are 
rare,  the  eyes  are  half-opened,  the  pulse  is  feeble  and  fre- 
quent, the  inspirations  are  deep,  the  expirations  are  short,  and 
cyanosis  gradually  develops.  The  temperature  at  first  is  slightly 
elevated,  but  soon  it  becomes  subnormal  and  death  usually  in- 
tervenes in  twenty-four  to  forty-eight  hours.  Abortive  forms 
of  coma  may.^pear  during  the  earlier  stages  of  the  disease; 
these  may  end  in  apparent  improvement,  only  to  be  folloTved 
by  an  unexpected  attack  which  terniinatos  in  sudden  death. 
In  some  instances  it  is  brought  on  by  exhaustion,  over-exercise 
or  in   association   with   the   symptoms   of   intoxication.     The 
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cause  of  diabetic  coma  is  not  yet  known,  though  j8-oxybutyric 
acid  (or  its  derivative  acetone)  is  commonly  held  to  be  the 
exciting  cause. 

Peripheral  neuritis  is  occasionallj  a  complication;  it  is 
moat  frequently  defined  by  a  condition  of  "diabetic  tabes,"  in 
which  it  will  be  possible  to  detect  the  peculiar  ataxic  gait, 
lost  knee  reflexes  and  the  fulgurating  pains.  Other  symptoms 
of  neuritis,  eiich  as  trophic  disturbances,  in  which  there  may 
be  a  perforating  ulcer  of  the  foot  and  shedding  of  the  nails 
together  with  the  usual  paresthesia,  are  occasionally  observed. 
Irritability  and  hypochondriasis  are  common  mental  symp- 
toms. The  special  sense  disturbances  may  include  the  for- 
mation of  cataract  resulting  in  blindness.  Other  visual  defects 
such  as  myopia,  amblyopia  and  loss  of  accommodation  are  not 
infrequently  found.  Ophthalmoscopic  examination  may  reveal 
a  dilatation  of  the  retinal  vessels  with  hemorrhagic  and  in- 
flammatory developments  which  may  end  in  optic  atrophy. 
Impairment  of  bearing,  roaring  in  the  ears  and  perversions 
of  ta8t«  and  smell  are  also  symptoms  of  further  special  sense 
derangement.  Sexual  involvement  may  be  manifested  by  early 
impotence, 

Mvscular  symptoms  may  be  recognized  by  the  occurrence 
of  cramps  in  the  calves  of  the  legs,  with  marked  aggravations 
at  night  or  in  the  morning.  Similar  disturbances  of  the  ab- 
dominal muscles  may  be  determined  by  gastric  crises  in  which 
some  epigastric  pain  is  followed  by  vomiting  and  slight  fever. 
The  heart  is  liable  to  undergo  hypertrophy  with  secondary 
dilatation.  Atrophy  of  the  cardiac  muscle  or  fatty  infiltration, 
with  a  subsequent  dilatation  of  the  cavities,  are  more  common 
results  of  the  constantly  increasing  debility.  Feeble  heart 
action  is,  therefore,  always  to  be  feared  in  the  later  stages 
of  the  disease.  The  pulse  may,  for  a  time,  be  quite  noniml 
or  again  it  may  be  slow,  accelerated  or  arrythmic;  the  tension 
may  vary  in  accordance  with  the  attending  arteriosclerosis 
which  frequently  exists.  Dyspnea  with  syncope  may  be  looked 
for  at  any  time  under  these  pathologic  conditions.  The  i>ro- 
gressive  loss  of  flesh  and  strength  is  always  indicative  of  a 
fatal  termination. 

Diagnosis. — Thediagnosis  of  diabetes  should  not  be  a  dif- 
ficult matter  when  the  symptoms  just  outlined  are  carefully 
comprehended.     The  gradual  and  yet  persistent  loss  of  flesh 
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and  ■trengtli,  the  great  thirst,  and  dryness  of  the  skin,  the 
polyuria,  persistent  glycosuria  and  later  acetonuria,  the  inor- 
dinate appetite,  the  cutaneous  symptoma  and  the  other  com- 
plications mentioned  should  he  sufficient  evidence.  The  con- 
firmation obtained  by  urinalysis  will  absolutely  settle  the  diag- 
nosis. This  should  be  performed  by  those  who  are  able  to 
give  an  expert  opinion.  Casual  examinations  of  the  urine 
by  busy  practicians  are  often  misleading.  Such  tests  as  Fehl- 
ing'a,  Trommer's  and  Haines'  will  show  the  presence  of  even 
minute  quantities  of  sugar.  Quantitive  determination  will  be 
demanded  under  all  circumstancea  and  for  this  purpose  the 
fermentation  test  is  best.  In  this  the  specific  gravity  is  taken 
before  and  after  fermentation  and  the  difference  will  indicate 
the  number  of  grains  of  sugar  in  each  fluid  ounce  of  urine. 
If,  for  instance,  the  specific  gravity  before  fermentation  is 
1.045  and  after  fermentation  1.035,  the  amount  of  sugar  will 
be  ten  grains  to  the  fluid  ounce,  each  degree  of  loss  in  specific 
gravity  representing  one  grain  of  sugar  to  the  ounce  of  urine. 
The  percentage  of  sugar  may  be  determined  by  multiplying 
the  decimal  in  specific  gravity  by  0.33.  Legal's  teat  for  ace- 
tone, diacetic  acid  and  oxybntyric  acid  will  be  very  satisfactory, 

ProtfOOBls.^ — It  is  impossible  to  give  an  opinion  regarding 
the  outcome  of  Uiis  disease  which  will  apply  in  all  oases.  Age 
is  a  factor  for  consideration.  When  the  disease  appears  in 
the  young  it  generally  pursues  an  acute  and  unfavorable  course. 
In  every  case  we  should  be  guarded  in  our  prognosis  as  the 
depletion,  following  the  loss  of  sugar,  is  inclined  to  increase 
until  the  strength  ia  exhausted  and  the  heart  can  not  endure 
&e  strain.  In  subjects  past  middle  life  who  are  fleshy  and 
disposed  to  gout  the  disease  may  be  controlled  if  the  treatment 
is  prompt  and  thorough.  In  these  cases  the  patient  may  live 
many  years  if  the  proper  dietetic  regimen  is  instituted.  The 
tiiin,  nervoQS,  exhausted  and  overworked  patients  will  not  re- 
spond so  readily  to  treatment  and  in  such  casee  the  prognosis 
is  always  unfavorable.  Other  complications,  gangrene,  nephri- 
tis, phthisis  and  particularly  the  appearance  of  coma,  will  be 
indicative  of  an  unfavorable  termination. 

TreatneDl. — The  treatment  should  be  considered  under 
three  distinct  heads,  the  dietetic,  the  hygienic  and  the  medici- 
nal. On  general  principles  it  may  be  stated  that  the  diet 
dtould  be  BO  regulated  that  as  far  as  practical  all  foods  con- 
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taining  starch  or  sugar  will  be  excluded.  This  will  reduce 
the  diet  to  a  nitrogeBous  basis  with  an  ahsolnte  eliminatiou — 
if  that  is  always  possible — of  carbohydrates.  In  certain  cases 
departure  from  this  principle  is  often  necessary.  This  is 
discussed  in  a  succeeding  paragraph.  A  strict  antidiabetic 
dietaiy  includes  fresh  and  salted  meats  of  all  kinds  j  soups 
made  from  meat,  but  without  flour;  game,  oysters,  crabs,  lob- 
sters and  eggs  are  generally  allowed.  Qreen  vegetables  may 
be  used  freely  and  some  claim  that  cream,  curds,  milk  and 
buttermilk  may  be  prescribed  with  safety.  Sweet  milk  and 
cream,  however,  may  better  be  supplanted  by  buttermilk.  Fats 
are  generally  tolerated  and  fruits  or  nuts  may  be  used  with 
some  restriction,  but  when  the  ingestion  of  fats  increases  the 
amount  of  acetone  and  fatty  acids  iu  the  urine  it  should  be 
restricted.  TennS,  however,  says  that  fat  is  not  to  be  regarded 
as  the  source  of  oxybutyric  acid  as  many  cases  continue  for  a 
long  time  constuning  large  quantities  of  fat  without  the  ap- 
pearance of  these  acids  in  the  urine,  and  the  diabetic  coma  is 
liable  to  attack  those  individuals  who  have  lost  their  fat  rather 
than  those  who  are  obese.  Bread  must  be  avoided  unless  it 
is  strictly  of  the  glutenous  character.  The  following,  quoted 
from  the  Practical  Medicine  Series  for  1905  merits  serious 
consideration. 

"C.  von  Noorden  reported  to  the  meeting  of  Naturalists 
at  Carlsbad  in  1902  a  number  of  cases  in  which  the  excretion 
of  sugar  continued  upon  the  strict  antidiabetic  diet,  but  which 
were  sugar-free  when  they  received  a  large  amount  of  oat- 
meal along  with  some  vegetable  proteid  or  white  of  egg  and 
butter,  other  carbohydrates  and  meat  being  excluded.  With 
the  diminution  of  sugar  the  excretion  of  acetone  and  similar 
bodies  together  with  ammonia  was  markedly  reduced.  Upon 
return  to  the  ordinary  diet  great  caution  must  be  exercised 
lest  the  amount  of  the  acetone  bodies  rise  to  an  undesirable 
height.  The  author  uses  Knorr's  oatmeal  or  Hohenlohe's 
oat-flakes.  It  is  cooked  for  a  long  time  with  water  and  some 
salt;  during  the  cooking,  butter  and  a  vegetable  albiunin,  or 
after  cooking,  beaten  white  of  egg,  are  added.  The  ordinary 
daily  amount  is  250  gm.  of  oatmeal,  100  gm.  of  albumin  and 
300  gm.  of  butter.  The  soup  m&de  in  this  way  was  taken 
every  two  hours.  In  addition  some  cognac,  or  wine,  or  some 
black  strong  coffee,  was  frequently  given.     The  treatment  has 
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been  used  in  over  one  hundred  cases  with  varioua  results,  but 
in  most  cases  favorable  ones."  The  editor  then  adds  that  he 
"has  used  the  von  Noordon  'oatmeal'  treatment  in  several  cases, 
seven  of  these  over  a  considerable  period  of  time.  Of  the  seven, 
two  became  worse  with  the  diet  and  showed  marked  acidosis. 
Five  improved  very  much,  gaining  in  weight  and  vigor.  The 
Htigar  of  the  urine  diminished  or  disappeared,  as  did  acetone 
and  diacetic  acid.  The  patients  did  not  dislike  or  tire  of 
the  diet  uaitil  it  was  continued  for  two  or  more  weeks.  When 
used  for  two  weeks,  and  then  replaced  by  an  ordinary  diabetic 
diet  for  two  weeks,  there  was  leas  objection.  The  diet  is  espe- 
cially valuable  as  a  means  of  testing  the  digestive  and  sugar 
destroying  power  of  the  individual." 

Quoting  further  from  the  Practical  Medicine  Series : 
"There  appear  to  be  two  classes  of  diabetics:  One  class  bear 
the  deprivation  of  carbohydrates  badly,  but  when  they  are 
allowed  carbohydrates  of  any  kind  excrete  at  first  more  sugar 
than  before.  After  a  few  days,  however,  the  excretion  dimin- 
ishes and  in  spite  of  greatly  increased  ingestion  the  excretion 
may  continue  to  diminish  until  they  are  entirely  free  from 
sugar.  Th^e  may  be  completely  cured  unless,  as  too  often 
happens,  they  throw  caution  to  the  winds  and  indulge  so  freely 
as  to  bring  on  a  return  of  the  malady.  In  these  cases  it  does 
not  appear  to  matter  what  kind  or  kinds  of  carbohydrates  are 
used.  In  the  other  class  the  source  of  carbohydrate  appears 
to  be  of  importance,  and  although  the  patients  do  badly  upon 
a  diet  deprived  of  carbohydrates  altogether  and  also  upon  one 
consisting  of  a  mixture  of  carbohydrates,  they  do  well  when 
put  upon  a  single  food  containing  carbohydrates.  In  this  case 
it  is  not  sufficient  that  the  carbohydrates  should  be  chemically 
identical,  but  the  exact  botannical  source  appears  to  decide 
whether  it  will  be  well  borne  or  not.  If  oatmeal  is  mixed 
with  wheat  bread  the  results  are  either  unfavorable  or  lacking 
altogether,  although  both  contain  the  same  kind  of  carbohydrate, 
viz.,  starch.  If  a  patient  has  shown  himself  to  tolerate  250  gm. 
of  oatmeal  it  can  not  be  concluded  that  he  will  bear  250  gm. 
of  wheatbread ;  on  the  contrary,  experience  shows  that  he  will 
frequently  excrete  sugar  as  soon  as  the  wheat  bread  is  sub- 
stituted for  the  oatmeal,  and  this  goes  on  in  increasing  amounts 
from  day  to  day.  It  is  possible  that  there  are  differences  in 
the  starch  derived  from  different  grains  so  that  one  can  not 
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replace  the  other,  or  it  may  be  that  other  constituents  of  the 
different  grains  cause  a  different  reaction  to  the  starch." 

Beverages  like  tea  and  coffee,  without  sugar,  may  be  per- 
mitted with  careful  restriction  as  to  amount  Sweet  winee 
and  malt  liquors  must  be  avoided  and,  in  my  opinion  no 
alcoholic  drinks  should  be  allowed ;  some  writers,  however, 
recommend  the  moderate  use  of  alcohol  which  helps  the  pa- 
tient to  eat  fat  more  easily,  and  it  is  itself  a  food  because  it  is 
burned  up  in  the  system.  Water  is  the  beat  beverage  and  this 
should  be  used  freely.  Many  special  springs  have  been  com- 
mended for  their  curative  waters  in  this  respect,  but  pure 
spring  water  of  any  kind  will  often  suffice.  Vichy,  Seltzer, 
Appolinaris,  Allouez,  Waukesha,  and  many  of  the  lithia  waters 
are  serviceable  in  this  respect.  In  following  the  dietetic  prin- 
ciples it  will  be  well  to  refer  to  many  of  the  modem  diet  lists 
found  in  the  accepted  text-books.  Under  all  circumstances 
it  is  wise  to  give  the  patient  a  list  of  foods  which  may  be  ad- 
hered to,  with  special  enumeration  of  those  which  must  be 
avoided. 

Under  the  hygienic  considerations  we  must  look  to  the 
care  of  the  body  and  all  its  functions  so  as  to  institute  a  normal 
condition  so  far  as  possible.  Bathing  is  of  paramount  impor- 
tance and,  for  those  who  can  endure  it,  a  cold  bath  or  sponge 
should  be  resorted  to  daily.  The  body  should  be  protected  by 
a  sufficient  amount  of  clothing,  though  it  is  not  necessary  to 
overburden  a  patient  in  this  respect.  Some  need  flannels  to 
insure  a  proper  amount  of  body  heat,  while  to  others  excessive 
clothing  is  only  a  source  of  discomfort.  Hygienic  care  neces- 
sarily includes  moderate  and  regular  physical  exercise  suffi- 
cient to  establish  a  perfect  circulation  and  at  the  same  time  to 
aid  metabolism.  Ventilation  of  the  living  and  sleeping  apart- 
ments will  also  require  careful  attention.  Mental  excitement, 
worry  and  nervous  exhaustion  must  be  obviated.  Rest  will 
demand  equal  attention  with  exercise  in  every  case.  Climatic 
change  is  often  essential,  the  equable  and  temperate  climate 
being  most  favorable  to  recovery. 

The  mediciTial  ireaimeni  has  not  as  yet  attained  satisfac- 
tory results,  though  it  seems  unnatural  not  to  hope  for  help  in 
this  respect.  While  I  am  unable  to  give  positive  assurance  as  to 
the  value  of  internal  remedies  in  this  disease,  I  am  equally 
confident  of  their  adjuvant  if  not  specific  value.    In  the  early 
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medicinal  treatment  much  confidence  was  placed  in  opium 
under  the  theory  that  it  exerted  a  favorable  influence  over  the 
polyuria  and  the  excretion  of  sugar.  It  was  uaed,  in  the  early 
stages,  in  one  grain  doses  and  this  was  gradually  increased  to 
five  grains  two  or  three  times  daily.  Morpkin,  in  quarter-grain 
and  increasing  doses,  or  codein  in  similar  dosage  were  often 
substituted  for  opium.  The  relief  of  many  of  the  symptoms, 
particularly  thirst,  and  nervous  excitement,  were  helped  by  this 
method,  but  few  in  modem  practice  will  claim  any  permanent 
benefit  from  these  agents.  Arsenic,  after  opium,  has  received 
most  attention  and  it  is  highly  probable  that  we  shall  hold  to 
this  remedy  with  a  fair  degree  of  satisfaction.  Its  action  upon 
the  gastro-intestinal  tract  and  on  the  red  blood  corpuscles  no 
doubt  has  a  restricting  influence  upon  the  conditions  which 
favor  diabetes.  Fowler's  solution,  beginning  with  small  doses 
and  gradually  increased  to  its  physiological  action,  is  a  popular 
remedy  with  many  practicians.  The  liquor  bromid  of  arsenic 
(2-5  drop  doses  three  times  daily),  or  arsenate  of  iron  (gr.  1/10- 
1/6),  has  also  been  recommended.  The  bromid  of  arsenic 
and  gold  mixture  which  is  known  as  "arsenanro,"  has  been 
highly  lauded  for  the  same  purpose.  Bromid  of  potash  (grs. 
10-20),  three  times  daily,  has  been  advised  in  cases  with 
marked  nervous  manifestations.  Sodium  salicylate  (grs.  15-20) 
has  also  been  employed  when  a  lithemic  history  was  present. 
It  is  claimed  that,  in  such  instances,  the  excreted  sugar  will 
be  decidedly  diminished  by  this  agent.  Aspirin  may  be  sub- 
stituted for  this. 

Quaiacol,  quinin,  salol,benzo3ol,msthylene  blue,antipyrin 
and  jambul  have  been  used  with  various  claims  for  their  effi- 
ciency. With  the  exception  of  the  latter  little  can  be  said  in 
their  favor.  The  extract  of  jambul  (grs.  10-20)  three  times 
daily  often  yields  good  results.  Coal  tar  derivatives  like  anti- 
pyrin,  antifehrin  and  phenacetin  have  been  resorted  to,  but  there 
is  no  special  indication  for  their  use  and  they  should  not  be  pre- 
scribed imless  for  the  relief  of  pain  with  attending  fever,  and 
only  then  with  proper  protection  for  the  heart.  Inhalations  of 
oxygen  have  been  favored  and  lactic  acid  has  been  advised  in 
heroic  doses.  Cod  liver  oil  is  considered  by  Tyson  as  a  useful 
remedy  when  the  carbohydrates  are  totally  converted  into  sugar 
and  eliminated,  while  the  body  albumin  is  being  encroached 
upon.     Aniisyphilitic  treatment,  by  means  of  iodid  of  potash 
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and  mercurial  inunetions  is  probably  serviceable  in  cases 
where  syphilis  is  suspected.  Uranium  nitrate  is  a  standard 
remedy  which  is  probably  one  of  our  best  therapeutic  agents 
today.  The  dose  is  one  to  three  grains  and  this  may  be  grad- 
ually increased;  it  is  best  given  after  meals  and  well  diluted 
with  water.  The  acetate,  ten  to  fifteen  grains,  is  preferred 
by  some.  The  alkalies,  especially  the  alkaline  carbonates, 
have  been  favorably  employed  for  a  long  time.  Potassium 
and  sodium  carbonate  (grs.  10-20)  may  be  given  three  or 
four  times  daily.  The  alkaline  waters  may  be  used  much 
more  freely  and  the  results  are  probably  fully  as  satisfactory. 
Pancreatic  preparations  have  been  employed  in  recent  practice. 
These  are  given  as  the  dry  or  glycerin  extracts  and  without 
doubt  much  relief  has  been  obtained,  so  far  as  the  pancreatic 
perversion  is  concerned,  by  this  method  of  treatment.  Thyroid 
extract  and  extracts  of  the  liver,  aa  well  as  suprarenal  extracts, 
are  being  investigated  with  the  hope  of  palliation  inasmuch  as 
they,  with  the  possible  exception  of  the  thyroid  extract,  apply 
to  the  etiological  theories. 

Special  therapeutic  suggestions  will  pertain  to  the  symp- 
tomatic treatment  and  the  complications  as  they  may  arise. 
Pain  may  demand  an  opiate  or  an  anodyne,  though  Mitchell 
claims  that  it  may  generally  be  relieved  by  lithium  bemoate 
(grs.  2-10)  frequently  repeated.  Gastric  diaturbances  may  call 
for  digestive  assistants  like  pepsin,  pancreaiin,  hydrochloric 
acid,  takadiastase,  caroid,  sodium  bicarbonate  or  subniirate  of 
bismuth.  Constipation  will  frequently  demand  special  atten- 
tion, but  the  saline  waters  and  the  usually  employed  mild 
cathartics  will  ordinarily  answer  for  this  purpose.  Insomnia 
and  debility  will  require  the  remedies  indicated  for  these  condi- 
tions, and  such  additional  adjuvants  as  phospho-albumen,  phos- 
phagon,  phospho-glycerate  of  lime  and  lecithin.  Thirst  may  be 
relieved  by  bits  of  ice  or,  better,  by  hot  alkaline  mineral  waters 
prescribed  ad  libitum.  Itching  of  the  skin  will  respond,  tem- 
porarily at  least,  to  warm  baths,  frequent  sponging  or  the  appli- 
cation of  non-irritating  dusting  powders.  The  regulation  of 
alimentary  perversions  will  help  this  very  much.  Pruritus  and 
eczema — particularly  of  the  orifices — ^will  require  the  applica- 
tion of  boracic  add  solutions  and  the  careful  frying  of  the 
parts.  Ichihyol,  aristol  and  tumenol  cerates  may  be  used  to 
obtain  relief.    Diabetic  coma  will  require  prompt  and  vigorous 
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attention.  Alkaline  waters  must  be  crowded  and  rectal,  sub- 
cutaneous or  intravenoua  injections  of  normal  salt  solution  must 
be  employed  early  and  persistflntly.  Catharsis  and  sweating  are 
also  recommended  in  this  emergency  and  the  heart  will  need 
stimulation  by  digitalis  until  diuretic  effect  is  obtained.  To 
obviate  diabetic  coma  the  physiciau  should  constantly  watch 
for  the  appearance  of  diacetic  or  o^ybutyric  acid  and  acetone 
in  the  urine.  This  condition  will  indicate  the  necessity  of 
changing  the  diet,  and  at  the  same  time  prepare  for  the  onset 
of  coma. 

Before  entering  upon  the  discussion  of  the  remedies  which 
pertain  to  specific  indications,  I  will  report  a  method  of  treat- 
ment which  has  been  unusually  suocessful  in  my  work  during 
the  past  two  years.  For  this  purpose  I  will  select  three  cases  for 
illustration.  One  was  a  man  beyond  sixty  who  was  passing 
6  per  cent  of  sugar  and  voiding  over  4,000  cc.  of  urine  in  twen- 
ty-four hours;  he  suffered  also  with  marked  gangrene  in  the 
right  toe.  The  next  case  was  a  man  past  forty  who  had  made 
his  annual  pilgrimage  to  Carlsbad  for  two  or  three  years  with 
only  Blight  improvement  from  this  and  dietetic  care.  The  last 
case  was  a  young  woman  under  thirty  who  had  suffered  with 
diabetes  for  about  a  year.  All  of  these  cases  were  typical  and 
require  no  further  description.  The  first  case,  after  six  months' 
treatment,  is  voiding  only  1,600  cc.  of  urine  in  twenty-four 
hours  and  sugar  amounts  to  only  0.6  per  cent,  while  the  gan- 
grenous toe  has  been  amputated  with  a  perfect  healing  of  the 
parts.  The  two  other  cases  are  eliminating  no  sugar  in  the 
urine  and  all  are  improving  in  strength  and  flesh.  Aside  from 
dietetic  considerations  in  each  case,  I  have  employed  the  fol- 
lowing treatment:  Trypiogen  (a  tablet  containing  trypsin, 
ptyalin,  amylopsin  and  bromid  of  gold  (gr.  1/100)  and  arsenic 
(gr.  1/200)  two  to  five  tablets  after  meals,  and  syzigium,  first 
decimal  potency,  four  grains  six  times  daily. 

The  homeopathic  remedies  with  their  suggestive  symp- 
toms are  given  as  follows:  Arsenicum  refers  to  the  insatiable 
hunger  and  the  unquenchable  thirst,  though  neither  food  nor 
cold  water  are  tolerated  by  the  stomach.  It  is  also  indicated 
when  cachexia,  anemia  and  skin  eruptions,  with  intense  burn- 
ing and  itching,  are  in  evidence.  The  patient  is  also  restless-, 
anxious  and  exhausted;  polyuria  is  marked  and  watery  diar- 
rhea is  a  frequent  complaint.    Phosphoric  acid  is  naturally  to 
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be  thought  of  in  connection  with  any  debility  from  nervous 
causes ;  polyuria  is  its  chief  symptom  and  sexual  debility  will 
also  be  a  characteristic  indication.  This  may  be  compared  with 
acetic  acid,  physostigma,  phosphorus,  picric  acid,  ammonium 
mur.  and  the  arsenate  of  strychnia. 

Bryonia,  with  its  symptoms  of  drynesa  in  the  mouth,  high 
specific  gravity  of  the  urine,  pruritus,  loss  of  appetite  and 
marked  debility  should  be  frequently  studied  in  diabetes. 
Creosote  has  been  recommended  when  tuberculous  manifesta- 
tions, with  rapid  emaciation,  are  in  evidence,  together  with 
gastric  and  intestinal  irritability.  In  younger  subjects  ferrum 
phos.  «aA  calcarea  phos.Taxj  he  ctiMeA.  for  in  similar  conditions. 
Arsenic  bromid,  kali  bromatum  and  asclepias  vincet  have  l>een 
highly  recommended  in  the  third  or  sixth  dilutions.  The  last 
remedy  was  first  studied  in  the  veterinary  schools  of  Vienna 
and  attention  was  called  to  it  by  the  fact  that  sheep,  feeding 
on  asclepias  were  subject  to  violent  thirst  and  diuresis.  Its 
relation  to  sugar  elimination  is  not  fully  understood.  Plum- 
bum metallicum,  seems  to  have  some  relation  to  the  disease 
when  it  is  associated  with  albuminuria  and  intestinal  colic 
with  pronounced  constipation.  Argenium  metallicum  is 
claimed  as  an  efficient  remedy  when  diseases  of  the  bones  or 
specific  degenerations  precede  the  diabetes;  it  is  useful  when 
a  profuse  and  turbid  urine,  with  rheumatic  complications  and 
a  persistent  neuralgia  are  present.  Olonoin,  jaborandi,  hdo- 
nias,  lycopus,  silicea,  natrum  mur.  and  the  salts  of  lithium  have 
been  suggested  when  their  characteristic  indications  are  pres- 
ent. The  beat  remedy,  which  may  be  used  homeopathically,  is 
f^yziqium  jamhoJanum,  which  is  the  active  principle  of  jambnl 
seeds.  It  may  be  given  in  the  first  decimal  trituration  or  in  ten 
grain  doses  of  the  powdered  seeds  or  tincture.  The  maximum 
dose  may  be  administered  four  to  six  times  daily  and  gradually 
increased  according  to  its  endurance. 

When  there  are  signs  of  hepatic  disorder,  we  may  resort 
to  remedies  which  have  a  decided  action  upon  the  liver.  In  this 
respect  such  remedies  as  leptandrin,  chelidonium,  chionanihus, 
carduus,  podophyllum,  bryonia  and  nux  vomica  may  be  con- 
sidered. 
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This  is  a  disease  in  which  polyuria  and  persiatent  thirst 
are  present,  but  sugar  and  albumin  are  not  found  in  the  urine. 
It  is  a  constitutional  disease  which  is  supposed  to  have  its 
origin  in  a  chronic  nervous  disorder. 

Etislsfy.i — Patients  under  fifty  are  more  commonly  af- 
flicted than  those  of  advanced  life  and  it  U  claimed  to  be  a 
congenital  poesibility.  Males  are  supposed  to  be  affected  more 
than  females,  though  there  is  no  rigid  rule  in  this  respect.  It 
is  invariably  associated  with  nervous  influences,  and  injuries 
which  affect  the  brain  or  epinal  cord  are  predisposing  factors. 
Brain  tumors,  or  any  lesion  which  irritates  the  region  of  the 
floor  of  the  fourth  ventricle,  are  liable  to  develop  it.  Paralysis 
of  the  sixth  nerve,  with  or  without  meningitis,  is  also  said 
to  be  a  cause.  Tuberculous  menitigUis,  epilepsy  and  hereditary 
syphilis  are  looked  upon  as  causes.  The  disease  may  also 
appear  as  a  sequela  of  saccharine  diabetes  after  sugar  has  dis- 
appeared from  the  urine.  Abdominal  tumors  near  the  celiac 
plexus,  incontinence  of  urine,  and  tapeworm  are  also  rE^rded 
as  causes.  It  exists  as  a  sequence  of  acute  infections  and  in 
this  relation  it  occurs  most  frequently  during  the  stage  of  febrile 
convalescence.  Diphtheria,  measles,  scarlatina  and  malaria 
may  frequently  provoke  it.  Intemperance  is  regarded  as  a 
common  incitant  and  the  daily  consumption  of  large  quantities 
of  beer  or  even  cold  water  is  many  times  its  cause.  Heredity 
is  also  a  prominent  factor,  and  we  may  often  trace  it  back  to 
a  neurotic  inheritance.  Exposure  to  cold,  sunstroke,  emotional 
disturbances  and  many  other  factors  are  claimed  as  the  pri- 
mary causes  of  its  development. 

Pathalsfy.— !Ro  characteristic  lesion  of  the  disease  has  been 
found  but  there  is  no  doubt  of  its  relation  to  some  nervous  per- 
version. It  is  probably  a  vasomotor  neurosis  of  central  or  re- 
flex origin.  It  is  a  symptomatic  occurrence  when  cerebral 
tumors  or  other  brain  lesions  excite  the  region  of  the  fourth 
ventricle.  The  kidneys  may  be  enlarged  and  distended  with 
blood,  while  the  urinary  tubtiles  and  accessory  passages  are 
often  dUated.  It  may  appear  in  persons  of  apparent  robust 
health  without  any  discernible  cause. 

Symptoms. — The  characteristio  symptoms  may  be  noticed 
suddenly  as  the  result  of  fright,  emotional  excitement  or  trau- 
matism, or  they  may  develop  gradually.    The  principal  feature 
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is  the  passage  of  an  enormous  quantity  of  limpid  urine  of  low 
speciific  gravity  (1.001  to  1.005).  Thirst  ia  another  prominent 
Bjmptoiii  and  this  often  becomes  dietresaing.  Attending  this 
there  is  a  marked  dryness  of  the  akin  and  the  absence  of  per- 
spiration even  upon  exertion.  The  general  health  is  not  de- 
cidedly perverted  except  in  protracted  cases,  or  when  the 
nervous  exhaustion  ia  extreme.  The  appetite  is  rarely  vo- 
racious. Headache,  restlessness,  irritability  and  insomnia  are 
frequently  troublesome,  but  these  are  manifestations  of  the 
nervous  complications,  and  not  expressive  of  the  disease.  The 
frequency  of  urination  is  disturbing  in  itself  inasmuch  as  it  is 
often  a  requirement  both  during  the  day  and  the  night.  Diar- 
rhea ia  sometimes  an  annoying  feature  and  this,  with  the  dry- 
ness of  the  tongue  and  mouth,  are  indicative  of  an  associate 
alimentary  disturbance.  The  disease  has  a  tendency  toward 
ohronioity,  though  many  cases  are  of  short  duration,  depending, 
of  course,  upon  the  cause  and  extent  of  nervous  derangement. 
The  symptoms  are  naturally  suggestive  of  saccharine  dia- 
betes, but  sugar  ia  not  found  in  the  urine  and  the  depletion  of 
strength  and  the  loss  of  flesh  are  not  eo  pronounced.  The 
amount  of  urine  voided  may  frequently  exceed  that  of  true  dia- 
betes, though  this  is  not  liable  to  exist  in  the  average  case.  The 
thirst,  which  causes  the  patient  to  drink  so  much  water,  seems 
to  compensate  for  the  liquid  loss.  The  constituents  of  the  urine 
are  all  increased  with  the  exception  of  uric  acid.  Albumin  is 
rarely  found,  though  inoait  may  sometimes  be  detected. 

Diafoosls. — The  diagnosis  will  be  made  when  the  nervous 
causes  are  recognized  and  the  quantitative  urinary  examination 
reveals  only  the  polyuria,  the  low  specific  gravity  and  the  ab- 
sence of  sugar  and  albumin.  The  differentiation  in  the  case 
of  true  diabetes  will  not  be  difficult.  Hysterical  polyuria  will 
appear  only  during  hysterical  manifestations  while  the  polyuria 
of  chronic  interstitial  nephritis  will  reveal  the  presence  of 
albumin,  hyaline  casts,  together  with  the  presence  of  arterio- 
sclerosis and  cardiac  hypertrophy. 

Pntnosls.— The  majority  of  cases  are  not  of  long  duration 
and  recovery  may  usually  be  expected.  There  are  exceptions 
in  cases  of  continued  nervous  predispositions  and  particularly 
when  there  is  an  organic  development  in  the  brain.  Inter- 
current diseases  may  cause  unexpected  death. 

TrealmeDt. — The  first  principle  of  treatment  should  com- 
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prehend  tjie  cause  and,  therefore,  the  nervous  features  will  de- 
mand unusual  attention.  If  the  habits,  vocation  or  environ- 
ment tend  to  produce  the  neurasthenic  state,  correction  in  this 
respect  should  receive  proper  attention.  The  general  treat- 
ment for  neurasthenia  will  applj  in  full  force.  The  thirst  is 
caused  by  the  diuresis  and,  therefore,  it  seems  best  not  to  cur- 
tail the  ingestion  of  a  normal  amount  of  water,  though  cold 
drinks  must  he  avoided.  Over-drinking,  however,  becomes  a 
habit  and  moderation  should  be  applied  as  much  as  possible. 
Hygienic  measures  and  healthful  physical  exercise  are  always 
to  be  recommended.  The  diet  should  also  be  regulated  so  as  to 
encourage  only  a  normal  digestive  function  and  at  the  same 
time  furnish  a  proper  amount  of  nourishment.  When  the  ex- 
cretion of  urea  is  unduly  increased  nitrogenous  food  should 
be  limited.  Alcoholic  drinks  and  coffee  should  be  prohibited. 
Galvanism  has  had  its  advocates,  and  is  serviceable  in  that  claas 
of  cases  in  which  spinal  irritation  is  a  decided  factor.  In  such 
cases  the  positive  pole  is  applied  over  the  cervical  vertebrae  and 
the  negative  is  placed  over  the  lumbar  region  and  the  pit  of 
the  stomach  alternately.  Tonics  and  nervines  should  be  used 
only  when  there  is  much  physical  depletion.  Much  care  should 
be  given  to  the  removal  of  local  irritations  and  for  that  reason 
it  will  be  necessary  to  look  for  and  relieve  such  possible  con- 
ditions as  masturbation,  enuresis,  tapeworm,  phimosis,  ad- 
herent clitoris  and  intestinal  and  rectal  diseases.  In  many  cases 
a  spontaneous  cure  may  take  place  without  any  local  or  gen- 
eral treatment. 

InterruA  medication  has  not  received  special  attention  since 
the  remedies  must  naturally  apply  to  the  symptoms  of  the  pro- 
voking disease.  Ergot  waa  highly  lauded  for  a  time  and  it  is 
presumed  to  have  cured  some  cases.  When  employed  the  dos- 
age has  varied  from  10  to  20  grains,  three  to  six  times  daily. 
There  are  many  objections  to  this  drug  and  it  is  questionable 
if  it  will  give  permanent  relief.  Opium  has  also  been  lauded 
for  the  same  reasons  given  under  its  use  in  saocharine  diabetes, 
but  it  hardly  applies  in  this  disease  except  as  it  refers  to  the 
suppression  of  urine.  QalUc  acid  has  also  been  recommended, 
often  in  combination  with  opium,  for  its  astringent  effect.  It 
seems  to  be  useful,  however,  only  when  the  irritation  is  induced 
by  cystitis  and  an  associate  chronic  diarrhea.  Some  value  is 
atta<^ed  to  its  potency  efEect.     Sodium  bromid,  in  gradually 
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increasing  doses,  has  been  recommended,  as  has  potaasiuat 
iodid,  strontium  iodid,  jamhul,  antipyrin,  cod  liver  oil,  all 
of  which,  with  the  poaaible  exception  of  jambul,  aeem  to  have 
been  used  in  a  blind  effort  to  give  something  without  know- 
ing why. 

The  proper  treatment  will  consider  tbe  conditions  and 
the  individual  symptoms  of  each  case.  The  following  remedies 
may  be  employed  in  accordance  with  their  homeopathic  indi- 
cations :  Valerian,  valerianate  of  ammonia,  asafetida,  ignaiia, 
and  crocus  aativa,  are  naturally  prominent  when  neurasthenic 
symptoms  are  pronounced.  Strychnia  phosphate,  phosphorus, 
phosphoric  acid  and  china  are  of  value  when  the  nerve  deple- 
tion is  pronounced,  and  phoephaturia,  oxaluria  or  seminal  wast- 
ing exists.  Ferrum  phos.  should  never  be  overlooked  in  anemic 
cases.  Scilla,  apocynum  and  helonias  are  remedies  which  refer 
definitely  to  the  polyuria.  The  first  named,  in  the  second  deci- 
mal potency,  will  often  correct  the  frequent  paeeage  of  a  large 
quantity  of  pale  urine;  the  second  pertains  more  particularly 
to  dropsical  conditions  and  the  thick  urine  which  is  frequently 
voided.  The  last  named  of  these  three  remedies  refers  to  a 
profuse  discharge  of  urine,  which  may  be  saccharine,  and  the 
dra^ng  sensations  which  represent  either  vesical  or  uterine 
congestion.  Strophanthus  is  a  remedy  from  which  Qoodno 
has  obtained  good  results,  and  murex  is  also  recommended  when 
the  urination  is  frequent  at  night  and  is  associated  with  dis- 
orders of  the  female  generative  organs.  Argentum  nitricum, 
aurum  chlorid,  picric  acid  and  ztne  may  be  employed  when  the 
nervous  disorder  partakes  of  a  degenerative  character. 


ARTHRITIS  DEFORMANS. 

This  disease  has  been  previously,  though  erroneously,  de- 
fined as  rheumatoid  arthritis  and  rheumatic  gout.  It  is  char- 
acterized as  a  chronic  deforming  disease  of  the  joints  in  which 
progressive  changes  in  the  syncrvial  membranes,  cartilages  and 
bones,  together  with  osseous  periarticular  formations,  produce 
decided  deformity. 

Etiology. — Though  the  incipient  arthritis  may  resemble 
the  development  of  rheumatism  and  gout,  it  probably  has  no 
direct  relation  with  either  of  these  diseases.  In  accordance 
with  the  views  of  J.  K.  Mitchell  and  Charcot,  it  is  of  neuro- 
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trophic  origin  and  tlie  cause  may  be  traced  to  some  disease  of 
the  spinal  cord.  The  following  reasons  are  given  9s  favoring 
this  theory.  The  fact  that  arthropathies  may  occur  in  the  course 
of  tabes  dorsalie,  its  frequent  appearance  in  association  with 
profound  nerve  shock,  the  symmetry  of  the  deformities  of  the 
joints,  the  muscular  atrophy,  the  contractures,  and  the  skin 
dystrophies  manifested  by  pigmentation  and  local  sweating. 
Falli  also  confirmed  this  theory  by  several  autopsies  in  which 
he  found  atrophic  changes  in  the  anterior  horns  of  the  spinal 
cord,  though  he  was  not  satisfied  that  the  arthritis  deformans 
was  dependent  entirely  upon  the  nerve  lesion.  Traumatism 
has  been  considered  as  a  cause ;  exposure  to  cold,  and  malnutri- 
tion from  imperfect  food,  uterine  disease  and  other  causes  have 
also  been  enlarged  upon  by  various  investigators.  There  may 
be  some  truth  in  the  relation  of  uterine  diseases  inasmuch  as 
women  are  moat  frequently  afflicted.  The  microbic  theory  has 
had  some  advocates  and  Dor  claims  that  the  germ  is  "an  at- 
tenuated culture  of  the  staphylococcus  pyogenes  aureus." 

The  predisposing  causes  are  quite  numerous,  though  nervous 
shock,  grief,  mental  worry  and  prolonged  neurasthenia  are  the 
most  common.  Uterine  disorders,  as  mentioned  above,  are 
frequent  precursors.  Age  must  be  something  of  a  factor,  as  it 
usually  starts  in  the  early  part  of  life  (between  twenty  and 
thirty).  The  disease  has  been  discovered  in  advanced  life  and 
when  it  occurs  in  patients  under  twenty,  it  partakes  of  the  acute 
form.  Heredity  is  an  infiuence,  since  the  disease  may  be  shown 
to  be  a  family  tendency.  The  debilitated  furnish  the  most  oases 
and,  therefore,  it  is  without  doubt  a  feature  of  poverty.  In- 
fectious diseases  are  r^arded  as  favorable  influences  inasmuch 
as  it  may  be  so  frequently  discovered  subsequent  to  their  oc- 
currence. 

Pitholofy. — The  pathological  changes  begin  in  the  carti- 
lages. These,  following  cell  proliferation,  fibrillation  and  soft- 
ening of  the  matrix,  undergo  a  process  of  absorption  in  the 
center,  which  permits  the  bones  to  come  into  contact  at  this 
point.  As  the  bone  ends  are  made  bare,  they  may  undergo 
atrophy  from  the  constant  attrition  and  become  smooth  and 
ebumated.  At  the  edges  of  the  cartilages,  where  the  pressure 
is  less  pronounced,  a  gradual  thickening  takes  place,  with  a 
subsequent  ossification  and  the  formation  of  osteophytes  which, 
overlapping  the  articular  surfaces,  tend  to  lock  the  jointa.  Bony 
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out^owtbe  from  the  periosteum  of  the  abafts  'will  favor  the  - 
joint  defect.  The  Bjnovial  membranes,  becoming  inflamed, 
also  take  on  a  cell  proliferation  with  organization  and  some- 
times ossification  of  the  exudate.  The  capsule  and  ligaments 
become  thickened  later  and  aid  in  producing  the  paeudo-anty- 
losis.  The  abnormal  structures  may  undergo  softening  and 
permit  a  partial  or  complete  luxation.  Fragments  of  the  carti- 
lage are  often  detached  and  remain  loose  in  the  joint.  Muscu- 
lar atrophy  may  also  be  a  feature  of  the  disease. 

Symptoms. — There  is  a  rare  form  of  the  disease  which 
presents  acute  sympioms.  This  usually  appears  in  children  or 
young  people  and  is  characterized  by  a  multiple  arthritis  which 
affects  both  the  large  and  small  joints  simultaneously.  Pain 
is  marked,  there  is  slight  redness  of  the  parts  inrolved  and 
considerable  swelling  exists  as  the  result  of  an  effusion  within 
the  joint.  The  febrile  disturbance  is  a  characteristic  feature. 
The  increase  in  the  size  of  the  joints  may  be  associated  with 
progressive  enlargement  of  the  lymphatic  glands  in  the  neigh- 
borhood of  the  joint  and  also  enlargement  of  the  spleen. 

The  symptoms  of  the  chronic  form  are  most  expressive  of 
the  disease.  Swelling  starts  at  first  in  one  or  more  finger- 
joints  and  very  soon  corresponding  joints  of  the  other  hand 
are  affected.  Pain  exists  in  case  of  movement  and,  as  the  en- 
largement gradually  increases,  the  joints  become  Immovable. 
There  is  slight  redness  and  tenderness  and,  during  the  early 
stages,  the  symptoms  may  show  marked  exacerbations  with  oc- 
casional tendencies  toward  improvement.  Gradually  a  similar 
involvement  of  the  feet,  arms,  legs  and. trunk  will  be  detected. 
The  fingers  are  usually  defiected  toward  the  ulnar  side,  and  more 
rarely  toward  the  radial  side.  They  are  also  partially  flexed 
and  sometimes  overlap  each  other.  Luxation  is  an  occasional 
development,  hut  the  joints  are  more  liable  to  become  fixed, 
though  a  limited  degree  of  motion  may  exist  for  some  time. 
The  thumb  is  rarely  affected.  Palpation  may  detect  creptfo- 
iion  when  the  joints  are  forcibly  moved.  The  adjacent  mus- 
cles undergo  gradual  atrophy  and,  as  they  become  the  seat  of 
contractures,  the  limb  may  become  flexed  which  adds  to  the 
deformity  and  impaired  function.  Trophic  changes  are  pro- 
nounced and  pigmentation  of  the  skin,  together  with  other 
neurotic  disturbances,  are  frequently  observed.  The  pulse  is 
usually  rapid  and  perspiration  may  be  troublesome.    The  mor- 
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bid  changes  may  be  confined  to  a  few  joints  and  after  a  time 
the  progress  of  the  disease  may  be  apparently  arrested.  When 
it  assumes  the  progressive  form  constitutional  symptoms  are 
liable  to  appear  and  in  such  instances  the  signs  of  gastrointes- 
tinal disturbances  and  secondary  anemia  are  in  evidence.  Ner- 
vous symptoms  may  develop  into  hysteria  or  pronounced  hypo- 
chondriasis. 

Clialcal  Varieties. — Chronic  arthritis  defonnans  may  be 
found  in  several  forms.  The  multiple  form,  also  known  as 
Heberden's  nodosities,  is  characterized  by  nodules  which  de- 
velop on  the  sides  and  ends  of  the  distal  phalanges  of  the  fin- 
gers and  sometime  on  the  toes.  In  this  form  there  is  no  appa- 
rent tendency  for  other  joints  to  be  involved  and  it  is  not  a 
formidable  disease.  Women  in  middle  life  are  frequently 
predisposed  and  it  is  erroneously  confused  with  the  arthritic 
accretions  of  gout.  Pain  and  tenderness  may  be  experienced 
when  the  hands  are  cold,  bnt  the  deformities  are  not  generally 
the  seat  of  much  tenderness.  A  progressive  form  with  acute 
and  chronic  manifestations  has  also  been  recognized.  In  the 
acute  development  it  simulates  a  mild  form  of  rheumatic  fever ; 
the  joints  are  swollen  and  tender,  while  fever  characterizes  the 
initial  stage.  Periods  of  improvement  alternate  with  exacer- 
bations of  the  early  symptoms  as  the  disease  progresses  toward 
permanent  enlargement  and  deformity  of  the  joint.  The 
chronic  form  is  recognized  by  a  slower  development  and  the 
absence  of  fever  and  other  acute  signs.  The  symmetrical  en- 
largement affects  the  hands,  knees,  feet,  ankles,  wrists,  elbows, 
shoulders,  jaws,  hips  and  sometimes  the  cervical  and  dorsal 
vertebra.  The  knees  are  often  so  enlarged  and  fixed  that  the 
l^a  are  flexed  upon  the  thighs  and  the  thighs  upon  the  trunk. 
Contractures  also  both  causatively  precede  these  flexures  and 
develop  with,  or  after  them.  The  wrist  may  be  so  deflected 
and  the  elbow  may  take  such  a  rectangular  bend  that  marked 
deformity  exists.  The  wasting  of  adjacent  muscles  is  inclined 
to  exa^erate  the  appearance  of  the  joint  enlargement.  Ef- 
fusion may  also  take  place  into  the  joint.  Numbness,  tingling, 
skin  pigmentation,  local  sweating  and  pain  attend  the  gradual 
development  of  the  joint  ankylosis. 

The  monarthritic  or  partial  form  is  observed  most  fre- 
quently in  men  of  advanced  years  and  it  often  succeeds  an 
injury.    The  hip  joint  ia  frequently  involved,  when  it  is  known 
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as  morbus  coxae  senilis.  The  other  joints  affected  are  the  knee, 
shoulder  and  the  vertebral  articulations.  The  pathologic  and 
clinical  features  are  similar  to  those  of  the  poljarticular  va- 
riety. 

DU^osis. — The  pathological  findings  are  ahsolutely  es- 
sential for  the  making  of  a  correct  diagnosis.  It  is  distin- 
guished from  gout  by  the  absence  of  tophaceous  deposits.  Acute 
articular  rheumatism  is  differentiated  by  the  fever,  the  red, 
swollen  and  painful  joints,  the  marked  sweating,  the  cardiac 
complications  and  other  distinctive  etiological  and  pathological 
characteristics.  In  the  chronic  features  of  articular  rheuma- 
tism diagnosis  is  more  difficult  yet  in  this  only  a  few  of  the 
la^  joints  are  involved,  the  deformity  is  not  the  same,  anky- 
losia  is  not  so  marked  and  a  symmetrical  involvement  is  not 
observed. 

Profnosia. — A  cure  by  treatment  is  not  to  be  expected  in 
advanced  cases,  though  it  is  possible  to  limit  its  development  if 
the  underlying  cause  is  found,  and  early  treatment  is  insti- 
tuted. ABBOciate  complications,  particularly  anemia,  may  be 
overcome  by  remedies  and  the  severity  of  the  symptoms  may 
invariably  be  alleviated.  Spontaneous  arrest  of  the  disease  is 
possible  and  when  this  occurs,  the  prognosis  so  far  as  life  is 
concerned,  is  always  favorable. 

Treatmftal. — While  it  may  not  be  expected  that  treatment 
will  have  much  influence  upon  the  pathology  of  advanced  cases, 
it  is  evidently  true  that  we  may  accomplish  much  by  the  early 
symptomatio  treatment  with  adjuvant  hygienic  care.  The  nu- 
trition must  be  improved  by  means  of  highly  nourishing  food 
and  to  this  end  the  diet,  general  habits,  occ\ipation  and  environ- 
ment of  the  patient  must  be  r^ulated.  Most  physicians  advise 
a  journey  to  some  of  the  springs  and  undoubtedly  this  is  of 
value  in  many  cases.  A  change  of  climate  is  always  invig- 
orating. Some  authorities  emphasize  the  value  of  foods  which 
are  rich  in  fats  and  claim  good  results  therefrom.  Galvanism 
has  been  advised  and  probably  has  some  influence  over  the 
pathological  changes  but  sufficient  data  in  this  respect  are  not 
at  hand  to  warrant  very  definite  conclusions.  Hot  baths,  par- 
ticularly the  Turkish  bath,  and  the  employment  of  superheated 
dry  air  may  be  beneficial  in  many  oases  but  we  must  not  expect 
too  much  from  these  measures.  Fibrous  ankylfwis  may  demand 
surgical  measures.    Massage  and  osteopathic  manipulation  may 
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be  of  service  also.  When  pain  is  pronounced,  hot  compreaseB 
corered  with  oiled  Bilk  may  give  great  comfort. 

The  internal  medication  is  to  be  given  with  regard  to  the 
-  symptomatology.  Ooodno  is  inclined  to  the  use  of  colehidn 
for  the  pain  in  the  finger-joints  and  the  Bubacuto  attacks  which 
affect  other  joints.  He  givcB  a  solution  of  Merck's  colchlcin — 
1  grain  to  the  ounce  of  alcohol — three  drops  every  two  or  three 
hours.  The  value  of  this  remedy  seems  to  apply  to  Ihe  rheu- 
matic conditions  rather  than  to  the  typical  arthritis  deformans. 
Benzoin,  benzoic  acid,  the  benzoates  of  lithium  and  ammonium 
are  also  highly  recommended.  Arsenic,  calcarea  phos.,  ferrum 
phos.  and  remedies  of  this  character  ahandd  be  thought  of  when 
anemia  is  a  distinct  factor.  Pulsatilla,  in  ten  drop  doses  of  the 
tincture,  may  be  given  every  two  or  three  hours  with  much 
relief  when  there  are  swellings  of  the  larger  joints.  Bella- 
donna, rhiu  tox,  hamamelis,  bryonia  and  eedron  may  be  com- 
pared, and  the  majority  of  these  may  be  used  in  the  low  po- 
tencies alone.  Sepia  has  been  recommended  when  there  is 
portal  or  uterine  congestion,  and  it  would  seem  also  to  apply 
to  the  pathological  changes  in  the  lower  extremities,  with  pains 
extending  up  the  back.  Gollintonia  will  be  indicated  when 
there  is  constipation  or  hemorrhoids,  and  there  is  a  tendency 
to  enlargement  of  the  smaller  joints.  Sulphur,  esculus,  aloea 
and  hamamelis  may  be  compared  with  this.  Cimicifuga  covers 
the  myalgic  symptoms  which  are  usually  defined  as  rheumatic ; 
it  pertains  also  to  the  twitehings  and  jerkings  of  the  muscles 
and  to  an  underlying  neurasthenia.  Oelsemium,  agaricin,  cup- 
rum and  camphor  may  be  compared. 

Such  remedies  as  iodid  of  iron,  todid  of  sulphur,  chlorid 
of  gold  and  calcarea  sulph.  are  no  doubt  of  value  when  their 
indications  are  clearly  established.  Ammomum  phos.  has  as 
one  of  its  chief  symptoms  "nodosities  of  the  joints."  Causti- 
cum  ia  also  a  remedy  which  has  an  affinity  for  arthritic  affec- 
tions, though  usually  of  the  rheumatic  character.  Quaiacum, 
mezereum,  ledum,  mercuriua,  ruia,  manganum  and  rhododenr 
dron  are  remedies  worthy  of  careful  study  in  each  case.  Any 
remedy  which  tends  to  restore  the  general  nutrition  is  always 
useful.  In  my  own  experience  I  have  been  satisfied  that  the 
best  results  are  obtained  when  the  disease  is  treated  from  a 
neuropathic  standpoint.  In  a  somewhat  extended  experience 
in  my  clinic  during  the  past  ten  yeara,  I  am  oonvinoed  that 
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this  IB  tlie  beat  procedure.  Those  cases  whicli  I  have  treated 
in  accordanee  with  the  nervoua  theory  of  the  disease  have  cer- 
tainly shown  marked  improvement  when  they  persisted  in  the 
treatment  with  any  degree  of  regularity.  I  am  quite  confident 
that  our  success  in  the  care  of  incipient  cases  of  this  dis- 
6Ase  will  depend  upon  the  early  and  persistent  treatment  along 
this  line.  Picric  add,  in  the  third  decimal  potency,  four  to  six 
times  daily,  has  given  me  better  results  than  any  other  remedy. 
The  failures,  I  believe,  are  dne  to  the  fact  that  it  is  not  given 
long  enough.  2'hiosinamtn  should  be  thought  of  and  given  a 
trial  in  this  disease. 


GOUT. 

This  disease  is  unfortunately  too  frequently  confounded 
with  rheumatism.  It  is  an  acute  and  chronic  constitutional 
affection  due  to  a  perverted  nutrition — possibly  the  result  of 
autointoxication — following  which  there  is  an  abnormal  ac- 
cumulation of  uric  acid  in  the  blood  and  tissues  with  s  result- 
ant arthritis  which  is  the  most  distinctive  feature.  Disordered 
metabolism  dne  to  the  lack  of  physical  exercise  and  defective 
elimination  of  waste  products  are  contributing  factors  in  the 
development  of  the  disease. 

Many  theories  relative  to  the  uric  acid  accumulation  have 
been  advanced  to  account  for  the  disease,  but  it  is  still  a  diffi- 
cult task  to  settle  the  question  whether  it  is  an  increased  forma- 
tion or  a  deficient  elimination  of  this  product  which  causes  the 
arthritic  trouble.  The  toxic  cause  is  probably  traced  to  the 
allied  products  of  uric  acid.  Garrod  claims  that  the  acute 
attacks  are  produced  by  an  excess  of  uric  acid  in  the  blood,  a 
decreased  elimination  and  a  deposition  of  urate  of  sodium  in  the 
joints.  Haig  holds  to  the  theory  that  it  is  not  due  to  an  exces- 
sive formation,  but  rather  to  the  retention  of  uric  acid  in  the 
blood  while  its  deposition  is  due  to  the  fact  that  there  is  a  re- 
duced alkalinity  of  the  blood.  Ffeiffer  reasons  that  both  gout 
and  gravel  are  due  to  the  production  and  excretion  of  uric  acid 
in  a  form  which  is  difficult  of  solution.  Sir  William  Roberts 
believes  "that  acute  attacks  of  gout  are  dependent  upon  the  pre- 
cipitation of  the  crystalline  biurate  of  sodium  and  that  the  urate 
is  transformed  into  the  less  soluble  biurate  in  the  blood."  Eb- 
stein  ascribes  the  excess  of  uric  acid  in  the  blood  to  an  abnormal 
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fonnstion  of  this  subetance  in  Buch  parts  as  the  bone  marrow 
and  cartilages  which  do  not  normally  produce  it.  The  lymph 
and  the  blood  thus  become  surcharged  and  relief  is  only  ob- 
tained by  decompoeition  of  uric  acid  and  through  excessive 
renal  activity.  When  the  lymph  moves  slowly  the  premonitory 
symptoms  of  gout  appear  and  when  complete  stasis  exiate  the 
acute  attacks  take  place.  The  concentrated  solution  of  uric 
acid  then  acts  like  a  chemical  poison  on  certain  tissues  and  is 
followed  by  necrosis  with  a  deposition  of  sodium  biurate.  If 
this  stage  is  not  reached  local  arthritic  symptoms  are  not  pro- 
nounced. Sir  Dyce  Duckworth  advances  the  nervous  theory, 
claiming  that  the  diseased  state  is  dependent  upon  a  primary 
neurosis.  Many  other  theories  exist,  but  all  are  related  to  the 
fact  that  uric  acid  is  the  factor  for  consideration  both  in  the  sys- 
temic manifestations  and  the  local  arthritic  disturbance. 

Ztiolotf. — Heredity  may  be  blamed  for  many  cases  and 
without  doubt  the  transmission  of  the  disease  may  be  frequently 
traced  back  several  generations.  Age  has  something  to  do  with 
its  occurrence  for  the  primary  attacks  are  rarely  observed  be- 
fore puberty  and  the  majority  of  cases  develop  during  middle 
life.  In  exceptional  cases  it  may  occur  in  very  young  diildren, 
and  those  of  advanced  years  are  occasionally  susceptible,  but 
as  a  usual  thing  It  decreases  in  frequency  after  the  fiftieth 
year.  Sex  is  also  a  factor  inasmuch  as  it  develops  most  fre- 
quently in  men.  Women  suffer  less  from  the  arthritic  form, 
but  they  are  liable  to  attacks  of  irregular  gout,  particularly  at 
the  time  of  puberty  or  the  climacteric  Diet  must  always  be 
regarded  as  a  causative  influence,  since  over-eating  and  indo- 
lent habits — the  crowning  faults  of  luxury — particularly  when 
associated  with  deficient  physical  exercise,  are  almost  iuTariably 
discovered  in  the  history  of  each  case.  Kitrc^^ous  food  is 
most  at  fault,  but  even  a  mixed  diet,  when  the  indulgence  is 
intemperate,  may  lead  to  the  same  result.  Gout  is  usually 
thought  of  as  a  visitation  to  the  glutton  and  the  analogy  is  no 
doubt  true.  Alcohol  is  another  infiueuce  which  favors  the  dis- 
ease and  its  companionship  with  gluttonous  habits  without 
doubt  incites  the  acute  attacks.  The  disease  is  most  prevalent 
in  communities  where  the  heavier  malt  liquors  are  indulged  in. 
Occupation  and  social  posiiion  are  also  named  as  inducing 
causes  and  we  shall  always  find  it  prevailing  not  alone  in  the 
aristocratic  class,  but  as  well  among  those  whose  vocations  and 
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associations  encourage  over-eating  and  an  inaufflciencj  of  physi- 
cal exercise.  The  social  position,  therefore,  ia  always  an  ele- 
ment in  the  etiology  of  the  disease,  yet  we  must  always  keep  it 
in  mind  that  poor  man's  gout  is  a  possibility.  Lead  poisoning 
is  given  mnch  consideration  in  relation  to  this  disease  and 
many  investigators  have  freely  maintained  that  those  who  are 
afflicted  with  this  are  subject  to  gout.  These  causes  already 
enumerated  do  not  alone  constitute  the  etiology  of  this  disease, 
for  we  shall  find  that  pathologic  conditions  which  affect  other 
organs — particularly  the  liver  and  the  kidneys — may  lead  to 
a  disturbance  in  the  excretory  processes  which  favors  this  met- 
abolio  change. 

Patkolofy. — The  study  of  the  morbid  anatomy  does  no4 
give  an  opportunity  for  much  else  than  the  consideration  of  the 
arthritic  changes.  The  deposition  of  uric  acid  in  the  cartilages, 
ligaments  and  synovial  membranes  of  the  joints  occurs  at  first 
in  the  fluid  state  with  the  appearance  also  of  minute  crystal- 
line masses.  As  this  exudate  becomes  hard  and  dry,  the  forma- 
tions are  recognized  as  tophi.  Secondary  inflammatory  changes 
lead  to  fibrous  overgrowths  and  eventual  distortion  and  fixa- 
tion of  the  joints.  Partial  absorption  may  occasionally  dimin- 
ish the  joint  involvement,  though  the  ulcerative  process  is  more 
liable  to  complicate  the  local  condition.  The  digital  joints 
suffer  most  from  the  early  invasions,  though  the  depositions 
may  invade  other  joints  and  tissues,  a  chalky  formation  being 
found  even  in  the  cartilages  of  the  ears,  nose,  eyelids  and 
larynx;  the  bones  underneath  the  cartilages  may  be  occasionally 
the  seat  of  the  deposits.  The  fingers  are  often  deflected  as  the 
disease  progresses  and  similar  symptoms  are  observed  in  the 
toes.  The  most  distinctive  feature  of  the  acute  attack — in  true 
podagra — is  the  painful  inflammation  of  the  great  toe. 

The  hidneya  usually  display  a  similar  pathology  and  areas 
of  necrosis,  with  secondary  uratic  deposits,  are  observed  in  the 
renal  parenchyma;  these  are  found  most  frequently  in  the 
papillae,  though  the  degenerative  changes  are  liable  to  invade 
a  greater  portion  of  the  renal  structure.  The  granular  con- 
tracted kidney  is  an  occasional  sequence  of  the  disease.  The 
heart  and  blood  vessels  undei^  pronounced  changes.  The 
deposition  of  uric  acid  may  affect  the  valves  of  the  heart,  but 
cardiac  hypertrophy  is  the  most  common  pathologic  condition 
following  an  arteriosclerosis  which  is  induced  by  the  faulty 
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elimination  in  gout.  Emphyeeiua,  asthma  and  chronic  bron- 
chitis are  rare  complications  found  in  the  respiratory  tract. 

Symptoms. — Acute  gout  will  be  rec(»gnized  by  die  appear- 
ance of  arthritic  symptoms.  These  are  often  preceded  by 
prodromal  manifestations  which  presage  its  development.  Dis- 
turbances of  the  gastro-intestinal  tract,  mental  and  nervous 
irritability,  muscular  cramps  and  articular  pains  may  be  sug- 
gestive of  the  later  appearance  of  paroxysmal  and  excmciating 
pains  which  characterize  the  true  joint  involvement.  The 
amount  of  uric  and  phosphoric  acid  elimination  in  the  urine 
may  be  diminished  at  this  time,  though  these  are  not  regarded 
as  typical  or  uniform  features.  The  attach  is  characterized 
by  severe  articular  pain  most  pronounced  in  the  great  toe  at 
the  metacarpophalangeal  joint.  The  seizures  often  occur  at 
night  or  in  the  early  morning  and  sometimes  may  be  ushered  in 
by  a  chill.  Heat,  redness,  swelling  and  excessive  sensitiveness 
are  soon  experienced,  while  the  skin  becomes  shiny  and  often 
pits  upon  pressure.  The  temperature  may  rapidly  rise  to  102° 
or  103°  F.  Acute  pharyngitis  or  "gouty  sore  throat"  is  occa- 
sionally an  early  complication.  These  symptoms  may  suffer 
8  remission,  only  to  be  followed  by  excruciating  suffering  after 
a  brief  interval.  The  repetition  in  these  attacks  usually  ends 
in  some  moderation  in  the  paroxysms  until  desquamation  of 
the  skin  takes  place  and  the  general  health  assumes  its  previous 
condition  until  there  is  another  recurrence. 

There  may  be  a  sudden  transmission  of  the  arthritic  proc- 
ess to  some  internal  organ.  In  such  instances  there  will  often 
be  experienced  a  quick  termination  of  the  joint  symptoms  with 
an  equally  intense  pain  in  the  region  of  the  stomach ;  vomiting, 
diarrhea,  faintness  and  circulatory  disturbance  will  then  be 
evident.  The  heart  may  likewise  be  suddenly  affected  and 
precordial  pain,  dyspnea  and  palpitation  will  cause  great  suf- 
fering. Should  the  brain  be  similarly  affected,  grave  cerebral 
symptoms  with  other  nervous  phenomena  may  result  from  the 
uremic  infection.  Cystitis,  prostatitis,  orchitis  or  parotitis 
may  occur  as  the  result  of  retrocedent  gout.  The  urine  is 
scanty,  acid,  highly  colored  and  of  high  specific  gravity.  Uric 
acid  and  urates  are  deposited  when  it  is  allowed  to  stand  and  a 
small  quantity  of  albumin  may  be  present. 

Chronic  gout  appears  after  the  gradual  subsidence  of  the 
acute  symptoms.    It  will  be  characterized  by  the  relief  of  the 
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local  inflammation  and  tlie  implication  of  corresponding  and 
remote  joints ;  the  fingers,  toes,  wrists  and  ankles  maj  be  ex- 
tremely affected,  though  the  tophaceous  deposits  rarely  invade 
the  laiger  joints  lite  the  hips  and  shoulders.  Ab  the  chalky 
deposits  slowly  increase,  the  deformities  develop  until  loco- 
motion and  the  use  of  the  hands  are  limited.  The  associate 
conditions  of  arterioscleroBis,  gastric  disorders,  cardiac  hyper- 
trophy and  contracted  kidney  gradually  develop.  The  urine 
in  this  stage  is  liable  to  reveal  the  presence  of  albumin  and  tube 
casts,  while  a  recurrence  of  the  acute  exacerbations,  with  all 
their  dangerous  complications,  may  suddenly  take  place  at  any 
time. 

Irregular  or  atypical  gout  is  characterized  by  a  distinct 
set  of  symptoms  which  are  suggestive  of  gout  or  a  gouty  diath- 
esis and  an  hereditary  tendency  in  this  respect  is  usually  dis- 
covered. Evidence,  however,  of  an  arthritic  attack  is  not  gen- 
erally found,  though  it  is  possible  for  acute  gout  to  succeed  or 
be  associated  with  this  condition.  The  features  of  irregular 
gout  are  recognized  by  many  peculiar  symptoms:  Joint  and 
muscle  pains,  particularly  in  the  back  and  thighs,  are  typical  of 
this  condition.  The  patient  complains  of  distressing  wander- 
ing pains  in  these  regions,  and  it  is  not  uncommon  for  these 
to  be  located  in  or  near  the  joints,  which,  however,  are  not 
enlarged. 

Oastro-intestvnal  disorders  may  be  recognized  by  symp- 
toms identical  with  those  of  litbemia.  Arteriosclerosis  likewise 
may  exist  from  this  cause  as  the  uric  acid  in  the  blood  raises 
the  arterial  tension.  Nervous  manifestations  will  also  be  recog- 
nized by  the  occurrence  of  migraine,  sciatica  and  neuralgia 
which  are  expressions  of  a  gouty  neuritis.  Such  forms  of  par- 
esthesia as  tingling,  itching  and  burning  sensations  may  occur 
with  or  without  the  cutaneous  eruptions  which  resemble  urti- 
caria or  eczema.  The  urinary  symptoms  which  refer  to  irreg- 
ular gout  will  be  defined  by  the  highly-colored,  scanty  urine 
of  high  specific  gravity,  together  with  the  so-called  "uric  acid 
showers"  in  which  uric  acid  is  increased  perhaps  to  be  fol- 
lowed by  deficiency  in  that  respect.  Gravel,  intermittent 
glycosuria,  oxaluria  and  interstitial  nephritis  may  develop  as 
a  sequence  of  this  condition.  Pulmonary  disturbances  like 
bronchitis,  asthma  and  emphysema  are  occasionally  found  and 
ocular  disorders  like  conjunctivitis,  keratitis,  iritis,  hemorrhagic 
retinitis  and  glaucoma  are  not  uncommon  results. 
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DlafBOsls.— Typical  gout  does  not  present  anj  difficult; 
in  diagnosis,  though  it  will  require  careful  inveatigation  to 
determine  the  irr^ular  form.  The  different!  ationa  between 
this  and  acute  rheumatic  fever  la  also  comparatively  easy  unless 
the  gouty  affliction  takes  the  form  of  polyarthritis.  The  history 
and  the  development  are  different  and  acute  rheumatic  fever 
will  be  distinguished  by  its  characteristic  fever  and  the  painful 
swelling  of  the  larger  joints.  Chronic  rheumatism  will  be 
differentiated  by  the  fact  that  it  affects  larger  joints  and  has 
none  of  the  secondary  conditions  like  interstitial  nephritis  and 
arteriosclerosis.  Arthritis  deformans  involves  the  fingers  more 
than  the  toes,  develops  symmetrically,  pursues  a  progressive 
course,  has  no  acute  attacks,  the  deformity  follows  an  exostosis 
and  ankylosis,  uric  acid  is  not  a  factor  and  there  are  no  asso- 
ciate complications. 

Treatment. — The  treatment  involves  first  of  all  a  pains- 
taking r^ulation  of  the  diet  and  habits.  The  majority  of  these 
patients  are  afOicted  with  too  good  an  appetite  which  they  aug- 
ment too  frequently  by  the  use  of  stimulating  drinks.  Other 
habits  may  be  equally  encouraging  to  this  disease  and  their 
correction  will  be  necessary  to  put  the  patient  into  a  position 
to  begin  a  proper  treatment.  Regular  meals  are  almost  as 
essential  as  the  regulation  of  the  diet.  Plenty  of  sleep,  suffi- 
cient outdoor  exercise,  a  relief  from  an  exacting  business  or 
domestic  strain,  a  careful  application  of  hygienic  principles 
and  every  influence  which  favors  a  simple  life  must  be  insisted 
upon  before  the  direct  treatment  is  instituted. 

The  dietetic  regulation  will  require  that  the  patient  be 
confined  to  a  form  of  food  whicli  produces  a  minimum  of  nric 
acid.  This  will  mean  the  reduction  in  amount  of  all  nitrc^e- 
nous  foods  which,  by  their  complete  combustion,  furnish  urea 
and  by  their  incomplete  combustion  furnish  uric  acid.  While 
it  is  not  always  practicable  to  completely  eliminate  these  foods, 
they  may  at  least  be  administered  cautiously.  This  will  ex- 
clude beef,  veal,  mutton,  lamb,  pork,  and,  with  some  exceptions, 
fish;  oysters  and  lobsters  may  be  used  sparingly  while  the  white 
meat  of  the  fowl  may  be  used  quite  freely.  It  is  generally 
accepted  now  that  the  nuclein  foods  should  be  prohibited.  Fats 
are  a  good  form  of  food,  milk  ia  the  best  diet  and  stale  bread 
will  be  digested  easily.  The  diet  which  is  safe,  therefore,  is 
reduced  to  milk,  butter,  fruits  and  the  succulent  vegetables,  with 
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various  modificatioQB  and  additiona  as  may  be  tolerated  from 
time  to  time.  Some  are  inclined  to  interdict  the  uae  of  carbo- 
hydrates, but  while  their  restriction  may  be  required,  it  may  be 
safe  to  permit  their  use,  providing  proper  limitations  as  to 
over-eating  are  demanded  of  the  patient. 

[the  most  exaetijig  limitations  must  be  applied  t«  such 
stimulants  as  malt  liquors  and  wines.  It  is  not  alone  the  alco- 
holic effect  which  these  produce,  but  the  uimatural  stimulation 
of  the  appetite  invariably  causes  gluttonous  habits.  Therefore, 
tliere  should  be  no  tolerance  of  any  of  these  beverages.  While 
perchance  some  liquors  may  be  used  with  slight  evil  results, 
unless  the  habit  is  completely  broken,  the  patient  will  have 
periodic  seasons  of  backsliding  when  all  the  good  work  obtained 
by  an  abstemious  interval  will  be  undone.  Very  acid  fruits 
cannot  be  tolerated  by  some  gouty  patients,  while  others  suffer 
no  bad  results  from  them. 

Natural  mineral  waters^  next  to  diet,  are  the  most  essential 
features  of  treatment.  Ordinary  distilled  water  will  usually 
suffice,  but  it  does  not  make  a  sufficient  mental  impression  upon 
the  patients  to  compel  them  to  use  it  freely.  The  beat  results 
are  obtained  when  a  spring  is  visited,  particularly  if  it  is  pop- 
ular and  the  surroundings  are  encouraging  to  a  careful  diet, 
a  quiet  life  and  a  sufficient  use  of  pure  water.  The  alkaline 
waters  are  most  favorable  to  a  cure  in  the  majority  of  cases, 
but  some  may  need  a  combination  of  the  aperient  principle  as 
well.  The  saline  waters  are  also  useful  in  many  cases  and  wo 
have  a  variety  of  such  springs,  both  in  Europe  and  in  this  coun- 
try. The  salts  of  many  of  these  springs  may  be  successfully 
employed  when  it  is  impossible  for  the  patient  to  leave  home. 
Under  the  hygienic  treatment,  we  must  not  forget  the  adjuvant 
help  of  the  bath.  Elimination  is  doubtless  encouraged  by  the 
regular  hot  bath,  but  a  more  perfect  skin  function  will  be  ob- 
tained by  the  morning  plunge  or  cold  or  tepid  shower.  Of 
equal  importance  with  this  is  an  outdoor  life  and  a  moderate 
amount  of  healthful  physical  exercise. 

The  treatment  of  the  acute  arthritic  attack  is  the  first 
requirement  made  upon  the  physician,  for  the  patient  rarely 
realizes  any  trouble  until  this  appears.  In  order  to  give  this 
the  proper  attention  our  patient  should  be  sent  to  bed  and  com- 
pelled to  remain  there  until  all  signs  of  the  acute  inflammation 
have  subsided.    This  precaution  will  surely  shorten  the  attack. 
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By  reducing  the  diet  absolutely  to  liquids,  the  use  of  plenty 
of  alkaline  drinks  and  the  internal  adniiniatration  of  the  indi- 
cated remedy,  it  is  possible  to  ameliorate  the  usual  paroxysm 
until  a  fixed  plan  of  diet  and  treatment  can  be  entered  upon. 
Such  remedies  as  aconite,  bryonia,  belladonna,  ranunculus,  rho- 
dodendron, rhus  tox,  colocynth  and  gelsemium  will  generally 
be  demanded.  ■  For  the  acute  pain  and  swelling  colchicum  has 
been  a  standard  remedy  for  some  time.  It  has  been  used  in 
potency  or  in  the  tincture  (5-20  drops)  every  two  or  four 
hours.  In  many  cases  it  will  alleviate  the  pain  after  a  few 
dosee  have  been  given  and  then  it  is  advisable  to  use  it  less 
frequently  and  in  smaller  doses.  There  are  many  objections  to 
its  administration  in  such  large  doses  and  many  cases  will  not 
tolerate  it.  Therefore,  it  is  wise  under  all  circumstances  to 
consider  the  lower  potencies.  The  quick  action  of  the  tincture 
is  due,  no  doubt,  to  its  prompt  stimulation  of  the  hepatic  secre- 
tion. Thus  it  may  be  proper  in  many  cases  to  give  the  tincture 
for  a  few  doses  in  the  beginning  and  then  continue  the  remedy 
for  some  time  in  potency.  It  was  an  old  theory  that  colchicum 
checked  the  formation  of  uric  acid,  but  this  was  probably  sur- 
mised inasmuch  as  it  is  a  stimulatioa  to  excretion  and  thus  it 
promotes  the  elimination  of  other  waste  products  as  well  as 
uric  acid.  Objections  have  been  offered  on  account  of  its  being 
a  vascular  depressant,  but  there  is  no  need  of  this  occurrence 
if  proper  watchfulness  for  cardiac  weakness  is  maintained,  as 
it  should  be,  under  all  circumstances.  Colchicin,  in  the  third 
decimal  potency,  may  be  a  more  serviceable  form  of  the  remedy. 
The  salicylates  have  been  recommended  by  many  experienced 
practicians,  but  their  chief  indications  will  be  found  only  in 
rheiunatic  subjects.  It  must  be  remembered,  however,  that 
their  action  as  hepatic  stimulants  make  them  useful  for  the 
elimination  we  are  seeking.  Again  we  are  well  aware  that  in 
arthritic  pain  they  are  certainly  indicated.  The  salicylate  of 
sodium  is  probably  the  best  form  to  employ  and  it  should  be 
used  in  doses  large  enough  for  its  drug  effect.  Fifteen  grains 
four  times  daily,  for  adults,  is  none  too  much,  though  in  some 
cases  it  may  be  better  to  use  ten  grains  every  two  hours.  As 
soon  as  relief  is  obtained,  the  dosage  should  be  gradually  re- 
duced. The  allcaline  carbonates,  in  divided  doses,  should  sup- 
plement the  salicylates.  The  citrate  of  potash  and  many  of 
the  milder  salines  may  be  used  until  there  is  free  bowel  action. 
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There  are  many  so-called  uric  add  solvents  on  the  market,  some 
of  which  are  good  and  Bome  are  not.  All  of  them  obtain  their 
repute  by  their  action  upon  the  liver.  I  have  used  a  mixture 
containing  iris  versicolor,  apocynum,  citrate  of  lithia  and  the 
acetate  of  soda  with  decidedly  good  results.  Its  chief  action 
is  upon  the  liver  and  that  I  attribute  mostly  to  iris,  which 
is  my  favorite  hepatic  remedy.  Therefore,  it  ia  right  for  us 
always  to  take  into  consideration,  for  acute  attacks,  such  reme- 
dies as  iris  versicolor,  chelidoninm,  chionanthus,  carduxis  and 
mercurius  dvlcis. 

Several  other  remedies  have  been  advised  for  the  acute 
■  attack.  Piperazin  is  supposed  to  be  a  solvent  of  uric  acid,  but 
its  efficiency  depends  probably  upon  its  diuretic  stimulation. 
It  is  administered  fgrs.  5-10)  two  or  three  times  daily,  freely 
diluted  with  water.  The  lithium  compoutids — the  carbonate 
and  citrate — have  been  employed  quite  extensively,  but  their 
utility  is  problematical.  Five  grain  doses — three  times  daily — 
with  an  abundance  of  water,  is  the  best  method  of  administra- 
tion ;  the  potassium  salts  may  often  be  added.  Ouaiacum  has 
been  used  with  some  degree  of  success,  but  its  best  results  are 
obtained  in  chronic  conditions  of  gout,  and  the  same  may  be 
said  of  potassium  iodid.  The  hypodermatic  use  of  morpkin, 
though  highly  commended  by  some,  should  be  used  only  as  a 
last  resort  to  relieve  pain. 

Other  remedies  may  be  given  according  to  their  symp- 
tomatic indications.  Berberis  is  often  indicated  when  there  are 
signs  of  oxaluria,  or  catarrhal  attacks  of  the  genito-urinary 
tract.  Benzoic  acid  and  the  benzoate  of  ammonium  may  be 
considered  in  the  same  relation  when  the  urine  is  deficient, 
high-colored  and  strong  in  odor.  Pulsatilla  may  be  efficient 
when  the  arthritic  pain  has  a  tendency  to  shift  rapidly  and  it 
also  applies  in  females  with  uterine  disorders  and  when  there 
are  pronounced  digestive  disturbances.  With  this  we  may  al- 
ways keep  in  mind  cimicifuga,  senecio,  aletris  and  helonias.  No 
remedy  refers  better  to  the  acute  gouty  attack  than  ledum;  it  is 
indicated  when  the  gonfy  pains  due  to  swelling  are  located  in 
the  small  joints.  This  remedy  has  also  a  close  relationship  with 
imta  graveolens,  hamamelis,  bellis  perrennis,  arnica  and  kalmia. 
When  gastric  or  intestinal  colic  are  symptomatic  features  we 
shall  often  get  relief  by  the  use  of  plumbum  meiallicum  or  such 
associate   remedies   as   alumina,   plaitjui,   opium   or   thallium. 
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Onaphalium  is  another  valuable  remedy,  the  chief  indicating 
symptom,  however,  being  an  intense  sciatic  pain  which  alter- 
natea  with  numbness.  It  is  also  applicable  in  the  gouty  pains 
in  which  both  sciatica  and  colic  are  also  factors.  It  is  prop- 
erly compared  with  ammonium  benzoate  and  staphisagria. 
Many  other  remedies  present  a  symtomatology  which  Is  worthy 
of  careful  consideration.  For  instance,  there  are  many  cases 
which  present  the  picture  of  the  febrile  action  and  gouty  sore- 
ness which  are  suggestive  of  eupatorium  perfoliatum;  or  the 
periodic,  lancinating  joint  pains  of  cedron  or  china;  or  the  hot, 
swollen  joints  of  bryonia;  or  the  herpetic  pains  of  aepta.  And 
so  we  may  enumerate  many  other  remedies  which  portray  a 
usefulness  through  the  individuality  of  their  symptomatology. 
The  local  treatment  of  the  arthritic  inflammation  may  be 
advisable.  The  parts  should  be  wrapped  in  cotton  or  flannel 
and  put  at  rest,  the  same  as  in  rheumatic  fever.  Hot  alkaline 
solutions,  or  possibly  hot  fomentations,  may  be  serviceable. 
A  lotion  containing  half  an  ounce  of  carbonate  of  soda,  and 
two  drams  of  laudanum  to  ten  ounces  of  water,  may  be  pre- 
scribed. A  portion  of  this  should  be  diluted  again  with  an 
equal  part  of  hot  water  and  applied  to  the  parts  on  saturated 
pieces  of  lint  and  covered  with  oiled  silk.  In  many  oases  com- 
plete relief  may  be  obtained  in  the  same  way  with  wet  dressings 
of  a  saturated  boracic  acid  solution. 


LITHEHIA. 


Lithemia  ia  a  disease  closely  related  to  gout.  The  condi- 
tion is  no  doubt  the  result  of  faulty  oxidation  of  nitrogenous 
matter  and  is  characterized  by  an  excess  of  uric  acid  in  the 
blood,  together  with  certain  digestive,  circulatory  and  nervous 
phenomena.  It  differs  from  gout  inasmuch  as  there  is  an  ab- 
sence of  joint  deposits  and  joint  inflammation.  It  has  also 
been  defined  as  uricacidemia,  uricemia  and  American  gout,  the 
last  term  being  employed  because  the  disease  is  presumed  to 
take  the  place  of  gout  as  it  exists  in  England.  Impaired  elimi- 
nation is  the  characteristic  feature  of  the  disease  and  this  will 
exist  when  intemperate  eating  or  drinking  are  associated  with 
a  lack  of  physical  exercise  allowing  uric  acid  to  be  stored  up 
in  various  tissues  of  the  body.  In  other  words,  the  "income  of 
nutriment  is  in  excess  of  the  output  of  waste,"  and  as  a  result 
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the  aocumulatioQ  gives  rise  to  the  morbid,  phenomena  of  the 
disease.  Males  are  mostly  predisposed,  while  alcoholism  and 
heredity  are  contributing  etiological  factors.  Climate  has  also 
an  influence  inasmuch  as  the  colder  climate  favors  diminished 
skin  excretion. 

Symptoms. — The  symptoms  are  somewhat  similar  to  those 
of  irregular  gout.  The  gastro-iniestinal  conditions  are  char- 
acterized by  indigestion  with  fickle  appetite,  which  at  times 
may  be  voracious  and  again  impaired  to  the  extent  that  no  food 
is  desired.  Gastric  discomfort  with  a  sense  of  fulness  after 
meals  is  a  frequent  complaint,  while  nausea,  vomiting,  extreme 
gastric  acidity,  and  an  unpleasant  metallic  taste  in  the  mouth 
are  frequent  disagreeable  features.  The  bowels  do  not  act  regu- 
larly and  the  bile  is  often  absent  in  the  feces ;  flatulence  and  in- 
testinal discomfort  are  persistent  disturbances  and  in  many  cases 
diarrhea  alternates  with  constipation.  Aphthous  rdeera  may 
be  found  in  the  mouth  and  on  the  tongue,  while  hemorrhoids 
evidence  the  hepatic  disorder.  Neurasthenic  symptomg  are 
quite  pronounced  at  times  while  vertigo,  with  headache,  is 
frequently  distressing.  Cardiac  palpitation  may  be  experi- 
enced after  eating,  hut  otherwise  the  pulse  is  characteristically 
alow,  with  increased  tension  and  at  times  there  ia  marked  accen- 
tuation of  the  aortic  second  sound.  Paresthesia,  together  with 
the  sudden  appearance  of  muscular  pains  in  various  parts  of  the 
body,  is  a  common  complaint.  In  addition  to  the  above  we  shall 
flnd  that  the  depression  of  spirits,  with  a  constantly  increasing 
tendency  toward  melancholia,  is  a  most  trying  condition  to 
treat.  Variations  in  the  amount,  color  and  specific  gravity 
of  the  urine  are  common  and  a  deposit  of  mixed  urates  and 
uric  acid  are  frequently  observed  when  it  is  allowed  to  stand ; 
this,  however,  is  by  no  means  a  distinctive  feature  in  every  case. 

Diainosia  and  Prognosis. — To  make  a  positive  diagnosis  it 
will  be  necessary  to  take  into  consideration  all  of  the  etiological 
features  and  the  symptoms  which  define  the  difference  between 
this  disease  and  gout.  Heredity,  occupation,  habits  of  over- 
eating and  drinking,  together  with  the  condition  of  the  urine, 
will  usually  emphasize  the  defective  oxidation.  It  will  be 
confused  most  frequently  with  gout,  and  this  differentiation 
will  be  determined  by  the  absence  of  arthritic  symptoms;  it 
is  possible,  however,  for  the  two  diseases  to  coexist,  or  at 
least  to  be  BO  closely  related  that  a  distinction  can  not  be  easily 
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made.  The  prognosis  will  depend  upon  the  patient,  the  dura- 
tion of  the  diaeaae  and  our  ability  to  overcome  the  imperfect 
oxidation  by  diet,  improved  habits  and  remedies.  Compared 
to  gout,  it  is  usually  more  responsive  to  treatment. 

Treatment.— The  treatment  of  lithemia  does  not  differ 
essentially  from  that  prescribed  for  gout.  Intemperance  in 
eating  and  drinking  must  first  be  regulated.  Keats  should  be 
eliminated  from  the  diet  as  much  as  possible  and  not  cause 
weakness.  Fresh  green  vegetables  will  be  tolerated,  though 
in  case  of  much  fermentation  it  may  be  necessary,  for  a  time, 
to  employ  a  limited  nitrogenous  diet.  Oysters,  fish,  egga  and 
the  white  meat  of  fowls  may  usually  be  allowed.  Sugar  must 
be  restricted  and  fata  are  not  generally  well  borne. 

Exercise  is  an  essential  feature  of  the  treatment.  If  the 
vocation  is  such  that  the  patient  has  no  incentive  to  physical 
exercise  and  particularly  if  there  is  a  tendency  toward  a 
sedentary  life,  it  will  be  necessary  to  prescribe  and  insist  upon 
something  of  this  kind.  Athletic  exercise  is  easily  found 
in  horseback  riding,  golf,  tennis,  rowing  and  walking.  In 
the  winter  it  will  not  be  so  easy  to  find  equivalent  exercise, 
but  skating,  massage,  osteopathic  treatments  and  the  popular 
forms  of  physical  culture  may  be  substituted.  Water  is  the 
next  adjuvant  of  importance.  The  patient  should  be  encour- 
aged to  drink  freely  of  the  lithia  waters  which  are  on  the  mar- 
ket. Wben  these  can  not  be  afforded,  pure  spring  water  may 
be  substituted.  In  case  of  constipation  the  saline  or  aperient 
waters  may  be  employed,  as  catharsis — if  not  carried  too  far — 
is  a  necessary  feature  of  treatment.  The  Saratc^  waters, 
Hunyadi,  Friedrichshalle,  Rubinat,  Pluto  and  many  similar 
waters  may  be  used  successfully.  Sodium  phosphate,  Carls- 
bad, Lithium  and  Thialian  salts  are  often  serviceable,  inas- 
much as  their  condensed  form  is  a  convenience.  The  efferves- 
cing lithia  tablets  may  be  used  when  the  above  are  not  to  be 
obtained.  In  arthritic  complications  it  may  be  necessary  to 
employ  the  salicylates  and  other  indicated  remedies. 

The  internal  remedies  will  be  demanded  in  accordance 
with  the  symptoms.  When  hyperchlorhydria  is  a  factor  it  will 
be  necessary  to  use  an  alkali  to  correct  the  gastric  perversion 
or  when  the  acidity  is  due  to  organic  acids  hydrochloric  acid 
will  give  much  relief.  Nux  vomica,  pulsaiUla,  china  and  arsen- 
icum  will  be  indicated  when  tonics  are  demanded.     Lycopo- 


lOOgle 


318  CONSTITUTIONAL  DISEASES. 

dium,  earbo  veg.,  plumbum  aceticum,  moschus,  sulphur  and 
sepia  will  often  be  serviceable  when  gaseous  di9tention  ia  pres- 
ent. The  nervous  phases  will  be  met  by  coniuTn,  nitric  acid, 
aurum,  mimbul,  asafetida,  the  zinc  salts  and  similar  remedies. 
When  the  liver  needs  attention  chinoidin,  carduits,  iridin, 
Ihlaspi  bursa  paatorit  and  other  hepatic  remedies  will  he  re- 
quired. Aside  from  the  dietetic  treatment  and  the  other  adju- 
vant recommendations  it  will  be  best  to  study  carefully  the 
individual  su^;e6tions  in  each  case.  The  general  care  of  the 
case  does  not  differ  essentially  from  that  required  in  gout. 


RACHITIS. 

Kachitia,  or  rickets,  is  a  constitutional  disease  of  child- 
hood characterized  by  impairment  of  the  general  health,  ar- 
rested physical  development  and  deformity  of  the  bones  due 
to  cartilaginous  overgrowth  and  delayed  calcification. 

Etlolofy. — The  exact  cause  of  rickets  is  not  known,  though 
it  may  be  invariably  traced  to  definite  conditions.  Environ- 
ment is  the  most  prominent  influence,  as  we  usually  find  rachitis 
among  children  in  the  poorer  quarters  of  our  large  cities  where 
filth  is  supreme  and  sunshine  rarely  appears.  It  is  an  excep- 
tion to  find  a  case  among  the  more  fortunate  class  of  people 
unless  there  is  a  specific  cause,  a  faulty  heredity  or  acquired 
conditions  which  predispose  to  malnutrition.  It  may  occur 
in  the  newborn,  though  it  is  inclined  rather  to  a  gradual  devel- 
opment in  the  early  period  of  child  life.  Syphilis,  though  not 
a  direct  factor,  may  be  a  suspected  cause  of  its  congenital 
appearance.  While  rickets  may  not  be  inherited  as  a  disease 
it  is  liable  to  exist  when  the  parents  suffer  from  physical  de- 
pravity. It  may  have  its  origin  in  defective  breast  milk,  par- 
ticularly when  it  ia  deficient  in  phosphates  and  fats,  and  the 
prolonged  nursing  by  an  overworked  and  underfed  mother  is 
a  potent  factor.  It  is  also  of  conunon  occurrence  among  bottle- 
fed  children  when  the  cow's  milk  is  poor  in  fats  or  the  pre- 
pared food  does  not  meet  the  demands  of  nutrition.  The  lack 
of  proper  sterilization  and  the  uncleanlinees  which  generally 
attends  in  such  instances,  often  incite  its  development.  A 
deficiency  in  proteids  and  fats  when  the  child  has  passed  the 
nursing  age  and  possibly  the  excess  of  farinaceous  foods  may 
encourage  its  development.     At  any  rate  the  disease  is  always 
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fostered  when  the  food  is  insuSicient  or  does  Dot  contain  the 
proper  principles  for  the  noarishiDent  and  development  of  the 
growing  child.  The  geographical  distribution  shows  a  larger 
percentage  of  cases  in  Europe  than  in  this  country,  while 
it  occurs  more  frequently  among  the  colored  than  the  white 
race. 

Ptlholotfy. — The  characteristic  lesions  are  found  in  the 
ttones,  particularly  the  ends  of  the  long  bones,  the  ribs  and 
the  cranial  bones.  According  to  Osier  a  slight  bulging  is 
observed  between  the  shaft  and  epiphysis  and  upon  section  the 
zone  of  proliferation  is  greatly  thickened,  bluish  in  color,  irreg- 
ular in  outline  and  much  softer  than  in  the  normal  condition. 
The  line  of  ossification  is  also  irregular,  spongy  and  decidedly 
vascular.  The  periosteum  is  easily  stripped  off  and  under- 
neath this  will  be  found  a  peculiar  spongy  tissue.  As  the  re- 
sult of  these  perversions  of  structure,  ossification  is  delayed 
and  imperfectly  developed.  The  cranial  bones  also  present 
areas  of  delayed  ossification,  particularly  in  the  parietooccip- 
ital region — forming  the  so-called  craniotabes,  so  that  the  bone 
yields  to  the  pressure  of  the  finger.  This  may  caiiae  depres- 
sions or  flat  hyperostoses  may  develop  from  the  outer  table, 
particularly  in  the  frontal  and  parietal  bones;  although  there 
may  be  a  later  improvement  in  ossification,  these  deformities 
may  give  rise  to  the  broad  forehead  and  prominent  frontal 
eminences  which  simulate  hydrocephalus.  The  change  in  the 
chondral  ends  of  the  ribs  and  tbe  shape  of  the  chest  may  also 
be  pronounced.  As  the  soft  costal  ends  of  the  cartilages  bend, 
the  ribs  fall  inward  while  the  sternum  and  cartilages  are 
pushed  forward ;  the  lower  ribs  may  be  widened  and  the  abdo- 
men thrown  forward  by  the  arching  of  the  vertebrae  forward, 
thus  giving  the  characteristic  "chicken  breast"  or  "keel-shaped" 
thorax.  The  clavicle  may  have  an  exaggeration  of  its  normal 
double  curve,  the  linmerus  may  bend  at  the  insertion  of  the 
deltoid,  the  radius  and  ulna  may  be  twisted,  while  the  long 
bones  of  the  legs  may  be  so  distorted  as  to  produce  the  "bow- 
1^'  or  "knock-knee"  appearance. 

The  spine  is  liable  to  be  curved  outward  in  the  cervieo- 
thoracic  region  or  inward  at  the  lumbosacral  area,  while  a 
lateral  curvature  is  also  possible.  The  anteroposterior  diam- 
eter of  the  pelvis  is  often  lessened  by  the  twisted  and  changed 
condition  of  the  pelvis.     Kassowitz  considers  the  hyperemia  of 
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the  parte  involved  to  be  the  primary  lesion  which  perverts  the 
nonnal  growth  of  the  hone;  the  proliferation  of  the  cartilage 
cells  and  the  softening  of  the  matrix  thwart  the  development 
of  normal  osseous  tissue.  The  newly-formed  bone  is  always 
deficient  in  lime  salts.  The  liver  and  spleen  are  usually  en- 
larged and  less  commonly  the  mesenteric  glands. 

Symptoms.— The  symptoms  are  not  always  suggestive  at 
the  onset.  Restlessness  and  irritability  are  generally  recognized 
early  and  the  child  resists  being  handled  inasmuch  as  this  causes 
pain.  Digestive  perversions  and  impaired  nutrition  are  evi- 
dent in  the  first  stages  of  the  disease.  Convulsions  frequently 
call  attention  to  the  fact  that  something  is  the  matter  with  the 
child  and  in  the  severer  cases  we  may  not  be  surprised  at  the 
appearance  of  tetany  or  laryngismus  stridulus.  Profuse  sweat- 
ing, with  a  slight  rise  of  temperature,  is  a  characteristic  fea- 
ture and  this  alone,  if  a  persistent  symptom,  is  indicative  of 
the  nutritional  disturbance  which  is  typical  of  rachitis.  Den- 
tition is  often  delayed  and  when  the  teeth  do  appear  they  are 
usually  Bubject  to  early  decay. 

As  the  disease  progresses  the  impairment  of  bone  tissue 
is  identified  by  the  peculiar  deformities  which  may  be  detected. 
The  cranium  is  apparently  enlarged,  since  the  bones  of  the 
face  are  greatly  reduced  in  size.  The  sutures  and  fontanellea 
are  not  properly  closed,  and  the  head  assumes  a  square  outline 
with  the  anteroposterior  diameter  increased ;  this,  with  the 
pale  and  thin  skin,  gives  the  child  an  aged  appearance.  The 
ribs  are  beaded  at  the  juncture  of  the  ribs  and  cartilages — 
the  rachitic  rosary — the  spinal  curvature  and  the  consequent 
changes  in  the  thoracic  outline  tend  to  lessen  the  transverse 
chest  diameter  and  thus  interfere  with  the  normal  lung  ex- 
pansion. This  explains  the  frequency  of  chest  complications. 
The  characteristic  chicken-breast  appearance,  the  prominent 
abdomen  and  the  bowed  legs  are  always  present  in  well  marked 
cases.  The  lower  portion  of  the  radius  often  suffers  marked 
enlargement,  the  clavicle  may  present  abnormal  curving,  the 
pelvis  is  frequently  distorted,  while  the  softening  of  the  verte- 
brae and  intervening  cartilages  account  for  the  anteroposterior 
or  lateral  curvature  of  the  spine. 

Coincident  with  the  typical  skeletal  changes  we  should 
give  due  prominence  to  the  increasing  muscular  weakness  and 
the   attending  pseudoparesis  which   has   often  been   mistaken 


for  genuine  paralysis.  Aside  from  the  characteristic  nervous 
features  which  may  be  associated  with  the  disease,  we  may 
find  many  peculiar  nervous  phenomena  which  are  a  cause  of 
much  anxiety. 

Dlignosis  and  Prognosis.— The  symptoms  already  men- 
tioned are  sufficiently  typical  to  fix  the  dtagnosia.  The  ap- 
pearance of  craniotabes,  sweating  of  the  head,  delayed  denti- 
tion and  other  evidence  of  nutritional  defects  should  call  atten- 
tion to  the  early  phases  of  the  disease.  Tenderness  in  the 
lower  extremities,  with  an  indisposition  to  use  these  part«, 
is  a  very  prominent  symptom.  Tenderness  and  enlargement  of 
the  wrist«  and  ankles  are  also  not  uncommon  complaints.  The 
rickety  spine  is  characterized  by  a  wide  curve,  a  flexible  spine, 
the  absence  of  angularity,  while  the  kyphosis  disappears  when 
the  child  lies  flat  upon  the  face. 

The  prognosis,  so  far  as  the  disease  itself  is  concerned, 
is  fairly  favorable,  but  the  intercurrent  diseases  may  carry 
off  the  patient.  Bronchitis,  bronchopneumonia,  phthisis,  laryn- 
geal spasms  and  convulsions  are  always  to  be  feared.  Anemia, 
emaciation  and  general  debility  are  liable  to  be  serious  com- 
plications. While  the  disease  has  a  tendency  to  progress  toward 
an  iinfavorable  termination  by  some  complication,  proper  care, 
diet  and  the  indicated  remedies  will  prevent  this  in  the  ma- 
jority of  cases. 

Treatment.— In  caring  for  these  cases  it  is  necessary  to 
give  judicious  thought  to  the  health  of  the  mother  aa  well  as 
the  child.  Frequently  the  mother  has  not  sufficient  health 
or  strength  to  supply  normal  milk  for  her  child.  This  occurs 
among  those  women  whose  environment  is  conducive  to  phys- 
ical debility;  prolonged  nursing  and  too  frequent  pregnancies 
are  many  times  the  causes  of  a  maternal  debility  which  im- 
pairs the  child's  nourishment  at  a  period  when  the  osseous 
structure  needs  the  most  perfect  nutrition.  When  it  is  clearly 
evident  that  the  mother  can  not  furnish  the  proper  milk  it 
will  be  necessary  to  employ  an  artificial  food,  the  best  of  which 
is  cow's  milk.  A  judicious  admixture  of  whole  wheat  or 
barley  gniels  will  often  furnish  the  salts  which  are  lacking. 
A  wet  nurse  may  answer  well  in  some  cases,  but  the  uncer- 
tainty as  to  her  health  may  be  a  serious  objection.  The  feed- 
ings must  be  regulated  as  to  time  as  well  as  quantity.  Too 
many  mothers  and  nurses  are  inclined  to  feed  the  child  every 
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time  it  cries,  and  if  the  stools  are  constantly  watched  overfeod- 
ing  may  be  detected  by  the  presence  of  curds.  Such  a  con- 
dition would  indicate  the  necessity  of  less  food,  greater  r^ii- 
larity  in  feeding  and  the  use,  perhaps,  of  barley  water  as  a 
diluent  and  a  diastase  to  aid  the  starchy  digestion.  As  the 
child  grows  older  equal  care  will  be  required  in  the  adaptation 
of  a  mixed  diet.  At  this  period  it  is  possible  to  receive  much 
help  from  beef  juice,  the  yolk  of  «ggB,  peptonized  milk  or 
beef  peptODOtds.  Still  later  it  will  be  possible  to  push  the  diet 
to  the  point  of  extreme  nourishment  if  the  stomach  and  intes- 
tine are  able  to  perform  the  work.  Since  fats  are  usually 
deficient  the  food  must  supply  them,  as  cream,  butter  and  Rus- 
sel's  Emulsion.  Daily  rubs  with  cocoanut  or  olire  oil  or  lard 
are  of  great  value. 

The  hygienic  care  is  of  equal  importance.  Systematic 
bathing,  a  proper  amount  of  pure  air  and  clothing  which  in- 
sures perfect  warmth,  are  essentials  which  should  not  be  over- 
looked. The  bed  should  be  firm  and  yet  comfortable,  and  the 
child  should  not  be  propped  up  with  too  many  pillows;  the 
decubitus  must  be  frequently  changed  to  obviate  bony  deform- 
ities, and  the  child  should  not  be  allowed  to  walk  until  the 
osseous  structure  is  firm.  To  prevent  this  splints  are  often 
required  and  later  mechanical  appliances  will  be  needed  to 
obviate  the  tendency  to  spinal  curvature.  Orthopedic  attention 
will  often  be  demanded  as  the  child  develops  when  the  deform- 
ities do  not  respond  to  the  care  already  outlined.  The  digestive 
disturbances  will  generally  respond  to  the  use  of  pepsin,  hydro- 
chloric acid  and  the  remedies  usually  indicated  for  these  per- 
versions. 

The  medicinal  treatment  is  of  paramount  importance,  and 
there  are  many  remedies  which  are  peculiarly  indicated.  Phos- 
phoT^is,  calcium  salts,  iron  and  cod  liver  oil  have  been  standard 
therapeutic  agents  for  a  long  time.  The  first  named  remedy 
has  been  used  (grs.  1/200-1/100)  three  or  four  times  daily, 
and  it  is  also  useful  when  combined  with  sweet  or  cod  liver 
oil.  The  last  named  agent  is  atill  used  satisfactorily  by  inunc- 
tion. Phosphorus,  in  the  third  decimal  potency,  is  one  of 
our  best  homeopathic  remerlies.  It  pertains,  in  its  symptoma- 
tology, not  alone  to  the  lack  of  bone  development,  but  applies 
also  to  a  general  debility  whore  emaciation  is  attended  by 
marked  nervous  exhaustion.        In  combination  with  iron,  as 
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ferrum  pkos.,  and  in  combination  with  calcarea,  as  calcarea 
pho8.,  it  is  most  serviceable.  The  fonner  we  shall  find  indi- 
cated when  there  are  symptoma  of  attending  scorbutus  or  bron- 
chitis. The  latter  form  relates  to  the  constitutional  disturb- 
ances for  which  calcarea  is  particularly  valuable ;  this  peculiar 
cachexia  is  attended  by  the  sweating,  gastro-intestinal  disorders, 
swollen  glands  and  respiratory  weakness.  Calcarea  fluorica 
will  be  indicated  when  the  malnutrition  is  evidenced  by  a  sup- 
purative tendency  and  varicosity  of  the  veins.  Calcarea  sulph. 
is  called  for  in  conditions  of  fibrosis  and  when  the  suppura- 
tive process  is  characterized  by  a  thick  mucous  discharge. 
Calcarea  iodid  is  useful  when  the  glandular  enlargements — 
particularly  the  tonsils — are  prominent  symptoms  in  the  dis- 
ease. Phosphoric  acid  will  be  the  remedy  when  exhaustion 
has  reached  an  extreme  degree  and  particularly  when  the  men- 
tal debility  is  first  noticed.  Such  patients  are  listless,  disin- 
clined to  move  and  there  are  frequent  stools  with  much  flatus. 
The  maldevelopment  will  be  manifested  also  by  the  dry  and 
cracked  lips,  the  bleeding  gums  and  the  swollen  and  dry  tongue. 
In  such  cases  hepatic  and  splenic  enlargement  are  also  promi- 
nent features.  China,  picric  acid,  sepia  and  sulphur  may  be 
compared. 

Silicea  is  the  next  remedy  of  importance  and  it  has  many 
symptoms  similar  to  those  of  the  phosphorus  and  calcarea  com- 
binations. The  child  shows  the  effect  of  imperfect  assimila- 
tion and  defective  nutrition,  but  it  is  more  scrawny  than  the 
calcarea  patient.  The  abdomen  is  large,  the  fontanelles  arc 
open,  caries  and  necrosis  are  common  and  the  complexion  is 
of  an  ashy  color.  Fluoric  add  and  sulphur  bear  a  close  rela- 
tion to  both  phosphorus  and  silicea.  Baryta  carb.  is  frequently 
indicated  in  scrofulous  children  of  dwarfish  appearance.  The 
mentality  is  impaired,  the  glands  are  indurated,  the  abdomen 
is  distended  and  hard,  the  teeth  decay  early,  coryza  is  almost 
a  constant  symptom,  tonsillitis  is  common,  while  the  cold  hands 
and  clammy  feet  are  always  observed.  Kali  iodid  should  always 
be  remembered  when  there  ia  a  syphilitic  history  and  the  same 
is  true  of  aiiriim  chlorid,  mereurlus  and  cypridol.  Other  rem- 
edies which  demand  consideration  are  hepar  sulph.,  belladonna, 
echinacea,  baptisia,  staphisagria,  mezereum,  lachesis  and  ther- 
idion. 
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OSTEOMALACIA. 

Osteomalacia,  or  iDollit«8  ossium,  ib  a  rare  affection  which 
is  clinically  characterized  by  a  softening  of  the  bones  after 
their  complete  development ;  it  is  due  to  solution  of  the  lime 
salts,  the  decalcification  permitting  a  distortion  or  fracture  of 
the  bones.  It  is  a  rare  disease  and  afflicts  adults  only.  The 
cause  is  not  known.  Women  are  chiefly  affected  during  the 
puerperal  state  and  it  seems  to  prevail  in  certain  localities. 
Unhygienic  enrronndinge,  impure  and  insufficient  food  and 
senility  are  etiological  factors. 

Palholoty< — The  pathologic  change  first  shows  an  in- 
ereaaed  vaactUariiy  in  the  bony  etructure.  Solution  of  the  tia- 
Bues  gradually  ensues,  in  which  there  is  a  progressive  disap- 
pearance of  the  lime  salts.  As  this  process  takes  place  from 
within  outward,  the  central  cavity  becomes  enlarged  and  aa 
the  matrix  gradually  disappears  the  cortieal  portion  may  Ire- 
come  very  thin.  The  resultant  fluid  is  mucoid  in  character, 
but  as  it  mixes  with  the  bone  marrow  it  becomes  thin  and 
viscid.  The  perioateum  becomes  similarly  vascular  and  event- 
nally  becomes  thickened.  Lactic  acid  is  thought  to  he  the  sol- 
vent, inasmuch  as  it  has  been  found  in  the  urine  and  also 
in  the  medullary  canal  of  these  patients.  The  extension  of  the 
pathological  proeeaa  is  uneven,  the  vertebrae,  bones  of  the  pelvis 
and  thorax  being  the  osseous  structures  most  frequently  in- 
volved. When  the  vertebrae  are  the  seat  of  disturbance  a 
backward  and  lateral  curvature  of  the  dorsal  region  (kypho- 
scoliosis) and  a  forward  and  lateral  curvature  of  the  lumbar 
region  (lordoscoliosis)  are  observed,  while  at  the  same  time 
we  may  observe  an  anterior  protrusion  in  the  cervical  region. 
The  sternum  is  unusually  prominent  and  distorted  while  the 
thorax  is  compressed  laterally.  The  same  is  true  of  the  pelvis, 
which  shows  a  deformity  by  the  projection  forward  of  the 
sacrum. 

SymptomB. — Pain  is  the  first  symptom  which  is  encoun- 
tered, and  it  ia  espprienced  for  the  most  part  in  the  neck,  back, 
thighs  and  sacral  regions.  It  usually  develops  gradually,  but 
when  it  is  once  established  it  is  liable  to  be  continuous.  It  is 
located  in  that  part  of  the  anatomy  which  furnishes  the  seat 
of  first  pathological  duvclopmeiit.  Sometimes  it  partakes  of 
the  rheumatic  character ;  it  may  be  deep  seated  and  aggravated 
at  night  or  during  exertion.     The  patient  often  assumes  a  bob- 
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bling  gait  on  account  of  the  suffering  and,  in  many  cases,  the 
locomotion  is  so  perverted  that  he  is  obliged  to  take  to  his  bed. 
Tenderness  over  the  involved  part  is  a  constant  affliction  and 
while  in  bed  the  preaaure  of  the  clothes  is  equally  painful. 
Fractures  are  often  observed,  either  in  the  ribs  or  extremities, 
and  these  lead  to  further  distortion,  inasmuch  as  the  repair 
ia  not  generally  perfect.  The  constriction  of  the  chest  gives 
rise  to  dyspnea  and  other  diatressing  thoracic  symptoms.  When 
the  pelvia  is  involved  in  women  it  leads  to  pronounced  deform- 
ities which  are  serious  in  case  of  labor.  The  bones,  when 
affected  by  this  disease,  are  often  so  soft  that  the  limbs  are 
bent  out  of  place  and  thie  is  a  possible  feature  in  all  of  the 
long  bones,  though  the  smaller  ones  are  apparently  exempt 
from  the  pathological  process.  Fever  ia  an  occasional  symptom, 
though  this  is  by  no  meana  constant.  The  general  health  is 
decidedly  impaired  in  the  later  stages  of  the  disease,  but  in 
the  earlier  stages  this  is  not  so  marked. 

Diagnosis.— The  characteristic  deformities  will  define  the 
disease  when  it  is  well  established.  In  the  early  stages  the 
pain  may  be  suggestive  of  a  rheumatic  or  gouty  attack.  The 
peculiar  hobbling  gait  ia  a  distinctive'  feature  and  it  should 
be  readily  distinguished  from  rachitis  by  the  fact  that  it  occurs 
always  in  adults  and  it  is  a  degeneration  of  the  fully  devel- 
oped osseous  structure.  Moreover  it  affects  the  shafts  of  bones 
rather  than  the  epiphyses. 

Pro^nosifl. — Few  cases  recover  and  intercurrent  diseases 
are  liable  to  abbreviate  the  duration  of  life.  The  most  un- 
fortunate feature  is  the  tendency  toward  a  prolonged  course, 
and  death  is  generally  due  to  exhaustion  unless  some  compli- 
cating disease  like  pneumonia  cuts  short  the  suffering. 

Treahnent. — Not  much  is  to  be  expected  from  treatment 
and  the  most  a  physician  can  do  will  be  to  palliate  the  suf- 
fering by  remedies,  and  opiates  if  necessary.  The  general 
care  should  be  much  the  same  as  that  demanded  in  rachitis. 
The  diet,  exercise,  out-of-door  life  and  tonic  treatment  are  re- 
quirements which  must  be  considered.  Therapeutic  efforts 
have  aocompliahed  but  little  and  though  some  claims  are  made 
as  to  the  value  of  phosphoms  as  an  internal  medication,  no 
satiafaotory  evidence  of  its  efficiency  has  been  recorded.  The 
syrup  of  lactophoaphate  of  lime  and  the  symp  of  the  hypophos- 
phites  have  been  highly  recommended.     Calcarea,  iodin,  iodid 
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of  lime,  baryta  iadid  and  arseincum,  todid  have  been  suggested, 
but  there  are  no  reliable  records  as  to  their  attaining  results. 


SCOUUTUS. 

This  disease,  otherwise  known  as  scurvy,  is  a  constitutional 
disorder  which  is  created  by  a  diet  deficient  in  fresh  vegetables 
and  fruits.  It  is  characterized  by  anemia,  emaciation,  marked 
debility,  spongy  gums,  ecchymoses  int«  the  cutaneous  struc- 
ture, fibrous  exudate  into  the  deeper  parts,  the  disintegration 
of  tissue,  and  occasionally  by  internal  or  external  hemorrhage 
of  considerable  extent.  Few  cases  of  scurvy  are  seen  today, 
inasmuch  as  our  preservation-  of  vegetables  has  reached  such 
a  degree  of  perfection  that  it  is  possible  to  have  this  form  of 
food  under  all  circumstances.  Protracted  absence  at  sea,  camp 
life  and  isolated  conditions  no  longer  furnish  the  possibilities 
of  such  epidemics  of  scurvy  as  have  appeared  in  the  past. 
As  our  physiologic  and  economic  conditions  improve  there  will 
be  no  reason  for  its  existence  at  all.  Where  the  crowded  set- 
tlements are  subject  to  sanitary  imperfections  and  when  the 
food  is  impure  we  may  expect  sporadic  cases  and  sometimes 
epidemic  outbreaks.  It  will  always  be  necessary  to  carefully 
watch  the  food  supply  and  hygienic  conditions  in  our  prisons, 
almshouses  and  all  overcrowded  quarters  for  errors  in  these 
respects  always  favor  this  disease.  Testi  and  Beri  have  iso- 
lated a  micro-organism  which  by  inoculation  in  guinea  pigs 
produced  symptoms  similar  to  those  of  scurvy.  More  conclusive 
evidence  in  this  respect  is  desired. 

Aside  from  the  absence  of  organic  salts  obtained  from  veg- 
etables, which  occurs  when  this  dietetic  error  exists,  the  free 
hydrochloric  acid  and  the  total  acidity  are  reduced  to  such 
an  extent  that  food  is  not  properly  peptonized.  Thus  a  diges- 
tive disturbance  is  liable  to  be  established  which  may  prolong 
the  debility  even  when  the  proper  food  is  supplied.  All  ages 
are  siiscejitiblc  to  the  disease  when  the  predisposing  factors  pre- 
vail and  yet  those  of  advanced  years  are  more  frequently  affected. 
In  addition  to  the  unhygienic  surroundings  and  the  dietetic 
error,  it  must  bo  remembered  that  mental  anxiety  and  nervous 
depression  favor  its  development, 

Patholofy. — The  pathologic  findings  are  more  distinctly 
characteristic.     The  blood  is  thinner  than  normal,  but  leuko- 
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cytosiB  18  not  present.  Subcutaneous  hemorrhages  are  mani- 
fested in  the  ecchymotic  spots  and  a  more  pronounced  hemor- 
rhage will  he  found  underneath  the  perioateum  of  the  long 
bonee,  particularly  the  femur.  Articular  bleedings  are  often 
in  evidence  and  the  same  is  true  of  the  musclea,  seroua  mem- 
branes and  internal  organs.  The  intesiirud  mucous  membrane 
may  be  the  seat  of  ulceration,  wliile  the  gums  are  spongy  and 
bleed  easily  and  the  teeth  are  subject  to  decay.  The  spleen 
is  soft  and  enlarged,  while  the  heart,  liver  and  kidney  present 
a  fatty  or  parenchymatous  degeneration. 

Symploms. — The  disease  is  insidious  in  its  development, 
though  in  exceptional  instances  the  onset  is  sudden  and  the 
progress  toward  a  fatal  end  is  rapid.  Debility  and  emaciation 
gradually  increase,  while  the  mental  and  nervous  irritability 
may  he  unusually  distressing.  The  appearance  of  the  patient 
is  peculiar,  for  the  eyes  are  swollen  and  the  face  is  bloated, 
pale  and  often  the  color  simulates  a  bruised  condition.  The 
shin  is  dry,  poorly  nourished  and  dequamates  easily  upon  fric- 
tion. Small  petechial  spots,  reddish  or  brownish  in  color,  may 
appear  a  little  later  upon  the  limbs,  trunk  and  face.  The 
patient  will  often  complain  of  nocturnal  pains  and  dyspnea 
from  the  slightest  exertion. 

Swollen  gum^,  which  later  become  spongy  and  bleed  freely, 
is  one  of  the  first  characteristic  symptoms.  The  teeth  become 
loose  and  may  drop  out,  the  breath  is  offensive,  the  tongue 
swells  and  the  mucous  membrane  of  the  mouth  may  be  the 
seat  of  small  hemorrhages.  The  appetite  is  impaired  and  ob- 
stinate constipation  may  be  followed  by  a  debilitating  diarrhea. 
Scorbutic  dysentery  is  a  frequent  feature  and  while  the  urinary 
changes  are  not  marked,  albumin  may  be  discovered  and  in 
exceptional  cases  a  grave  form  of  nephritis  may  exist.  The 
skin,  following  the  petechiae  and  ecchymoses,  may  assume  a 
muddy  color  or  it  may  present  yellowish  brown  patches.  As 
the  hemorrhage  from  the  free  surfaces  generally  starts  in  the 
r^ion  of  the  hair  follicles,  the  nutrition  of  the  bair  in  these 
parts  is  impaired  and  it  may  lose  its  color  or  drop  out.  The 
extravasated  blood  may  be  sufficient  to  form  papules  on  the 
skin,  or  vesicles  may  be  formed  and  if  lliese  rupture,  bloody 
crusts  develop  over  an  ulcerating  and  discbai^ing  base.  The 
subcutaneous  hemorrhages  may  be  large  enough  to  establish  an 
extensive  area  of  ulceration  and  to  a  certain  extent  interfere 
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with  nutrition  by  subsequent  atrophy  and  scleroBiB.  Soeondary 
inflammation  in  these  parts  is  liable  to  be  followed  by  suppu- 
ration, deep-seated  ulcers  and  gangrenous  conditions.  Pain 
invariably  attends  these  extreme  pathological  changes  aa  the 
result  of  pressure  or  necrosis.  Subperiosteal  effusions  not  only 
cause  excesaive  pain,  but  sensitive  nodules  may  be  felt  along 
the  bony  shaft.  When  the  articulations  are  implicated  the 
pain  ia  accompanied  by  swelling,  and  the  suppuration  may 
develop  such  destructive  changes  that  ankylosis  may  result. 
Epistaxis  is  not  uncommon  and  when  hemorrhage  into  viscera 
occurs  hematuria,  hematemesis,  or  hemoptysis  may  occur,  or 
secondary  nephritis,  gastritis  or  pneumonia  may  develop. 

The  heart  action  is  usually  feeble  and  upon  exertion  pal- 
pitation, arrythmia  and  often  hemic  murmurs  may  be  detected. 
As  the  blood  vcseels  are  diminished  in  caliber  cardiac  dilata- 
tion is  not  uncommon  and  the  pulse  will  be  soft  and  small. 
When  the  debility  increases  the  nervous  irriialion  will  be  more 
pronounced  so  that  insomnia  and  delirium  are  possible  fea- 
tures. In  rare  instances  meningeal  hemorrhage  will  be  a 
complication.  Embolism  of  the  lungs  or  spleen,  with  resulting 
infarction,  may  be  the  cause  of  a  sudden  death.  The  weight 
usually  decreases  with  the  progressive  debility,  but  there  are 
exceptions  in  which  the  patient  retains  a  fair  amount  of  adi- 
pose. The  temperature  is  generally  subnormal  in  well  marked 
cases,  but  if  the  viscera  are  involved  sufficiently  to  create  in- 
flammation or  suppuration,  a  rise  of  temperature  may  be  ex- 
pected. 

DiafnosiB.— The  infrequency  of  the  disease  is  the  greatest 
excuse  for  diagnostic  error.  Purpura  will  be  difficult  to  dif- 
ferentiate in  certain  instances  particularly  when  the  hemor- 
rhagic spots  are  limited  to  the  lower  extremities  and  are  unat- 
tended by  hemorrhage  into  the  deeper  tissues  or  from  the 
mucous  surfaces.  Mercurial  stomatitis  may  give  simulating 
symptoms  in  the  mouth,  but  the  history  and  other  character- 
istic signs  are  quite  distinctive. 

Prognosis. — The  prognosis  is  invariably  favorable  in  oases 
not  far  advanced  when  the  correct  diet  ia  instituted.  When 
complicated  by  hemorrhagic  invasions  of  the  internal  organs 
or  when  embolic  infractions  exist,  we  should  not  expect  a 
favorable  result  from  our  treatment.  When  the  osseous  or 
other  tissues  are  involved  by  syphilis  or  when  other  infectious 
diseaaes  attend,  the  prognosis  is  always  grave. 
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Treatment. — The  firat  eBsential  of  treatment  is  prophy- 
laxis, and  this  is  attended  to  when  the  normal  mixed  diet  is 
obtained.  Such  fresh  re^tables  as  potatoes,  onionB,  sauerkraut 
and  fruits  are  the  beat  antiscorbutic  foods,  and  these  alone 
will  cure  the  average  incipient  case.  Fruit  juices  have  obviated 
the  danger  of  scorbutus  which  has  heretofore  existed  in  both 
naval  and  army  life.  Meats  should  only  be  sparingly  permitted 
until  there  are  positive  signs  of  improvement.  Milk,  ^gs  and 
farinaceous  dishes  are  a  good  compromise  as  we  approach  the 
proteid  diet.  The  mouth  should  be  cared  for  by  proper  anti- 
septic solutions,  the  ulceration  should  be  treated  surgically, 
and  the  general  symptomatology  of  the  patient  should  be 
watched  and  cared  for  with  relevancy  to  complications  or  seri- 
ons  conditions. 

Internal  medication  does  not  accomplish  so  mnch  aa  the 
dietetic  regulations,  though  many  times  there  are  special  symp- 
toms which  are  indicative  of  a  similimimi.  Hemorrhagic  rem- 
edies like  secale,  nitric  add,  hamamelia,  ipecac  and  china  are 
often  of  service  and  may  be  called  for  by  the  totality  of  symp- 
tomfl.  Phosphorus,  ferimm  phos.,  phosphoric  add  and  tere- 
binth are  quite  frequently  useful,  as  they  relate  to  tissue  meta- 
morphosis, hemorrhages,  anemia  and  digestive  disturbance. 
Often  the  heart  needs  the  assistance  of  a  cardiac  tonic,  bnt 
frequently  perversions  of  this  organ  are  corrected  by  such  rem- 
edies as  eroialus  horridus,  naja,  lachesis  or  arsenicum.  Should 
women  be  affected  and  uterine  hemorrhage  be  a  symptom, 
then  we  may  rely  upon  such  remedies  as  cimidfuga,  ptdsatUla, 
sabina,  trUlium,  millefolium  and  erigeron.  In  case  of  hema- 
turia mercurius,  hydrangea,  berberis,  chimaphila,  terebinth, 
uva  urai,  vesicaria  and  salmi  aerrulata  may  be  required.  When 
hematemesis  is  a  symptom  kydrastin  hydrochlorate,  gallic  acid, 
secale  and  ipecac  are  usually  indicated,  and  when  there  are 
complicating  conditions  of  the  lungs  creosote  and  other  rem- 
edies whi^  relate  to  pneumonia  or  tuberculosis  should  be 
studied. 


INrANTILE  SCORBUTUS. 

This  is  a  form  of  scurvy  which  is  peculiar  to  infants  and 
is  characterized  by  the  additional  evidences  of  rachitis.  It 
is  found   most  commonly   among   those   infants   reared   upon 
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artificial  foods,  and  it  is  nol  confined  entirely  to  the  children 
of  poor  parentage;  it  is  quite  frequently  discovered  in  the  off- 
spring of  those  who  have  suffered  from  debility  incident  to 
luxury.  It  occurs  generally  during  the  first  two  years  of  life 
and  between  the  seventh  and  fourteenth  months  most  frequently. 
The  nature  of  the  disease  is  not  well  understood.  It  has  been 
called  "Barlow's  Disease"  on  account  of  the  exhaustive  research 
made  by  this  author,  and  it  has  also  been  termed  "periosteal 
cachexia"  from  the  subperiosteal  hemorrhage  which  character- 
izes its  pathology,  while  some  observers  still  consider  it  aa  a 
phase  of  acute  rachitis.  It  is  of  rapid  development  and  the 
pathologic  features,  in  addition  to  the  subperiosteal  hemor- 
rhage, are  characterized  by  a  thickened  and  extremely  sensitive 
condition  of  the  bones,  with  a  marked  tendency  to  softening 
between  the  epiphysis  and  shaft,  and  occasional  intermuscular 
extravasation.  The  lesions  of  rickets  are  also  added.  The 
lower  extremities  arc  most  frequently  affected,  but  the  forearm, 
scapula,  vault  of  the  cranium  and  face  are  affected  in  excep- 
tional cases. 

tSymvioma.— Impaired  nutniion  is  usually  in  evidence, 
though  the  signs  of  wasting  are  not  always  present.  The  skin 
has  a  dark  or  muddy  appearance  similar  to  that  when  the 
adult  is  affected.  Pain  is  a  decided  factor  and  it  will  be 
noticed  by  the  child's  crying  whenever  he  ia  moved  or  the 
limbs  are  touched.  Swelling  of  the  limbs,  as  the  result  of  the 
subperiosteal  hemorrhage,  soon  develops  symmetrically,  though 
one  limb  is  liable  to  be  larger  than  the  other.  The  parts  are 
shiny  and  tense,  though  there  is  rarely  any  pitting  upon  pres- 
sure. In  some  cases  there  may  be  a  separation  of  the  epi- 
physes, while  the  limbs  are  ffexed  at  first  but  later  are  straight- 
ened or  everted.  Other  bones  are  involved  as  the  disease  pro- 
gresses. The  joints  are  rarely  affected.  The  sternum,  adja- 
cent cartilages  and  a  part  of  the  contiguous  ribs  may  be  crowded 
in  aa  if  affected  by  violent  pressure  from  without.  Barlow  de- 
scribes a  peculiar  pufiing  with  slight  staining  of  one  upper 
eyelid,  while  the  other  is  soon  similarly  affected.  Hemorrhages 
from  the  conjunctivae  and  mucous  surfaces  are  often  present. 
Ecchymotic  spots  may  also  be  observed  on  the  akin,'  while  the 
gums  swell  and  become  spongy.  The  temperature  may  be  sub- 
normal, normal  or  fairly  high  (102°  F.).  Anemia  is  liable 
to  be  a  marked  feature. 
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Diagnosis.— The  diagDoeis  ie  generally  accepted  b;  the 
differentiations  of  Barlow  aa  follows:  The  predominenoe  of 
lower  limb  affection,  with  the  immobility  which  may  lead  to 
pseudo-paralysis ;  the  excessive  tenderness  with  swelling  of  the 
lower  limbe;  the  shiny  and  tense  skin  which  presents  little 
local  heat  and  no  pitting;  the  thickened  bony  shafts  after  the 
swelling  subsides  and  the  fracture  which  may  occur  near  the 
epiphysis  together  with  the  swelling  of  the  gums  about  the 
teeth  only  and  minute  transient  ecchymoses, 

Profnosis. — The  prt^osis  may  be  considered  as  uniiau- 
ally  favorable  if  the  proper  dietetic  treatment  is  instituted. 

Trealment.— The  treatment  which  has  been  outlined  under 
scorbutus  will  generally  apply  in  these  cases.  The  correct  diet 
will  be  the  most  difficult  to  establish,  though  the  modified 
cow's  milk,  with  the  additional  employment  of  meat  juices  and 
orange  or  lemon  juice,  will  greatly  facilitate  the  recovery. 
Orange  juice  freely  administered  is  especially  valuable.  Hy- 
gienic care  is  of  paramount  importance  and  such  remedies  as 
calcarea  phos.,  ferrum  phos.,  phosphoric  acid,  phosphorus  and 
the  hypophosphitee  are  usually  indicated.  Arsenicum,  iron  and 
strychnia  may  be  demanded  aa  tonic  remedies.  The  limbe  may 
need  splints  in  case  of  fracture. 


PUBPUHA. 

Purpura  is  an  expression  of  a  constitutional  condition, 
characterized  by  extravasations  of  blood  into  the  skin  irre- 
spective of  traumatism.  The  purpuric  spots  are  designated 
aa  "petechiae"  when  they  are  small,  and  as  "ecchymoses"  when 
they  are  large.  At  their  first  appearance  they  are  deep  red  in 
color,  but  later  become  darker  and  gradually  fade  into  brown- 
ish-yellow spots.  Pressure  does  not  cause  them  to  disappear. 
The  time  required  for  coagulation  may  be  estimated  by  the 
coagulometer.  While  normal  blood  will  clot  in  three  to  five 
minutes,  purpuric  blood  will  require  ten  to  fifteen  minutes. 
Por  the  convenience  of  study  the  disease  is  classified  under  the 
following  heads :  Secondary  or  symptomatic  purpura  and 
primary  or  idiopathic  purpura. 

Sec«ndwry  or  Symptomatic  Porpara. — I'nder  this  head 
we  may  first  consider  that  form  which  is  classed  as  infectious. 
The  hemorrhagic  spots  may  take  the  form  of  ecchymoses  as 
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obseired  in  pyemia,  septicemia  and  malignant  endocarditis, 
or  they  may  appear  as  a  rash  which,  in  its  various  forms,  char- 
acterizes cerebro-spinal  meningitis,  typhus,  measles,  scarlet 
fever  or  smallpox.  A  toxic  variety  may  be  recognized  as  the 
result  of  snake  virus  and  the  action  of  such  drugs  aa  quinin, 
copaiba,  belladonna,  mercury,  ergot  and  the  iodids.  Cachetic 
purpura  is  occasionally  recognized  in  association  with  the  con- 
stitutional disturbances  accompanying  cancer,  tuberculosis, 
leukemia,  pernicious  anemia,  nephritis,  scurvy  and  often  as  a 
feature  of  senility.  The  purpuric  spots  are  usually  confined 
to  the  lower  limbs  in  these  instances.  Neurotic  purpura  has 
been  recognized  in  connection  with  such  nervous  diseases  as 
tabes,  following  an  attack  of  fulgurating  pains;  in  such  in- 
stances the  hemorrhagic  evidence  is  manifest  at  the  point  of 
severest  pain.  Purpuric  spots  may  also  accompany  myelitis, 
hysteria  and  neuralgia.  Mechanical  purpura  is  a  rare  sequence 
of  venous  stasis  or  it  may  attend  the  paroxysms  of  whooping 
cough  and  the  convulsions  of  epilepsy.  All  of  these  forms  <rf 
purpura  may  be  regarded  as  secondary  to  some  other  disease. 

Primary  or  Idiopathic  Pnrpara.: — This  is  recognized 
either  as  simple  purpura,  arthritic  purpura  or  purpura  hemor- 
rhagica. Simple  purpura  is  a  mild  form  occurring  most  fre- 
quently in  children  and  appearing  commonly  upon  the  legs, 
with  occasional  involvement  of  the  trunk  and  arms.  The  ex- 
travasations may  appear  as  petechiae,  ecchymoses  or  blood 
streaks  (vibices),  and  often  in  crops.  They  are  gradually  trans- 
formed into  browniah-yellow  spots  and  finally  disappear.  Pur- 
pura simplex  is  regarded  by  some  as  rheumatic  in  character, 
though  arthritic  manifestations  are  not  commonly  observed. 
Fever  is  not  usually  a  symptom  and  the  disease  is  not  generally 
protracted  beyond  a  week  or  ten  days. 

Arthritic  purpura  or  Schonlein's  disease,  is  characterized 
by  polyarthritis  and  an  eruption  varying  from  the  purpuric 
spots  to  an  urticaria  or  an  exudative  erythema.  It  occurs  most 
frequently  in  males  at  middle  life,  though  it  is  not  confined  to 
that  sex.  It  is  ushered  in  by  prodromal  symptoms  of  headache, 
articular  pains,  slight  anginal  attacks,  sore  throat  and  a  fever 
which  reaches  as  high  as  103''-104''  F.  The  jointa  are  soon 
swollen,  painful  and  decidedly  tender.  The  eruption  is  con- 
fined mostly  to  the  legs  and  the  joints  affected.  When  there  is 
a  combination  of  wheals  and  purpura  it  is  defined  as  purpura 
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urticans  and  when  resication  occurs  it  is  termed  pemphigoid 
purpura;  again  the  eruption  may  conebt  of  these  different 
^pes  combined.  Edema  is  occasionally  pronounced  and  is 
exceeeive  on  the  chin,  lower  Hp  and  eyelids,  the  purpuric  spots 
being  ia  evidence  where  the  edema  is  extreme;  fever  is  in- 
variably present  when  edema  exists.  Hemorrhage  from  ma- 
cons  membranes  is  not  common,  epistazis  being  of  most  fre- 
quent occurrence.  The  urine  is  often  reduced  in  amount  and 
may  contain  albumin.  The  origin  of  the  disease  is  not  clearly 
established  as  rheumatic,  though  with  the  symptoms  of  endo- 
carditis present  this  theory  is  quite  tenable.  It  has  the  features 
of  rheumatic  fever  plus  the  purpuric  manifestations.  The 
diagnosis  presents  no  difBculties  when  the  polyarthritis,  pur- 
puric rash  and  edema  are  present  The  prognosis  is  invariably 
favorable  unless  unexpected  complications  appear.  There  is 
always  a  marked  tendency  toward  relapse  or  recurrence. 

Henoch's  purpura  is  a  form  of  purpura  which  occnrs 
chiefly  among  children  and  is  characterized  by  its  tendency  to 
relapse  or  recurrence,  by  a  cutaneous  eruption  which  simulates 
erythema  multiforme  rather  than  purpura,  and  gastro-intesti- 
nal  crises  with  vomiting  and  diarrhea.  Painful  and  occasion- 
ally swollen  joints,  localized  edema  of  the  skin,  and  hemor- 
rhages from  the  mucous  membranes  are  also  characteristic 
symptoms.  When  the  hemorrhage  takes  place  into  the  kidney 
a  severe  hemorrhagic  nephritis  may  follow.  The  above  symp- 
toms are  not  always  constant  and  the  intestinal  crises  may 
often  exist  without  any  su^;estion  of  the  correct  diagnosis 
until  hemorrhage  appears.  In  many  respects  it  simulates  an- 
gioneurotic edema. 

Purpura  heviorrhagica,  also  known  as  morbus  maculosus 
of  Werlhof,  is  the  severest  form  of  purpura.  Though  its  etio- 
logical history  is  not  fully  established  it  is  believed  to  have 
some  relation  to  infectious  diseases,  particularly  rheumatism 
and  malaria,  and  it  most  often  exists  in  association  with  a 
state  of  debility.  Females  are  predisposed  to  it  more  than 
males,  and  though  it  may  appear  at  any  age,  it  ia  more  liable  to 
appear  during  middle  or  comparatively  early  life.  The 
symptoms  are  announced  by  a  prodromal  malaise  with 
slight  headache,  anorexia  and  exhaustion.  After  this 
debility  has  existed  for  a  abort  time  a  moderate  fever 
appears,    followed   later  by    the     appearance    of     purpuric 
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spots  on  the  skin  whicli  rapidly  increaee  in  number  and 
size.  Bleeding  from  the  mucous  Burfaces  soon  takes  place 
and  it  may  occur  as  epistaxis,  hematuria  or  hemoptysis,  with 
a  marked  resultant  anemia.  The  prostration  may  be  prolonged 
and  associated  with  pains  in  the  limbs,  back  and  abdomen,  or 
it  may  be  intermittent,  a  recurrent  malaise  u.-iually  presaging 
another  hemorrhage.  Death  may  result  from  the  loss  of  blood 
or  apoplexy.  The  favorable  cases  run  a  course  of  tea  days  or 
two  weeks,  while  a  malignant  form,  purpura  fulminana,  is 
liable  to  he  fatal  in  twenty-four  hours.  This  form  is  generally 
observed  in  children  and  is  characterized  by  cutaneous  hemor- 
rhages which  develop  rapidly,  though  in  some  cases  death  may 
come  before  the  hemorrhage. 

Diagnosis  and  Prognosis. — The  diagnosis  is  usually  made 
without  difiBculty  and  the  only  confusion  is  liable  to  occur  in 
the  case  of  scurvy.  This  disease,  however,  should  be  suspected 
from  the  dietetic  cause  and  the  characteristic  spongy  condition 
of  the  gums,  the  brawny  indurations  and  the  more  scanty  hem- 
orrhage. The  prognosis  is  favorable  in  the  mild  cases  and 
recovery  usually  takes  place  in  a  week  or  ten  days.  The  severe 
cases  recover  slowly,  while  the  fulminating  cases  terminate  un- 
favorably in  twenty-four  hours. 

Treatment. — The  treatment  consists  in  the  use  of  such 
measures  and  remedies  as  will  correct  the  debility  and  hemor- 
rhage. The  usual  tonics  and  dietetic  recommendations  have 
been  employed  and  with  generally  beneficial  results.  Arsenic, 
without  doubt,  has  given  the  most  encouragement  and  this  is 
not  by  any  means  without  reason,  for  its  hematic  value  in  ane- 
mia is  undisputed.  Fowler's  solution  and  combinations  with 
iron  and  strychnia  are  the  most  popular  forms  of  its  employ- 
ment. In  the  rheumatic  form  of  the  disease  sodium  saHcylate 
has  been  recommended,  but  it  does  not  give  the  satisfactory  re- 
sults aa  in  rheumatic  fever  inasmuch  as  that  relation  is  not 
clearly  established  in  this  disease. 

For  the  hemorrhage  the  usual  astringent  remedies  have 
been  advised.  Of  these  those  most  frequently  used  are  ergot 
(minims  5-30),  persulphate  of  iron  (grs.  ^),  ami  dilute 
aromatic  sulphuric  acid  (minims  S-l."*).  Turpentine,  lead 
acetate,  tannic  and  gallic  acid  have  also  been  employed  to  check 
the  bleeding.  Calcium  chlorid  (grs.  5-30)  four  times  daily, 
has  been  used  to  increase  the  coagulability  of  the  blood.     The 
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internal  and  subcutaneoutt  admiDistratiuii  of  the  suprarenal 
extract  (mininis  5-10)  has,  however,  almost  entirrly  sup- 
planted the  older  emergency  remedies.  A  solution  of  gelatin 
(2  per  cent)  in  normal  salt  solution  has  been  given  Bubcu- 
taneouslj  and  per  rectum  with  decided  success. 

Among  the  homeopathic  remedies  nitric  acid,  terebinth, 
china,  hamamelis,  Hydrastis  and  secate  are  of  first  importance 
so  far  as  hemorrhage  is  concerned.  Phosphorus,  ferrum  phos, 
phosphoric  acid  and  picric  acid  are  next  in  value.  When 
chronic  cardiac  conditions  are  underlying  factors  we  may  find 
help  from  such  remedies  as  lachesis,  crotalua,  naja,  spigelta 
and  kalmia.  When  the  urticarial  conditions  are  prominent, 
natrum  mur,  graphites,  pulsatilla,  caicarea,  sepia  and  sulphur 
may  be  demanded.  Kali  iodid,  arsenicum  iodid,  mercy/ritis, 
mezereum,  pkyiolacca,  rhus  tox,  anacardium,  urtica  urens  and 
apis  will  correspond  to  the  totality  of  symptoms  in  a  large 
class  of  cases. 
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Syphilis  Hemsrrhafica  Nesnatoriim. — ^Wben  this  disease 
exists  cutaneous  extravasations  and  bleeding  from  the  bowels, 
kidneys  or  from  the  umbilicus  may  be  discovered  shortly  after 
birth.  The  skin  is  deeply  jaundiced,  the  stomach  rejects  food, 
emaciation  is  pronounced  and  death  usually  occurs  in  the  course 
of  a  week  or  ten  days.  The  autopsy  reveals  syphilitic  lesions 
in  the  liver,  lungs  and  other  viscera. 

Epidemic  Hem«tlabiDnria.~Tbis  was  first  described  by 
Winckel  in  1879  as  an  epidemic  form  of  hemorrhage  occur- 
ring most  frequently  in  lying-in  institutions.  It  is  extremely 
fatal  and  usually  appears  about  the  fourth  day,  or  often  as 
early  as  the  second  day,  after  birth.  The  skin  becomes  icteric, 
while  fever,  rapid  respiration,  occasional  cyanosis,  vomiting 
and  diarrhea  are  attending  symptoms.  The  urine  contains 
albumin,  metbemoglobin  and  a  deposit  of  epithelium  and  tube 
casts.  The  blood  has  an  excess  of  leukocytes  and  granular 
detritus.  Hemorrhages  may  occur  in  the  kidney  and  other 
organs  as  well  as  in  the  mucous  membranes.  An  infectious 
origin  is  presumed.  The  autopsy  discloses  a  staining  of  the 
skin  and  internal  organs  with  numerous  punctiform  hemoi^ 
rhages,  the  spleen  is  enlarged,  the  kidneys  are  dark  brown  in 
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color  and  the  tubules  are  filled  with  granular  debris.  The  liver, 
heart  and  other  viscera  show  some  fatty  degeneration. 

Acate  DefeoeratioD  of  the  Intenial  Organs. — This  is 
known  as  Buhl's  disease  and  is  similar  to  that  just  described 
as  Winckel'B  diaeaae.  It  is,  no  doubt,  an  infectious  disease  of 
the  newborn,  characterized  by  cyanosis,  jaundice  and  visceral 
hemorrhages,  with  an  acute  fatty  degeneration  of  the  internal 
organs. 

NorboB  Nacalosaa  Neoaatonim.— This  is  a  form  of  bleed- 
ing which  takes  place  during  the  first  week  or,  in  exceptional 
cases,  two  or  three  weeks  after  birth.  The  hemorrhage  usually 
takes  place  from  the  bowels  (melena  neonatorum)  though  it 
may  come  from  the  mouth,  nose,  stomach  or  navel.  Hemaio- 
genous  jaundice  is  occasionally  observed  and  fevej-  is  frequently 
present.  Cerebral  hemorrhages  and  infections  are  regarded  as 
causes.  Postniortem  changes  are  not  marked,  though  ulceration 
of  the  esophagus,  stomach  and  duodenum  have  been  found. 
The  disease  is  usually  fatal,  death  occurring  in  from  one  to 
several  days. 

Traalment. — So  far  as  remedies  are  concerned,  little  in 
the  line  of  treatment  will  avail.  Complete  rest  is  necessary 
and  for  this  purpose  it  will  often  be  best  to  feed  the  child 
with  a  spoon  or  bottle  instead  of  permitting  it  to  nurse.  Warmth 
must  be  consistently  maintained  and  for  this  purpose  the  use 
of  the  incubator  has  been  of  advantage  in  recent  practice.  Oalite 
acid  and  the  indicated  homeopathic  remedies  may  suffice  in 
cases  where  they  may  be  administered  in  solution.  It  is  often 
necessary  to  control  the  hemorrhage  by  means  of  hypodermatic 
injections  of  ergotiu  in  minim  doses  every  six  hours. 


HENOPHaiA. 


This  is  a  constitutional  disease  which  is  characterized  by 
uncontrollable  bleeding  which  occurs  spontaneously  or  from 
traumatism.  It  is  hereditary  and  is  often  associated  with  some 
other  disease,  particularly  arthritis.  That  it  is  hereditary  must 
be  admitted  inasmuch  as  we  so  frequently  find  a  family  ten- 
dency toward  bleeding.  The  transmission  of  the  disease  seems 
to  occur  through  the  female  line,  though  the  direct  male  de- 
scendant is  most  liable  to  the  affliction.  Blondes  seem  to  be 
most  frequently  predisposed. 
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Palholo^. — The  nature  of  the  disease  is  unknown,  and 
there  are  no  special  pathological  features  which  are  distinctive. 
The  pathology  is  found  in  the  arterioles,  whose  middle  muscu- 
lar tunic  is  often  absent  or  very  thin.  Vaso^motor  disturbances 
must  be  taken  into  consideration  inasmuch  as  emotional  ex- 
citement is  frequently  a  factor.  Hemorrhages  into  the  joints, 
with  subsequent  inflammation  of  the  synovial  membranes,  are 
occasionally  discovered.  The  blood  changes  are  not  marked, 
a  diminution  in  the  number  of  leukocytes  and  retarded  coagu- 
lation must  be  regarded  as  pathologic  features  which  favor  the 
disease. 

Symptoms.— The  disease  is  first  manifested  by  the  oc- 
currence of  a  persistent  hemorrhage  from  slight  wounds.  This 
may  take  place  following  a  skin-scratch,  th«  extraction  of  a 
tooth,  or  from  a  slight  surgical  operation.  If  may  occur  at 
birth  following  the  cutting  of  the  cord.  The  spontaneous 
hemorrhages  usually  take  place  in  the  form  of  nosebleed  after 
blowing  the  nose,  or  it  may  come  from  the  mouth,  stomach  or 
superficial  wounds.  Petechiae  occur  from  trivial  causes  and 
ecchymoses  or  "black  and  blue"  spots  follow  the  slightest  in- 
juries. Extensive  exiravasaiions  (hematoma)  may  result  from 
contusions.  Menstruation  is  liable  to  be  profuse  in  female  sub- 
jects, though  childbearing  is  not  generally  attended  by  an 
unusual  loss  of  blood.  External  hemorrhages,  particularly 
those  of  the  nose  and  mouth,  are  inclined  to  be  severe  and  diffi- 
cult to  check.  The  patient  invariably  reacts  promptly  when 
the  hemorrhage  is  stopped,  though  repeated  loss  of  blood  may 
develop  a  profound  anemia.  Arthritic  symptoms  may  arise 
from  hemorrhage  into  the  larger  joints  and  the  febrile  con- 
dition which  arises  may  simulate  rheumatic  fever.  In  some 
instances  the  joint  pains  may  presage  an  attack  of  hemorrhage. 

IHaCnosls. — When  the  hereditary  influence  is  established 
or  when  the  hemorrhage  takes  place  frequently  from  slight 
injuries  we  may  suspect  hemophilia.  Peliosis  rheumatica  is  a 
simulating  disease,  and  should  be  diagnosed  by  the  presence 
of  edema  urticaria  and  its  distressing  itching. 

ProfnoBls. — The  tendency  is  toward  a  fatal  termination 
in  case  of  repeated  hemorrhages.  There  is  a  possibility  of  the 
patient  outgrowing  the  disease  with  advancing  years.  The  fatal 
oases  are  almost  invariably  found  in  the  young. 

Trealmant. — The  prevention  of  hemorrhage  is  paramount. 


lOOgle 


338  CONSTITUTIONAL  DISEASES. 

Such  patients  eliould  be  on  conBtant  guard  agaimt  traumatism 
and  surgical  operations  should  not  be  performed  on  Buch  sub- 
jects, unless  it  is  absolutely  necessary.  It  may  be  well  also  to 
discourage  marriage  in  the  case  of  women  afflicted  with  hemo- 
philia for  fear  of  abortions  and  a  possible  fatal  hemorrhage  at 
confinement  Anders,  however,  quoting  EoUter,  says  of  130 
cases  of  pregnancy  and  labor,  the  death  of  the  mother  occurred 
in  only  three  and  abortion  in  sixteen  cases.  Hygienic  measures 
should  be  instituted  and  the  nutrition  must  be  brought  to  the 
highest  standard.  Outdoor  exercise  and  a  general  development 
of  a  normal  physical  resistance  will  often  thwart  the  tendency 
to  bleeding  as  the  patient  grows  older. 

During  an  attack  quiet  is  necessary,  while  styptics  and 
internal  remedies,  which  have  been  previously  mentioned  un- 
der purpura  should  be  employed  in  case  of  hemorrhage.  For 
styptics  perchlorid  of  iron,  at  first  diluted  and  later  in  full 
strength,  may  be  relied  upon.  Tannic  acid  in  saturate  solution 
or  as  a  powder  is  a  valuable  agent  and  it  may  be  applied  on 
cotton  or  gauze  whenever  a  plug  for  cavities  is  needed.  Lint 
saturated  with  spirits  of  turpentine  is  also  serviceable  in  many 
instances.  In  epistaxis  ice  is  often  the  only  required  applica- 
tion and  if  this  does  not  suffice,  pluming  will  be  necessary. 
Solutions  of  suprarenal  extract  are  now  the  most  convenient 
and  ef&cacious  agent  for  treatment  in  case  of  hemorrhage.  Their 
hypodermatic  administration  may  be  demanded. 

The  interjial  remedies  have  been  previously  mentioned 
with  reference  to  purpura,  but  here  the  suprarenal  extract  grs. 
2  or  adrenalin  (m.  5-30)  every  three  hours,  gives  the  most 
positive  relief.  One  dram  of  adrenalin  chlorid  may  be  added 
to  half  a  pint  of  normal  salt  solution  and  used  by  hypodermo- 
clysis  or  intravenous  injection.  It  may  also  be  used  hypoderm- 
atically.  Hydrastis  fluid  extract  (gtt.  5-15)  may  be  used 
every  three  hours,  or  hydrastin  hydrochlorate,  in  the  first  deci- 
mal potency.  Calcium  salts  are  also  to  be  considered.  The 
convalescence  should  be  treated  in  accordance  with  the  de- 
mands of  the  case  and  the  indications  for  remedies. 


OBESITY. 

This  disease  is  included  under  constitutional  diseases  for 
the  want  of  a  better  classification.  In  some  people  a  consid- 
erable degree  of  obesity  is  a  normal  condition,  while  in  others 
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the  deposition  of  fat  in  excess  is  a  manifestation  of  disease  or 
a  perverted  fonctioQ.  Thus  tlie  term  obesity  or  adiposity 
atoold  be  used  to  describe  a  state  in  which  there  is  some  suf- 
fering or  impairment  of  the  physical  health  from  this  cause. 
When  it  is  an  inherited  condition  Httle  can  be  done  to  pre- 
vent it  and  no  apparent  harm  results  with  the  exception  that 
the  sufferer  is  incapacitated  from  taking  a  sufficient  amount  of 
exercise.  Where  it  develops  from  over  eating,  alcoholic  stim- 
ulation and  a  lack  of  physical  exercise)  it  is  an  acquired  dis- 
ease and  leads  to  a  disordered  metaboliem  which  favors  organic 
disease.  Obesity  sometimes  follows  an  infectious  disease  or 
it  may  appear  in  women  after  the  menopause.  In  a  large  class 
of  people  the  increase  of  fat  is  a  natural  process  after  the 
fortieth  year.  Another  class  of  patients,  to  my  mind,  become 
obese  as  the  result  of  faulty  or  deficient  elimination. 

The  pathologic  condition  is  characterized  by  the  marked 
increase  of  fat  deposited  throughout  the  body  with  an  espe- 
cially large  amount  distributed  over  the  abdomen  in  most  cases. 
This  excess  fat  is  not  distributed  under  the  skin  alone,  but 
the  internal  viscera  suffer  from  its  presence  as  well.  The 
heart  ia  overlaid  with  it  and  the  intermuscular  tissue  may 
suffer  from  a  fatty  infiltration.  The  arteries  also  are  affected, 
the  changes  being  noted  in  the  intima  and  media,  while  chronic 
endarteritis  with  sclerosis  and  thickening  of  the  vessels  may 
take  place.  The  veins  may  also  become  varicose  from  this 
cause.  The  blood'is  increased  in  specific  gravity  and  in  many 
cases  the  hemoglobin  percentage  is  also  increased.  The  lungs 
may  suffer  from  passive  congestion  or  edema  on  account  of 
the  cardiac  weakness.  The  liver  is  affected  similarly,  the  kid- 
neys may  become  infiltrated  and  the  stomach  may  be  dilated 
on  account  of  the  fatty  invasion  of  its  muscular  stroma;  a 
gastro-intestinal  catarrh  is  not  a  remote  possibility  from  this 
cause,  and  its  prolonged  existence  may  favor  gastrectasis. 

Symptoms. — Aside  from  the  gross  appearance  caused  by 
obesity  the  cumbersome  weight  is  liable  to  cause  dyspnea  from  ■ 
the  slightest  exertion.  This  exists  not  alone  from  the  weight 
but  is  dependent  upon  the  abnormal  amount  of  fat  in  the  abdo- 
men and  chest  which  acts  as  a  mechanical  disturbance  of  res- 
piration and  cardiac  action.  On  account  of  the  increase  in 
the  vascular  network  in  the  obese  the  heart  has  to  force  the 
blood  through  a  greater  number  of  blood  vessels;  hence  the 
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fatty  heart  of  these  patients  meam  more  than  the  super- 
imposed  fat  and  the  condition  of  infiltration  for  such  a  state 
favors  other  organic  changes.  Passive  congestions  are  liable 
to  exist  in  other  oi^ns  when  the  fatty  change  involves  the 
arterial  system.  This  accounts  for  many  of  the  associate  affec- 
tions of  the  liver,  lungs  and  digestive  tract.  Anemia  is  a 
natural  sequence  in  this  condition,  the  akin  being  pale  while 
the  muscles  become  flabby.  Such  patients  can  not  endure  work 
or  exercise  without  marked  fatigue.  lu  women  it  often  ex- 
plains the  uterine  disorders  both  functional  and  organic.  An- 
other point  of  importance  is  the  fact  that  obese  patients  do  not 
well  endure  an  acute  infection  and  functional  derangements  of 
all  kinds  are  liable  to  be  exa^^rated.  Digestion  is  easily 
disturbed,  the  sexual  power  is  debilitated,  constipation  is 
common  and  the  mind  is  not  normally  active.  The  ^in  fonc- 
tion  may  often  be  impaired  and  in  addition  to  the  common 
excoriations,  pruritus,  acne  and  eczema  are  occasional  perver- 
sions. Profuse  sweating  is  a  common  complaint  of  the  obese, 
and  if  the  skin  and  kidney  functions  are  not  active,  polyuria 
or  oliguria  may  be  experienced.  The  pulse  is  usually  small 
and  rapid  while  the  heart  sounds  are  diminished  in  intensity. 

Treatment.— ^The  principle  of  treatment  is  to  obviate  as 
far  as  possible  the  further  increase  of  fat.  This  will  require 
a  prophylaxis  which  shall  consider  the  hereditary  predisposi- 
tion and  the  diet.  The  former  is  corrected  somewhat  by  a 
thoughtful  anticipation  of  hereditary  tendencies  and  the  lat- 
ter will  be  attended  to  by  a  painstaking  elimination  of  fat-form- 
ing foods.  The  tendency  for  such  patients  to  overeat  will 
demand  close  watching.  Sugars,  fats,  starches  end  alcohol 
must  be  restricted  in  the  majority  of  cases,  though  in  a  purely 
hydremic  form  of  obesity  albuminoids,  hydrocarbons  and  fat 
producing  materials  may  be  required  for  a  time  at  least.  Se- 
vere measures  employed  to  reduce  fat  should  not  be  tolerated, 
and  to  this  end  it  will  often  be  necessary  to  seriously  caution 
-  patients  against  many  of  the  advertised  remedies.  Water  is 
generally  used  in  abundance  by  fat  people  and  this  habit  may 
be  restricted  with  due  regard  for  the  system's  demands. 

Physical  exercise  is  an  adjuvant  form  of  treatment  which 
must  not  be  overlooked.  This,  however,  must  be  taken  with 
a  proper  consideration  for  the  patient's  ability  to  withstand 
extreme  physical  strain.     Oxidation  is  naturally  increased  by 
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exercise,  but  it  is  not  Buccessfully  obtained  by  forced  exercise. 
Myocardial  degeneration  and  cardiac  dilatation  are  so  com- 
monly present  that  they  naturally  oontraindicate  any  extreme 
measure  of  this  kind.  Batha  which  favor  skin  elimination 
are  necesaary  expedients  of  treatment,  hut  these  also  must  be 
undertaken  with  due  regard  for  the  possible  resultant  depres- 
sion. The  Turkish  bath  and  the  prolonged  hot  bath  should  not 
be  tolerated.  A  cool  shower  taken  with  moderation  is  prefer- 
able. Diuresis  and  catharsis  should  be  induced  with  equal  cau- 
tion lest  sudden  and  unnatural  depletion  thwart  the  object  of 
treatment.  Massage  and  carefully  applied  gymnastics  will 
often  accomplish  much  for  these  cases.  All  measures  which 
increase  the  elimination  are  indispensable  in  the  treatment  of 
this  condition. 

The  medicinal  treatment  does  not  offer  much  encourage- 
ment except  as  it  pertains  to  the  proper  indications  and  the 
use  of  remedies  which  favor  the  reduction  of  fat.  Phyto- 
lacca has  for  a  long  time  been  regarded  as  a  useful  remedy 
for  this  purpose.  Its  action  upon  the  glandular  and  fibrous 
tissues  is  well  known  and  it  is  possible  that  it  may  have  some- 
thing to  do  with  the  reduction  of  fat.  It  has  been  used  freely 
in  the  form  of  a  watery  decoction  obtained  from  the  berries. 
Gouty  conditions  must  also  receive  proper  consideration  ac- 
cording to  su^estions  given  under  that  subject.  It  is  safe 
to  say  that  any  remedy  which  favors  elimination  without  sec- 
ondary depression  or  helps  in  restoring  any  perverted  function 
will  be  useful  in  the  treatment  of  this  disease.  Thyroid  ex- 
tract' has  also  been  recommended,  but  this  refers  only  to  that 
form  of  obesity  which  pertains  to  myxedema.  Phosphorus, 
ealcarea  carh.,  sulphur,  silieea  and  mercuritis  have  also  been 
suggested  for  favorable  consideration. 
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DUCTLESS  GLANDS. 


ANEMIA. 

Anemia  is  the  pathologic  condition  in  which  the  blood 
is  deficient  either  in  quantity  or  in  one  or  more  of  its  eseetttial 
constituentB.  The  disease  is  divided  for  study  into  two  groups 
— primary  or  essential,  and  secondary  or  symptomatic  anemia. 
In  the  former  the  blood  or  blood-making  organs  alone  are  im- 
plicated; in  the  latter,  acute  or  chronic  diseases,  hemorrhage, 
etc,  are  the  essential  etiologic  factors.  Often  the  two  forms 
are  combined. 

STmptoniaUc  or  Secoodary  Anemia.— This  form  being 
expressive  of  some  existing  disease,  it  is  necessary  to  ascertain 
what  disease  or  diseases  it  depends  upon  in  order  to  intelligently 
deal  with  it.  The  following  are  the  more  important  groups  of 
secondary  anemias : 

Anamla  Daa  to  Hemorrhafa.— This  may  result  from 
hemorrhage  from  any  source,  uterine,  gastric,  intestinal  and 
pulmonary  hemorrhage  and  the  rupture  of  an  aneurism  being 
the  most  common  examples  under  this  head.  In  like  manner 
the  cause  may  be  found  in  a  hemorrhage  produced  by  a  para- 
sitic invasion  of  the  intestinal  canal  or  the  presence  of  the  dis- 
toma  bematobium  in  the  kidney.  Epistaxis,  menorrbagia  and 
bleeding  hemorrhoids  are  sometimes  the  traceable  causes.  In 
hemorrhages  which  are  not  fatal  the  process  of  regeneration 
occurs  with  great  rapidity,  and  the  normal  amount  of  blood  is 
re-established  in  a  few  days.  Except  in  extreme  conditions, 
absorption  of  the  watery  and  saline  constituents  takes  place 
quickly  from  the  gaatro-intestinal  tract,  while  the  albuminous 
elements  are  renewed  more  slowly;  in  a  few  weeks  or  months 
the  red  corpuscles  approximate  their  normal  count,  while  the 
hemoglobin  is  replenished  more  slowly.  When  the  regener- 
ative  process  is  long  delayed  a  pronounced  anemia  exists. 

Anemia  Due  to  Mall^Dant  Diseases. — Both  carcinoma  and 
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sarcoma  produce  marked  decrease  not  only  of  the  hemoglobin 
but  of  the  red-blood  cells  as  well.  This  is  true  when  the  tumor 
is  eoQicieiitly  large  to  produce  clinical  symptoms.  Large  sar- 
comas are  more  distinctive  of  blood  constituents  than  are  large 
carcinomas.  The  reverse  is  true  in  the  case  of  small  tumors. 
The  vast  majority  of  malignant  tumors  cause  a  well  developed 
leukocytosis  with  an  increase  of  the  fibrin.  The  blood  picture 
caused  by  malignant  growths  closely  resembles  that  of  suppura- 
tion but  difiFers  in  having  a  greater  degree  of  anemia,  a  smaller 
leukocytosis  and  fibrin  frequently  normal. 

ABflmlaa  Due  to  Ihe  Drain  of  Chronic  Dlseaaes. — This 
class  of  anemias  are  found  when  there  is  a  prolonged  wasting 
of  the  albuminous  elements  of  the  blood.  It  is  observed  in 
chronic  suppuration,  nephritis,  chronic  dysentery,  prolonged 
lactation  and  in  connection  with  rapidly  developing  tumors. 
The  anemias  of  malaria  may  be  included  in  this  group.  Though 
the  blood  picture  is  that  of  anemia  it  is  modified  by  the  caus- 
ative disease. 

AoaBlaa  from  Inanition. — This  form  of  anemia  is  a  result 
of  starvation.  It  may  exist  because  of  gastritis  or  gastric 
ulcer  which  prevent  the  proper  digestion  of  food,  or  it  may  be 
due  to  an  interference  with  the  ingestion  and  assimilation  of 
food  resulting  from  esophageal  and  gastric  constriction  by 
cancer.  In  these  states  the  blood  plasma  is  reduced  more  than 
the  corpuscles,  which  are  sometimes  relatively  increased. 

Toxic  Anemiaa. — These  are  induced  by  the  action  of  cer- 
tain poisons  upon  the  blood,  of  which  the  most  common  are 
lead,  mercury,  arsenic  and  phosphorus.  Such  diseases  as  syphi- 
lis, malaria,  tuberculosis,  chronic  nephritis  and  some  of  the  in- 
fectious diseases  also  cause  anemia  by  their  toxic  action  on  the 
blood.  We  may  add  to  these  the  toxic  influences  which  come 
from  insanitary  surroundings.  The  anemia  of  tuberculosis 
is  a  marked  illustration  of  the  toxic  form  and  a  similar  con- 
dition may  be  the  result  of  intestinal  parasites. 

Symploins. — Ptdeneaa  of  the  skin  is  probably  the  first 
symptom  which  directs  our  attention  to  a  secondary  anemia. 
This  sign,  however,  is  not  always  a  positive  evidence  of  anemia, 
inasmuch  as  it  may  be  an  idiosyncrasy  without  special  signifi- 
cance. Exhaustion,  dyspnea,  faintness  and  cardiac  palpitation 
are  also  su^estive.  The  most  positive  indications  are  found 
by  blood  examination.     This  will  reveal  a  reduction  in  cor- 
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puBclea  and  hemoglobin  proportionate  to  the  extent  of  the 
anemia — the  hemoglobin  showing  the  most  distinct  loss.  The 
red  corpuscles  are  pale  and  reduced  in  size,  while  there  is  often 
a  moderate  poitilocytosis.  Nucleated  red  corpuscles,  normo- 
blasts and  microblasts  appear  if  the  anemia  is  ver^  severe. 

The  white  corpiiscles:  The  polymorphonuclear  ueutrophiles 
are  moderately  increased  except  in  secondary  anemias  due  to 
inanition,  tuberculosis,  syphilis,  chronic  nephritis,  malaria  and 
typhoid  fever.  In  these  diseases  the  count  of  the  white  cells 
is  decreased,  and  the  lymphocytes  are  relatively  increased. 

Dla^oals.— In  making  a  diagnosis  it  will  be  necessary  to 
compare  this  with  primary  anemia.  It  is  always  a  condition 
secondary  to  some  other  disease,  while  the  idiopathic  form  is  a 
primary  disease  of  the  blood  and  the  blood  making  organs.  This 
may  occur  at  any  age,  while  primary  anemia  is  prone  to  middle 
or  advanced  life.  It  furnishes  a  history  of  the  causative  dis- 
ease mentioned,  while  primary  anemia  gives  no  such  relation. 
It  does  not  manifest  such  marked  blood  changes  as  are  found 
in  the  idiopathic  form,  having  a  moderate  reduction  in  cor- 
puscles and  hemoglobin  compared  to  the  marked  reduction  in 
the  latter.  The  general  symptoms  relate  more  directly  to  the 
causative  disease,  while  in  the  latter  the  anemia  is  more  char- 
acteristic of  blood  changes.  In  the  secondary  anemia  the 
gravity  depends  upon  the  primary  disease,  while  in  the  idio- 
pathic form  the  gravity  depends  upon  the  type  of  the  blood 
changes  and  the  prc^ressiveness  of  the  disease.  Secondary 
anemia  usually  responds  to  the  treatment  and  is  often  of  short 
duration,  while  essential  anemia  is  rarely  curable  except  when 
it  is  of  the  chlorotic  type. 

Profnoaia. — This  will  depend  upon  the  cause  of  the 
anemia  and  the  general  condition  of  the  patient.  The  majority 
of  cases  will  respond  promptly  to  proper  treatment  and  the 
removal  of  the  cause. 

Treatment. — The  removal  of  the  cause  will  demand  the 
treatment  indicated  by  the  symptomatology.  This  will  be 
usually  accomplished  by  such  remedies  as  china,  china  arsen- 
ieum,  arsenicum  iodid,  ferrutn  phos.,  phosphorus  and  phos- 
phoric add.  Iron  in  full  doses  is  often  required.  Saline 
transfusions  may  be  of  value.  Nourishing  food  is  most  essen- 
tial, while  hygienic  care  and  outdoor  life  are  necessary. 
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PRIMARY  OR  ESSENTIAL  ANENU. 

This  form  of  anemia  has  its  patliological  origin  in  the 
blood  or  the  blood-forming  organs,  and  diseased  condition  of 
other  ti^ues  is  not  presumed.  Under  this  head  we  may  in- 
clude chlorosis,  pernicious  anemia,  leukemia,  pseudo-leukemia 
and  splenic  anemia. 


CHLOROSIS. 


This  is  an  anemia  often  known  as  green  sickness  or 
chloremia,  which  is  observed  most  frequently  in  young  women. 
It  is  characterized  by  a  marked  relative  diminution  of  the 
hemoglobin  of  the  red  corpuscles,  which  is  no  doubt  due  to  a 
defective  blood  production. 

Ellolagy. — Girls  are  affected  more  frequently  about  the 
time  of  puberty,  scanty  or  absent  menstruation  being  often  the 
first  suggestion.  It  may  be  seen  in  older  women,  the  ages  be- 
tween twenty  and  thirty  being  the  moat  prolific;  when  it  is 
found  in  women  beyond  thirty  it  is  spoken  of  as  chlorosis  tarda. 
It  is  supposed  to  be  most  common  in  blondes,  though  it  is 
questionable  if  this  is  true.  The  most  unfortunate  feature  is 
the  fact  that  there  is  a  tendency  to  recurrence  from  any  cause 
affecting  the  general  health.  Men  are  rarely  afflicted,  though 
it  is  claimed  that  those  of  the  male  sex  who  have  the  habits 
and  occupations  of  women,  particularly  tailors,  are  liable  to 
suffer  from  the  disease.     It  is  rarely  discovered  in  boys. 

Heredity  is  a  decided  factor,  as  chlorosis  may  often  be 
traced  through  the  female  members  of  a  family.  The  inherit- 
ance of  a  delicate  physical  organization,  not  to  mention  the 
tuberculous  and  other  taints  which  are  handed  down,  naturally 
predispose.  The  lack  of  proper  hygienic  co^iditions,  unhealthy 
habits,  filth  and  poor  nutrition  always  contribute  favorably  to 
its  development.  Overwork  and  imder-rest,  late  hours  and  late 
dinners,  insufficient  and  improper  food,  irregular  hours  for 
work  or  for  meals,  lack  of  healthy  exercise  and  occupation, 
stimulants  like  coffee,  tea,  wine  and  cigarettes,  are  a  few  of 
the  predisposing  agents  which  develop  the  disease.  It  is  nec- 
essary always  to  add  to  these  causes  the  exhaustion  which 
arises  from  digestive  impairment  or  neurasthenia,  from  pro- 
longed lactation  and  profuse  menstruation,  as  well  as  from 
sexual    excesses    and    masturbation.      Etnotional    excitement. 
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despoDdency,  hysteria  and  mental  pervereiona  have  their  part 
in  producing  it,  while  grief,  homesicknesB  or  disappointment 
in  love,  are  always  etiological  possibilitieB.  The  change  oi 
climate  and  particularly  a  trip  across  the  ocean  ia  often  the 
primary  cause. 

Sir  Andrew  Clark  was  the  first  to  su^;est  that  it  was 
really  a  condition  of  copremia,  a  toxemia  resulting  from  the 
colon  absorption  of  ptomains  and  leukomains,  inasmuch  as 
these  interfere  with  the  hemoglobin  without  any  destructive 
action  upon  the  corpuscle.  It  was  the  theory  of  Bunge  that 
the  disease  might  arise  from  intestinal  putrefaction  due  to  im- 
perfect stomach  digestion,  both  of  which  views  would  seem 
to  establish  a  relation  between  chlorosis  and  pernicious  anemia. 

Two  suggestions  are  coming  prominently  to  the  front  re- 
lative to  the  cause  of  chlorosis.  First  it  is  due  either  to  im- 
perfect development  of  the  blood  forming  organs  or  their  greatly 
increased  burden  due  to  the  increased  growth  of  the  special 
organs  at  the  time  of  puberty.  Second  the  absence  of  an 
ovarian  secretion  is  thought  to  he  a  factor  in  the  underdevel- 
opment of  these  blood  forming  organs. 

Pathology.— Aside  from  the  blood  changes  which  are  de- 
fined under  the  symptomatology  we  shall  be  able  to  detect  little 
definite  pathol(^.  Virehow  has  mentioned  arrested  develop- 
ment of  the  aorta  and  large  blood  vessels  as  well  as- the  hypo- 
plasia of  the  uterus  and  adnexa.  Abnormalities  of  the  gen- 
italia have  also  been  found,  but  these  conditions  are  appar- 
ently coincidents  in  the  physical  development  rather  than  fea- 
tures of  morbid  anatomy.  Myocarditis  with  cardiac  hyper- 
trophy and  dilatation  is  sometimes  observed. 

Symptoms. — The  first  symptoms  of  the  disease  are  not 
always  indicative  of  the  anemic  condition  which  follows.  The 
girl  may  show  some  signs  of  irritability,  nervousness,  depres- 
sion of  spirits  and  strength,  languor  and  a  disposition  to  he 
quiet.  As  the  anemia  progresses  she  will  manifest  symptoms 
of  a  more  pronounced  fatigue  upon  the  slightest  exertion. 
Shortness  of  breath,  cardiac  palpitation  and  dyspnea  are  noticed 
a  little  later.  Headache,  digestive  disturbances  and  constipa- 
tion are  soon  experiencpd,  while  scanty  and  irregular  menstrua- 
tion is  a  most  typical  manifestation  of  the  approaching  disease. 
The  gastro-iniestinal  features  are  further  marked  by  the  per- 
verted and  capricious  appetite,  as  the  patient  invariably  cares 
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for  little  food  or  else  there  is  a  craving  for  abnormal  things, 
Buch  as  chalk,  slate  peDcils,  earth  or  sand,  sour  things,  etc.  The 
tongue  is  pale  and  flabby  and  often  shows  the  indentations  of 
the  teeth.  Vomiting  may  occur  every  morning  and  gaseous 
eructations  and  flatulency  are  very  distressing.  Diarrhea  oc- 
casionally alternates  with  an  extreme  constipation. 

The  general  appearance  of  the  patient  is  termed  chlorotic 
or  "green,"  because  it  is  a  combination  of  a  greenish-yellow 
color,  with  no  marked  tendency  toward  the  loss  of  subcutaneous 
fat.  The  sclera  present  a  pearl  color  or  a  hluish-white  appear- 
ance, and  this  is  often  an  early  distinctive  sign.  There  may 
be  areas  of  pigmentation  of  the  skin  near  the  joints.  PufBness 
of  the  face  and  swelling  of  the  ankles  are  indicative  of  nephritic 
complications.  The  facial  color,  however,  ie  often  deceptive, 
except  in  well  defined  cases,  as  the  cheeks  have  a  reddish  tint, 
particularly  after  exercise.  When  the  disease  has  existed  for 
a  long  time  pallor  pervades  the  cheeks,  lips  and  tongue,  and 
even  the  fingertips.  The  nervous  disturbance  often  becomes 
so  exaggerated  that  hysterical  symptoms  are  manifested  by 
anesthesia  of  the  skin,  neuralgic  crises,  tinnitus  aurium  and  the 
extreme  mental  perversions. 

As  the  circulatory  disturbances  become  more  pronounced 
the  cardiac  palpitation  increases  so  that  the  patient  is  not  in- 
clined to  exercise.  The  pulsations  of  the  carotids  may  be  vis- 
ible, the  extremities  are  cold,  and  vertigo  and  syncope  are  not 
uncommon.  Soft  systolic  mwmurs  are  heard  at  the  base  or 
at  the  apex  of  the  heart  when  there  is  an  insufficiency  of  the 
mitral  valve  following  left  ventricular  dilatation ;  a  characteris- 
tic venous  hum  is  detected  over  the  jugular  veins.  The  urine  is 
generally  increased  in  quantity,  pale  in  color  and  deficient  in 
the  excretion  of  urea, 

The  blood  changes  contribute  the  most  positive  symptomatic 
indications.  There  is  a  decided  reduction  of  the  hemoglobin, 
with  only  a  moderate  reduction  in  the  red  blood  corpuscles. 
The  hemoglobin  may  fall  to  40  or  38  per  cent  and  in  severe 
cases  it  may  be  much  lower,  while  the  red  cells  are  not  gener- 
ally lower  than  70  or  80  per  cent.  The  white  cells  are  de- 
creased with  a  lymphocytosis.  The  red  corpuscles  are  appre- 
ciably pale  and  moderately  altered  in  size  and  shape.  The  ma- 
jority are  undersized  (microcytes),  while  there  may  be  a  few 
which  are  abnormally  large   (macrocytes).        Irregularity  in 
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shape — (poikilocytoaia) — is  often  discovered,  and  it  is  possible 
to  find  s  few  small  nucleated  red  corpuscles.  A  marked  dimi- 
nution in  iron  has  also  been  determined. 

Diainosis. — The  blood  examination  furnishes  the  most  pos- 
itive means  of  diagnosis,  though  it  is  essential  to  combine  with 
this  the  typical  symptoms.  Pulmonary  tuberculosis,  with  its 
pallor,  feebleness  and  shortness  of  breath,  is  the  most  difficult 
to  difEerentiate.  This,  however,  should  be  differentiated  by 
the  physical  signs,  the  greater  emaciation,  the  tendency  to 
night  sweats,  the  cough  and  the  peculiar  temperature  range. 
Organic  heart  disease  will  be  disclosed  by  the  valvular  lesions 
and  the  signs  of  cardiac  degeneration.  Nephritis,  which  is 
often  suggested  by  the  pallor  and  edema,  will  be  easily  differ- 
entiated when  the  urinary  examination  is  made.  Cancer  of 
the  stomach,  which  is  often  simulated  by  the  crises  of  epigas- 
tric pain,  will  be  distinguished  by  the  more  constant  anemia, 
the  hematemesis,  the  paroxysms  induced  by  the  introduction 
of  food  and  by  careful  physical  examination  and  analysis  of 
the  stomach  contents.  Cancer  and  pernicious  anemia  will  be 
recognized  by  a  careful  comparison  in  accordance  with  a  symp- 
tomatic and  pathological  investigation  in  each  case. 

Pro^osls. — If  the  disease  is  recognized  in  its  early  stages 
and  the  proper  treatment  is  instituted,  a  favorable  result  may 
be  expected  in  the  average  case.  The  majority  of  cases  should 
improve  decidedly  in  a  few  months'  treatment. 

Treatment. — Ryijienic  regulation  is  an  important  de- 
mand. Outdoor  life,  systematic  exercise  and  a  change  of 
climate  and  surroundings  are  always  to  be  encouraged.  In 
some  cases  rest  in  bed  will  be  required,  while  the  rest  cure 
treatment  is  always  productive  of  much  good.  A  mitrilious 
diet  should  be  given  from  the  first  and  this  should  be  rich  in 
albuminous  foods.  Digestive  disturbances  should  receive  much 
attention  both  in  the  regulation  of  food  and  in  the  administra- 
tion of  the  indicated  remedies.  Fats  and  carbohydrates  are 
not  to  be  allowed  in  excess,  while  stimulants  like  coffee,  tea 
and  wines  should  not  be  permitted.  The  heart  may  need  special 
attention,  but  usually  the  indicated  homeopathic  remedies  will 
suffice  in  this  respect.  The  nervous  sya^em  will  be  relieved  of 
its  perversions  by  the  treatment  mentioned  under  neurasthenia 
and  hysteria. 

Remedies  have  received  much  consideration  in  the  man- 
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ageonent  of  this  disease.  In  many  cases  they  are  not  demanded 
and  it  should  always  be  our  aim  not  to  load  the  system  with 
drugs.  Iron  is  regarded  as  the  best  medicine  for  internal  use, 
but  there  is  no  doubt  that  its  employment  has  been  carried  to  an 
extreme  degree.  Many  cases  have,  without  doubt,  been  handi- 
capped in  their  recovery  by  an  overuse  of  this  remedy.  In 
severe  cases,  however,  it  is  probable  that  a  restoration  of  hem- 
oglobin is  gained  by  its  use.  Such  preparations  as  hemanu- 
trine,  ovo-ferrm  and  hemaboloids  may  be  administered  after 
meals  and  are  valuable  adjuvants  in  this  respect.  A  vigorous 
nilrogenous  diet,  however,  may  yield  better  results.  Blaud's 
pUl,  in  increasing  doses,  has  been  a  favorite  prescription  and 
it  is  supposed  to  replace  the  iron  which  is  reduced  in  the  hem- 
oglobin of  the  blood.  The  diluted  tincture  of  the  chlorid  of 
iron  has  also  many  advocates.  Ferrum  reductum  (grs.  2  to  3) 
three  or  four  times  daily,  has  also  been  highly  lauded.  The 
results  obtained  by  the  use  of  any  form  of  iron  will  be  appre- 
ciated by  the  counting  of  red  corpuscles  and  the  estimation  of 
hemoglobin  at  regular  intervals  during  its  administration. 
Quinin,  strychnia  and  arsenic  have  been  used  successfully  in 
many  preparations  of  iron. 

In  homeopathic  doses  we  have  used  iron  in  the  form 
of  ferrum  phosphorieum  and  ferrum  iodid  with  decided  suc- 
cess. Arsenicum  alb.,  and  arsenicum  iodid  have  probably  been 
as  efficacious  as  iron  in  the  reduction  of  the  anemia.  Iron  is 
called  for  when  hemoglobin  alone  is  low ;  arsenic  is  demanded 
when  the  count  of  red  cells  is  markedly  decreased.  China 
is  a  close  associate  of  arsenic  in  this  respect  and  its  combination, 
chirta  arsenicum,  is  equally  valuable.  There  are,  however, 
other  remedies  which  refer  to  the  symptom  totality  of  chlorosis 
and  these  should  be  given  marked  consideration ;  they  are 
calcarea  carb.,  calcarea  iodid,  calcarea  phos.,  calcarea  fluorica, 
silieea,  kali  phos.,  sulphur,  hepar  sulphur,  sepia  and  graphites. 
Gastro-intestinal  complications  will  call  for  remedies  like  mix 
vomica,  hydrochloric  acid,  bryonia,  bismuth  and  carho  veg. 
The  general  statement  may  be  made  that  the  patient  should 
be  treated  in  accordance  with  the  suggestion  of  true  .symptoms 
as  well  as  for  the  loes  of  hemoglobin.  Under  all  circumstanoes 
we  should  place  more  stress  upon  dietetic  and  hygienic  meas- 
ures than  upon  the  remedial  agents. 
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PKOORESSIVE  PERNICIOUS  ANEMIA. 

Progressive  pernicious  anemia,  otherwise  termed  idio- 
pathic anemia  or  Biermcr's  anemia,  is  characterized  by  a 
marked  destruction  of  red  blood  corpuscles  and  a  consequent 
decrease  in  their  number,  together  with  a  reduction  in  hemo- 
globin which,  however,  is  not  proportionate  to  the  corpuscular 
reduction. 

Ellolofy,— The  etiology  is  rather  obscure,  and  it  has  been 
described  by  Addison  as  a  "general  anemia  appearing  without 
any  discoverable  cause."  The  researches  of  Quincke  demon- 
strated a  great  increase  in  the  iron  in  the  liver  and  he  there- 
fore suggested  that  the  disease  might  be  due  to  an  increased 
hemolysis.  Hunter  supported  this  view  by  the  claim  that  the 
excreted  urine  contained  a  pathological  urobilin.  The  he- 
molysis was  explained  as  a  condition  following  gastro-intestinal 
indigestion,  in  which  infective  agents  are  produced  and,  en- 
tering the  blood,  cause  a  destruction  of  the  corpuscles.  Preg- 
nancy and  parturition  are  looked  upon  as  possible  causes  and 
atrophy  of  the  stomach  has  been  suspected,  inasmuch  as  grave 
conditions  of  anemia  have  followed  any  atrophic  change  in  the 
gastric  mucous  membrane.  Parasites,  such  as  the  ankyloatoma 
duodenalis  and  the  bothriocephalus,  have  given  rise  to  pro- 
nounced anemia  and,  therefore,  are  reckoned  among  the  causes. 
Obscure  malignant  diseases  and  severe  hemorrhages,  diarrhea, 
fevers,  mental  shock  and  profound  chlorosis  are  also  regarded 
as  having  an  etiological  influence. 

Bad  hygienic  surroundings  and  inaufScient  nourishment 
may  favor  it  somewhat.  Sex,  apparently,  makes  no  difference 
and  no  age  is  immune  as  it  prevails  during  and  after  middle 
life  aithough  it  haa  been  observed  in  children. 

Pathology. — Aside  from  the  blood  changes  which  are  dis- 
cussed under  symptomatology,  anemia  is  manifested  in  nearly 
every  organ  and  tissue  of  the  body,  giving  to  the  skin  and 
tissues  a  pale  lemon-yellow  color.  The  muscles  are  an  excep- 
tion, being  invariably  red  in  color.  The  subcutaneous  fat  has 
the  same  lemon-yellow  color,  but  is  not  generally  reduced  in 
amount,  hence  emaciation  is  not  a  pronounced  feature.  Fatty 
degeneration  is  one  of  the  distinctive  changes  and  it  has  a  wide- 
spread distribution.  The  heart  muscle  shows  pronounced  fatty 
degeneration,  the  ventricles  being  more  affected  than  the 
auricles.     The  heart  is  enlai^ed,  flabby,  friable  and  on  section 
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has  a  pale  yellow  color.  Its  cavities  contain  a  small  amount  of 
blood,  which  is  light  colored.  The  liver  also  suffers  from  a 
similar  fatty  change,  and  ie  not  increased  very  much  in  size. 
The  walls  of  the  gastro-intestinal  tract,  the  kidneys  and  smaller 
blood  vessels  also  show  the  fatty  change.  Minute  hemorrhagea 
are  revealed  in  different  parts  of  the  body  as  the  result  of 
the  degenerative  condition.  These  may  be  observed  in  the 
retina  and  beneath  the  serous  membranes.  Ecchymotic  spotn 
may  likewise  be  discovered  on  the  skin  and  mucous  mem- 
branes. Edema  often  exists  in  different  parts  of  the  body  and 
accumulations  of  serum  may  be  found  in  the  pleurae  peri- 
cardium and  peritoneum.  The  lymph  glands  are  occasionally 
swollen. 

The  most  characteristic  change  is  the  increased  percent- 
age of  iron  in  the  outer  and  middle  zones  of  the  hepatic  lobules. 
This  deposit  of  iron  pigment  may  also  be  detected  in  other 
organs  like  the  spleen,  kidney  and  pancreas.  The  deposits  in 
the  liver  are  no  doubt  due  to  the  marked  destruction  of  red 
corpuscles  and  are  peculiarly  distinctive  of  pernicious  anemia. 
The  changes  in  the  bone  marrow  are  marked,  the  yellow  mar- 
row being  replaced  by  that  which  is  deep  red  in  color  as  the 
result  of  probable  hyperplasia,  which  also  may  account  for  the 
increased  number  of  lai^  and  small  red  cells  and  the  presence 
of  nucleated  red  corpuscles. 

Lesions  of  the  central  nervov3  system  are  occasionally 
found  postmortem,  though  the  symptomatology  does  not  sug- 
gest them  during  life.  These  for  the  most  part  partake  of  the 
general  anemia,  though  small  and  at  times  large  hemorrhagic 
extravasations  are  disclosed.  Hemorrhagic  pachymeningitis 
is  a  possibility  and  when  the  extravasation  takes  place  in  the 
cord  a  posterior  and  lateral  sclerosis  may  follow. 

1  Symptoms. — The  symptoms  are  of  such  gradual  onset 
that  at  first  it  will  be  impossible  to  diagnose  the  real  disease. 
The  patient  usually  complains  of  a  feebleness  which  gradually 
develops  into  extreme  exhaustion  as  the  disease  progresses. 
In  exceptional  instances  they  develop  rapidly.  Pallor  is  prob- 
ably the  first  evidence,  but  as  the  anemia  increases  this  is  trans- 
formed into  the  typical  lemon-yellow  hue  which  pervades  not 
alone  the  skin,  but  affects  the  mucous  membranes  also.  Head- 
'ache,  vertigo  and  tinnitus  aurium  may  be  very  annoying  to  the 
patient.     Dyspnea  and  cardiac  palpitation  become  distressing 
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when  tlie  patiest  exerts  himself.  The  anemia  eventuallv  be- 
comes BO  profound  that  the  elighteat  effort  tends  to  produce 
syncope.  Gasiro-inieaiinal  perversions  are  recognized  by  the 
anorexia,  naiieea  and  vomiting.  Many  of  the  symptoms  inci- 
dent to  chlorosis  are  in  evidence,  but  they  are  always  more 
extreme.  Emaciation,  however,  is  not  detected  as  the  qaantity 
of  the  body  fat  is  preserved.  Edema  may  be  noticed  alxmt  the 
ankles  and  the  bodily  torpor  ia  soon  supplanted  by  a  pronounced 
mental  hebetude. 

Circulatory  disturbances  are  prominent  in  this  disease. 
Hemic  murmurs,  pulsations  of  the  large  arteries  and  veins 
and  8  soft,  irrt^lar  pulse  may  be  present,  resembling  that  of 
aortic  stenosis.  Pyrexia  has  a  pronounced  significance  as  it 
is  decidedly  irregular  in  character.  The  temperature  ranges 
between  101°  and  102°  T.,  and  it  is  oft«n  as  high  as 
104°  P.,  when  all  of  the  other  symptoms  are  usually  aggra- 
vated, A  subnormal  temperature  presages  an  unfavorable 
tarn  in  the  disease.  The  respiration  ia  generally  accelerated 
and  in  extreme  conditions  dyepnea  is  pronounced.  When  there 
are  effusions  into  the  pericardial  or  pleural  saca,  pulmonary 
edema  will  be  experienced.  The  urine  has  a  low  specific  grav- 
ity, is  dark  in  color  on  account  of  the  urobilin,  while  the  urea 
and  occasionally  the  uric  acid  are  increased  in  amonnt.  The 
nervous  symptoms  are  manifested  by  paresthesia,  spastic 
rigidity  of  the  muscles  and  the  signs  of  graver  involvement  of 
the  brain  and  spinal  cord. 

Hemorrhagic  extravasations  into  the  submucous,  subcu- 
taneous and  subserous  tissues  are  commonly  observed.  Hetinal 
hemorrhage  may  give  rise  to  amaurosis.  Eptsiaxis,  bleeding 
from  the  mouth  and  gums  and  metrorrhagia  are  frequent  symp- 
toms, and  cerebral  or  spinal  hemorrhages  may  be  detected  as 
the  disease  assumes  the  graver  stages.  The  bones,  particularly 
the  sternum,  are  sensitive  to  pressure  and  the  whites  of  the 
eyes,  following  the  prolonged  paleness  of  the  oonjunotivae, 
assume  a  peculiar  pearly  appearance. 

The  blood  shoKs  the  most  distinctive  signs  of  the  disease. 
In  appearance  it  is  usually  pale,  though  it  may,  at  times,  be 
dark  and  watery.  The  most  characteristic  feature  is  the 
marked  decrease  in  the  number  of  the  red  blood  corpuscles 
(oligocythemia),  while  the  hemoglobin,  although  reduced  in 
toto,  is  less  so  than  the  number  of  red  corpuscles,  thus  giving 
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to  the  red  calls  a  bigh  percentage  of  hemoglobin.  It  has  been 
observed  as  low  as  9  per  cent.  The  number  of  red  cor- 
puscles is  often  reduced  to  one  million,  and  records  have  been 
obtained  which  point  to  even  a  more  decided  reduction.  An- 
other peculiarity  of  the  red  corpuscles  is  the  increase  in  their 
size  (macrocytes)  which  may  be  detected  in  a  majority  of  the 
cases.  Other  cells  are  smaller  than  normal  (microcytes)  while 
others  are  characterized  by  their  irregularity  in  shape  (poikil- 
ocytes).  These  changes,  however,  are  not  discovered  in  every 
case,  so  that  they  do  not  contribute  a  distinctive  pathognomonic 
feature.  Nucleated  red  corpuscles,  bowever,  are  quite  constant 
and  these  may  be  regarded  as  diagnostic  of  pernicious  anemia, 
though  they  may  appear  in  other  diseases.  They  are  discov- 
ered in  two  kinds,  the  normal-sized  corpuscle,  with  its  deeply 
stained  nuclei  (normoblasts)  and  a  larger  form  with  pale 
nuclei  (megaloblasts).  There  are  other  signs  of  blood  degen- 
eration in  pernicious  anemia  which  may  be  detected  in  some 
instances.  There  is  generally  a  relative  increase  in  the  small 
lymphocytes,  while  a  marked  leukopenia  has  been  discovered  in 
some  cases.  Myelocytes  are  occasionally  present,  but  are  no^ 
numerous.  Micbrost's  corpuscles,  highly  colored  spherical 
bodies,  have  also  been  found.  The  blood  plaques  are  either 
absent  or  very  scanty. 

Dia^osis. — When  a  painstaking  study  of  the  symptom- 
atology is  undertaken  confusion  in  diagnosis  ought  not  to  exist. 
The  profuse  anemia,  with  its  lemon-yellow  tint,  the  progressive 
and  extreme  exhaustion,  the  digestive  and  cardio-vascular 
symptoms,  the  reduction  of  the  red  blood  eorpusles  to  one  mil- 
lion or  less  in  number,  the  proportionate  diminution  of  hem- 
t^lobin  with  an  occasional  relative  increase,  the  presence  of 
macrocytes,  microcytes  and  poikilocytes,  together  with  the  red 
nucleated  corpuscles  and  other  minor  blood  changes,  should 
constitute  the  distinctive  symptoms  for  diagnosis.  The  fever, 
the  hemorrhagic  tendency  and  the  obstinacy  to  treatment  are 
also  characteristic  symptoms.  There  should  be  no  confusion 
in  the  case  of  chlorosis,  which  almost  invariably  occurs  in  young 
women  during  adolescence,  while  the  blood  changes  are  dis- 
tinguished by  a  reduction  of  hemoglobin  out  of  proportion  to 
the  decrease  in  the  number  of  red  corpuscles.  Secondary 
anemia  will  be  identified  by  the  discovery  of  some  organic 
condition  which  accounts  for   it.     Addison's  disease   will  be 
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recognized  bj  the  skin  pigmentation,  a  milder  anemia  and  the 
absence  of  the  typical  blood  picture  observed  in  pernicious 
anemia.  Tuberculosis  should  offer  no  difficulties  in  differen- 
tiation when  the  comparative  sjmptomatolc^y  is  considered, 
and  the  same  ma;  be  said  of  renal  and  other  diseases  attended 
by  anemia.  Intestinal  parasites  will  not  be  confounded  when 
the  parasitic  evidence  is  found,  and  atrophic  gastritis  will  be 
distinguished  when  the  gastric  contents  are  examined.  In 
gastric  cancer  the  red  corpuscles  are  not  reduced  so  much,  or 
at  least  the  reduction  does  not  keep  pace  with  the  extreme 
cachexia  and  emaciation ;  the  disease  occurs  after  middle  life 
and  the  gastric  symptoms  should  help  to  differentiate.  Leu- 
kemia should  offer  no  diagnostic  perplexity  when  this  disease 
with  its  peculiar  blood  picture  ia  carefully  considered. 

Prognosis.— A  fatal  termination  may  usually  be  expected, 
though  there  may  be  favorable  remissions  of  the  severe  symp- 
toms at  times.  While  the  disease  pursues  a  slow  course  there 
is  nevertheless  a  gradual  and  pronounced  loss  of  strength  until 
life  fades  away.  Typical  cases  often  terminate  in  death  in  a 
few  months,  or  at  least  in  a  year.  Death  may  result  from 
asthenia,  syncope  Or  cerebral  hemorrhage. 

TreatmeDt. — In  the  treatment  of  a  disease  so  hopeless  as 
pernicious  anemia  we  can  not  expect  much  from  our  remedies 
and  the  general  care.  In  order,  however,  to  palliate  and  pro- 
long life  we  must  resort  to  every  means  to  that  end.  Hygienic 
care  and  nutritious  food  will  always  be  worthy  considerations. 
Arsenic  has  been  considered  as  a  remedy  which  might  delay 
the  destruction  of  corpuscles  to  a  certain  extent,  and  Fowler's 
solution  has  been  regarded  with  unusual  favor.  This  has  been 
prescribed  in  increasing  doses  until  twenty  to  thirty  minims 
have  been  given  three  times  daily.  Arsenious  acid  in  pill 
form  (gr,  1-50  to  1-30)  has  also  been  recommended  three 
times  daily.  It  has  also  been  employed  in  conjunction  with 
iron  and  strychnia.  Sodium  carbonate  may  be  used  hypoder- 
matically.  Bone  marrow  has  received  some  praise  as  a  remedy 
in  this  disease,  but  sufficient  data  is  not  at  hand  to  warrant  much 
commendation.  Antisireptococcus  serum,  intestinal  antisep- 
tics, saline  solutions  and  many  other  measures  have  been  em- 
ployed with  the  possible  hope  of  obtaining  temporary  if  not 
permanent  relief. 

Consideration  from  the  homeopathic  standpoint  is  equally 
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discouraging,  though  it  is  essential  at  all  times  to  regftrd  the 
symptoms  in  prescribing  for  intercurrent  conditions.  Life 
may  possibly  be  prolonged  when  we  relieve  the  complicating 
features.  Arsenic  miut  be  regarded  as  a  prominent  and  useful 
remedy  the  same  as  when  employed  in  heroic  doses.  Goodno 
also  suggests  the  use  of  nitric  acid  and  the  ptcrate  of  zinc.  It 
is  probable  that  special  symptoms  may  call  for  cinchona,  chin- 
ium  sulph.,  acetic  acid,  sulphur,  plumbum,  phosphorue  and 
other  indicated  remedies. 


LEUKEMIA. 


This  disease  is  also  known  as  leukocythemia,  and  is  char- 
acterized by  an  increase  in  the  number  of  leukocytes  and  also 
by  changes  in  the  bone  marrow,  spleen  and  lymphatic  glands. 
It  is  considered  as  acute  or  chronic  according  to  the  rapidity 
of  its  development. 

EUelety* — We  have  no  definite  knowledge  as  to  its  cause. 
It  is  observed  in  all  countries  and  shows  no  special  predilec- 
tion for  sex  or  age.  The  majority  of  cases  properly  develop 
during  middle  and  later  life,  though  I  once  observed  a  case  in 
a  young  girl  sixteen  years  of  age.  Heredity  has  been  sought 
as  a  cause,  but  we  have  no  positive  confirmation  of  this. 
Malaria,  syphilis  and  pregnancy  are  said  to  have  produced  the 
disease  and  have  been  considered  aa  ctologlcal  factors,  as  have 
nerve  strain,  traumatism  and  unhygienic  conditions.  The 
probability  of  infectious  origin  has  received  considerable  at- 
tention, but  no  definite  micro-organism  has  been  discovered  as 
a  cause.  Its  frequent  associatiou  with  autointoxication  has 
given  some  excuse  for  this  theory,  though  a  direct  relation 
can  not  be  clearly  established.  Intestinal  ulceration  and  such 
diseases  as  stomatitis  should  be  studied  in  this  relation,  as 
should  typhoid,  pneumonia,  variola  and  rheumatic  fever. 

Patbolftfy. — ;Tbe  pathology  of  leukemia  is  clearly  marked 
by  changes  in  the  blood,  the  spleen,  the  lymphatic  glands  and 
the  bone-marrow.  These  alterations  are  recognized  under  two 
principal  groups  which  typify  the  pathologic  process:  (1) 
The  spleno-medullary  (or  splenic-myelogenoua)  leukemia, 
which  is  the  most  common  form,  and  (2)  lymphatic  leukemia. 
The  general  features  of  each  of  these  will  be  recognized  by  the 
extreme  ejnaciatiim  and  pallor,  with  oocaaional  edema  and  drop- 
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aical  effusions.  The  heart  and  veins  are  distended  with  laif;e 
greenish-fellow  blood  clota  which,  on  account  of  the  increase 
in  leukocytes,  may  assume  a  pus-like  appearance.  The  peri- 
cardiiun  and  endocardium  may  show  ecchymoses  while  the 
myocardium  often  undergoes  a  slight  degree  of  fatty  degen- 
eration. The  blood  may  contain  certain  albuminous  sub- 
stances and  also  leucin,  tyrosin,  acetic,  formic  and  lactic  acids. 
The  alkalinity  of  the  blood  is  usually  reduced,  the  fibrin  is 
increased,  the  specific  gravity  is  lowered  and  Charcot's  oeto- 
hedral  crystals  may  be  discovered  in  it. 

In  the  spleno-medullary  form  we  shall  find  the  spleen 
greatly  enlarged.  It  may  be  adherent  to  the  abdominal  walls, 
diaphragm,  stomach  and  other  viscera  because  of  a  peri- 
splenitis, while  the  capsule  is  generally  thickened  and  the  ves- 
sels at  the  hiluB  are  enlarged.  In  the  first  stage  of  splenic  in- 
volvement the  organ  is  hyperemic,  soft  and  swollen,  the  Mal- 
pighian  bodies  being  only  slightly  hyperemic  and  enlarged  in 
comparison  to  the  swollen  pulp.  In  the  second  stage  the  Mal- 
pighian  bodies  show  the  effects  of  the  hyperplastic  changes  and 
as  they  increase  in  size  they  may  encroach  upon  the  pulp.  The 
third  stage  is  characterized  by  the  granite-like  appearance  of 
the  spleen,  in  which  grayish  white  lymphoid  bodies  are  inter- 
spersed throughout  the  organ,  contrasting  strongly  with  the 
reddiah-brown  matrix.  The  spleen  in  this  stage  is  hard  and 
cuts  with  resistance.  Its  size  is  enormous  and  it  may  weigh 
as  much  as  eighteen  or  twenty  pounds ;  it  often  fills  the  greater 
part  of  the  abdominal  cavity  on  the  left  side,  and  projects  well 
down  toward  the  pubes,  the  enlargement  being  uniform,  while 
the  exaggerated  notches  of  the  anterior  border  are  quite 
distinctive. 

The  bone  marrow  also  suffers  a  decided  structural  change ; 
the  fatty  medullary  substance  is  transformed  into  a  mass  of 
lymph  cells  with  nucleated  red  corpuscles  in  all  stages  of  de- 
generation. The  marrow  is  either  reddish-brown  or  greenish- 
yellow  in  color,  the  transformations  being  termed  respectively 
"lymph-adenoid"  and  "pyoid."  These  two  forms  of  degener- 
ation may  be  seen  in  alternation  or  a  fine  reticulum  is  often 
interspersed  between  the  cells,  while  small  hemorrhagic  infarcts 
are  sometimes  present.  Nucleated  red  corpuscles  in  various 
degrees  of  development  may  be  observed.  Cells  resembling 
the  myelocytes  may  also  be  found.     The  lymphatic  glanda  are 


lOOgle 


LEUKEMIA.  3B7 

slightly  enlarged,  but  not  to  such  an  extent  ae  in  lymphatic 
leukemia. 

The  lymphatic  variety  is  characterized  by  a  general 
lymphatic  gland  increaae  and  with  this  there  is  a  Blight  en- 
largement of  the  spleen.  The  cervical,  axillary,  meaenteric 
and  inguinal  glands  are  chiefly  affected,  being  enlarged,  soft 
and  movable,  having  a  reddieh-gray  color.  The  tonsils,  the 
lymph  follicles  of  the  tongue,  pharynx  and  mouth  may  be  in- 
volved, as  also  may  the  thymus  gland  and  the  solitary  and 
Feyer's  patches.  This  pathology  is  distinguished  by  a  true 
hyperplasia. 

The  liver  is  also  decidedly  enlarged,  cases  being  quoted 
in  which  it  weighed  as  much  as  fourteen  pounds.  The  en- 
largement is  the  result  of  leukemic  infiltration  and  the  growth 
is  uniform.  The  capillaries  and  interlobular  tissue  are  filled 
with  leukocyt«B)  while  lymphoid  cells  undergoing  cell-division 
are  discovered  in  considerable  abundance.  Definite  leukemic 
growths  are  also  frequently  found.  The  kidneys  are  occasioif- 
ally  similarly  affected,  being  enlarged  and  pale  in  color.  Leuke- 
mic tumors  may  be  found  also  in  the  brain,  lungs,  retina,  serous 
membranes,  testicles  and  skin. 

Symptoms. — Acute  leuhemia  has  been  defined  as  a  rare 
form  in  which  the  pathologic  features  develop  with  great  rapid- 
ity and  death  occurs  in  one  t«  two  months'  time.  High  fever, 
hemorrhages  from  mucous  membranes  and  profound  prostration 
characterize  the  onset.  The  splenic  enlargement  and  aometimes 
the  lymphatic  growths  develop  with  astonishing  rapidity.  Car- 
diac excitement  should  be  suspected  from  the  pronounced 
dyspnea.  Oastro-intestinal  disturbances  are  very  severe. 
Anemia  is  marked  and  edema  is  common.  The  leukocytes 
rapidly  increase,  often  having  a  ratio  of  one  to  thirty  with  the 
red  corpuscles;  the  lymphocytes  are  always  extremely  numer- 
ous, the  same  being  true  of  the  mononuclear  leukocytes  and 
myelocytes;  the  eosinopbiles  are  few  in  comparison  to  the  blood 
condition  in  the  chronic  form.  As  the  case  progresses,  hema- 
temesis,  cerebral  or  retinal  hemorrhages  and  purpuric  mani- 
festations may  be  evidenced. 

Chronic  leukemia  will  show  a  more  gradual  onset  and  the 
general  symptoms  are  often  so  insidious  in  their  development 
that  they  are  not  usually  recognized.  The  patient  may  com- 
plain for  a  long  lime  of  a  distressing  languor  which  can  not  be 
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accounted  for.  Pallor  is  indicative  of  the  increasing  anemia; 
pronounced  dyspnea  exists  upon  exertion  and  such  Bymptoms 
as  headache,  exhaustion,  faintness  and  digestive  disturbances 
will  evidence  the  progress  of  a  severe  exhausting  disease.  A 
moderate  fever,  often  reaching  as  high  aa  103°  T",  may  be  no- 
ticed later,  while  hemorrhagic  manifeatationt,  in  the  form  of 
epistazis,  faem&tcmesia,  enterorrhage  and  retinal  hemorrhage 
are  of  occasional  occurrence,  and  hemic  murmurs  are  often  de- 
tected. The  pvXse  rate  is  increased  and  the  quality  may  alter- 
nate between  a  soft  and  compressible  pulse  and  one  which  is 
full  in  volume.  Edema  may  be  a  comparatively  early  symp- 
tom, while  ascites  and  jaundice  may  appear  as  later  develop- 
ments. Dysenteric  diarrhea  is  an  indication  of  the  ulcerative 
process  in  the  intestines  and  leukemic  peritonitis  is  an  evidence 
of  lymphomatous  growths  in  the  peritoneal  membrane.  Ner- 
vous symptoms  may  be  so  pronounced  that  syncope  ensues  and 
sudden  coma  and  hemiplegia  may  follow  an  unexpected  apo- 
plectic attack.  The  urine  may  contain  an  abundance  of  uric 
acid  and  in  extreme  states  albuminuria  may  be  present. 

The  spleen  gradually  increases  in  size  until  it  fills  a  large 
part  of  the  abdominal  cavity.  This  may  be  attended  by  some 
pain  in  the  splenic  region  or  it  may  develop  without  any  sign 
of  tenderness  or  pain.  The  normal  outline  of  the  organ  will 
usually  be  detected  by  careful  palpation,  and  it  may  display  a 
sudden  increase  in  size  after  a  severe  hemorrhage  or  diarrheal 
attack.  Constipation  may  also  attend  the  splenic  and  hepatic 
increase.  Pulsations  and  a  "splenic  souffle"  or  systolic  mur- 
mur may  be  discovered  over  the  tumor.  The  lymphatic  en- 
largements will  be  found  in  the  splenic-lymphatic  variety  and 
theee  are  invariably  soft  and  movable.  Tenderness  over  die 
sternum  and  long  bones  may  sometimes  be  detected. 

The  hlood  changes  are  most  characteristic  of  all  the  symp- 
toms. In  the  spleno-meduUary  form  the  hlood  is  pale  in  ap- 
pearance and  often  assumes  a  brownish-red  or  chocolate  color. 
The  leukocytosis  is  the  most  pronounced  feature.  The  ratio 
of  the  white  to  the  red  cells  may  vary  from  1  to  150  down  to 
1  to  10,  or  1  to  5.  The  myelocytes — large  mononuclear  leuko- 
cytes, with  the  protoplasm  filled  with  neutrophilic  granules — 
may  form  one-fourth  of  the  white  cells ;  these  are  not  found  in 
normal  blood.  The  polymorphonuclear  cells  are  generally  rel- 
atively diminished  below  their  percentage  in  normal  blood, 
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while  the  same  cells,  vfaich  show  coarse  basophilic  granules,  are 
iDcreaeed.  The  lymphocytes  are  relatively  decreased,  while 
the  acid-stained  eosinophiles  usually  show  an  absolute  increase. 
The  total  number  of  blood  cells,  including  both  the  white  and 
oolored  are  decidedly  reduced,  being  sometimes  as  low  as  2,000,- 
000  and  3,000,000.  Suchaunek  mentions  a  case  in  which  the 
red  cells  were  only  301,600  and  the  colorless  corpasdea  were 
306,100.  Nucleated  red  disea  are  usually  discovered  and 
poikilocytosis  is  not  uncommon.  The  hemoglobin  falls  below 
the  normal  and  the  blood  plaques  may  be  slightly  increased. 
The  blood  coagulates  slowly  and  the  alkalinity  may  be  some-  ' 
what  diminished.  The  specific  gravity  averages  1030  to  1050. 
In  lymphatic  letikemia,  which  is  more  fatal,  but  fortunately 
rarer,  the  lymphocytes  are  increased  while  other  leukocytes  are 
relatively  diminished. 

Diatfaosls. — The  only  trustworthy  diagnosis  is  obtained  by 
a  thorough  blood  examination.  Splenic  anemia  will  be  fre- 
quently taken  for  this  disease,  the  anemia  being  fully  as  great, 
while  the  spleen  is  often  greatly  enlarged.  In  this,  however, 
the  red  cells  are  near  the  normal  count,  though  the  hemoglobin 
may  be  reduced  to  50  per  cent  or  lower.  Poikilocytosis  may 
exist  and  leukopenia  is  generally  recognized,  but  myelocytes 
are  never  fomid  in  the  blood.  Chronic  malaria  may  simulate 
leukemia  as  the  spleen  enlai^a.  In  this,  however,  the  chills, 
the  history  of  acute  malaria,  the  absence  of  lymphatic  enlai^e- 
ment,  with  only  a  slight  increase  in  the  white  cells,  will  aid 
the  differentiation.  Hodgkins'  disease  will  be  distingnished 
by  the  marked  enla]^ment  of  the  cervical  lymphatics  in 
bunches,  while  the  blood  shows  only  a  leukocytosis. 

Prognosis. — The  prognosis  in  this  disease  is  always  un- 
favorable. Death  usually  occurs  in  two  to  five  years,  while 
the  more  rapid  cases  may  prove  fatal  in  siz  to  eight  months. 
Temporary  improvement  may  take  place  in  some  instances 
when  the  patient's  vitality  is  maintained  by  food  and  remedies. 
An  unfavorable  exacerbation  is,  however,  liable  to  take  place 
imexpectedly,  when  the  disease  displays  a  more  progressive  and 
prenounced  symptomatology.  Profuse  diarrhea,  cerebral  apo- 
plexy, hemorrhages  of  various  kinds,  together  with  severe  ex- 
haustion will  often  precede  the  sudden  demise.  Any  intercur- 
rent disease  will  hasten  death. 

Treatment. — Thus  far  nothing  has  acted  curatively  in  this 
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dieeaae.  To  overcome  the  extreme  exhaustion  nutritions  food 
and  outdoor  life  are  essential.  Remedies  may  help  somewhat 
in  this  respect,  but  they  will  insure  no  permanent  relief.  Ar- 
senic has  been  praised  for  its  apparent  power  of  retarding  the 
severe  blood  changes.  That  something  is  obtained  in  this  re- 
spect we  can  not  deny,  but  the  disease  will  soon  get  the  better  of 
any  remedy.  Quinin,  iron,  bone  marrow  and  the  usual  expedi- 
ents thought  of  in  simple  anemia  arc  often  tried,  but  they  are 
at  best  only  temporary  measures.  When  a  patient  is  afflicted 
with  this  disease  death  is  the  one  termination  to  be  expected. 
Our  aim  should  be  to  relieve  the  symptoms  of  intercurrent 
affections  and  at  all  times  to  sustain  the  patient's  strength  as 
much  as  possible.  Among  the  remedies  which  are  usually  in- 
dicated we  shall  find  picric  acid,  thuja,  phosphorus,  strychnia, 
nuc  vomica,  cinchona,  nairum  svlph.  and  sulphur  of  some  use 
from  the  standpoint  of  symptomatology. 

Recently  the  use  of  the  X-ray  has  been  highly  commended, 
but  more  extensive  reports  are  desired. 


PSEUDO<LeUKEHIA 


Hodgkins'  disease  is  the  usual  term  employed  to  define 
this  disease;  it  is  also  described  under  other  terms  such  as 
lymphatic  anemia,  lymphatic  adenoma,  malignant  lymphoma, 
etc.  It  is  characterized  by  a  progressive  enlargement  of  the 
lymph  glands  with  secondary  lymphoid  growths  in  other  or- 
gans, particularly  the  spleen  and  liver,  and  by  a  marked  sec- 
ondary anemia  without  the  destructive  blood  changes  which 
are  found  in  true  leukemia. 

Eliolofy- — The  true  nature  of  the  disease  is  undetermined. 
Age  is  a  predisposing  factor,  the  majority  of  cases  appearing 
between  twenty  and  forty  years.  Heredity,  syphilis,  malaria 
and  tuberculosis  have  been  regarded  as  favoring  influences, 
but  nothing  definite  can  be  said  in  this  respect.  Some  in- 
fections agent,  especially  the  tubercle  bacillus,  has  been  thought 
of  as  an  exciting  cause.  This  would  seem  to  be  a  plausible 
theory,  but  as  yet  there  has  been  no  confirmation  of  this  claim 
by  bacteriological  discovery. 

Patholoty — The  morbid  anatomy  has  a  distinctive  fea- 
ture in  the  enlargement  of  the  lymphatic  glands.  This  change 
will  be  observed  first  in  the  more  superficial  glands  of  the  an- 
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terior  and  posterior  cervical  triangle,  while  the  axillary,  in- 
^inal  and  retroperitoneal  glands  ma;  soon  be  implicated. 
In  fact,  all  the  glands  of  the  lymphatic  system  are  subject  to 
this  hyperplasia,  including  the  scapular,  pectoral,  mediastinal 
and  bronchial,  the  enlargements  showing  a  particular  affinity 
For  the  glands  distributed  along  the  large  blood  vessels.  The 
glands,  singly  or  in  groups,  may  become  quite  large  and,  at 
first,  may  be  freely  movable,  while  later  they  may  become 
more  or  less  fixed  by  a  periadenitis.  This  enlargement  of 
the  glands  may  cause  pr^sure-symptoma,  especially  those  sit- 
uated near  the  large  vessels  and  important  nerve  trunks.  On 
section  they  present  a  white  or  reddish-gray  appearance,  hut 
ae  they  become  firm  they  assume  a  yellow-white  color.  Hy- 
perplasia of 'the  glandular  elements  characterizes  the  pathol- 
ogy. Secondary  changes  similar  to  caseation  and  fibroid  in- 
duration may  be  observed,  while  suppuration  takes  place  only 
as  the  result  of  prolonged  local  irritation  and  the  introduc- 
tion of  pyogenic  infection. 

The  spleen  suffers  only  slight  enlargement  from  this 
hyperplastic  development,  both  the  pulp  and  the  Malpighian 
bodies  being  affected.  The  change  in  the  latter  is  a  real  hy- 
pertrophy, giving  them  a  grayish-white  color  which  contrasts 
vividly  with  the  normal  dark-red  color.  When  the  pulp  is 
affected  it  shows  a  trabecular  overgrowth.  In  some  cases  the 
spleen  is  not  enlarged.  The  lymphoid  deposits  may  also  be 
found  in  the  liver,  kidney,  lungs,  thymus  gland,  brain,  ton- 
sils, intestinal  1^'mphaticB  and  nerve  tissues.  The  bone  mar- 
row also  may  suffer  a  similar  lymphoid  change. 

Symptoms, — Enlargement  of  the  glands  on  one  side  of 
the  neck  is  the  first  symptom  which  calls  attention  to  the  dis- 
ease. These  undergo  a  gradual  increase  in  size,  causing  a 
conspicuous  disfigurement.  After  a  time  the  glands  on  the 
opposite  side  of  the  neck  begin  to  enlarge,  and  in  the  course 
of  a  few  months,  or  perhaps  a  year  or  more,  the  axillary 
glands  are  affected  and  then  the  inguinal  and  internal  lymph 
glands  may  show  signs  of  enlargement.  Pain  may  be  marked 
when  there  is  pressure  on  nerve  trunks.  A  chronic  tonsillitis 
often  precedes  the  glandular  increase. 

Constitutional  symptoms  will  be  evidenced  by  the  pallor 
of  anemia  and  exhaustion  which  appear  about  the  time  the 
cervical  enlargement  is  detected.     Emaciation  is  soon  noticed, 
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while  gaatro-intestinal  disturbancee,  headache,  dizzineas,  car- 
diac palpitatioD  and  dyspnea  appear  as  the  disease  progresees. 
Hemorrhage  in  the  form  of  epistaxiB,  metrorrhagia,  and  pe- 
techial spots  on  the  limbs  are  occasionally  observed  and  ef- 
fusions into  the  serous  cavities  are  not  uncommon.  Hemic 
murmura  may  be  detected,  while  fever,  often  of  an  intermit- 
tent type,  is  common  in  this  disease. 

Mechanical  pressure  will  give  rise  to  pain  in  different 
parta  of  the  body  whenever  a  tumor  presses  upon  a  nerve.  In 
like  manner  the  enlargement  of  the  tracheal  and  bronchial 
glands  may  cause  dyspnea  as  they  press  upon  the  trachea  or 
bronchi,  or  dysphagia  when  the  esophagus  is  compressed,  or 
disturbed  phonation  when  the  recurrent  laryngeal  nerves  are 
affected,  or  venous  distention  when  the  superior  vena  cava 
or  jugular  veins  are  encroached  .upon.  Pressure  upon  the 
pneumogastric  nerve  will  disturb  the  heart's  action,  while  the 
enlargement  of  mediastinal  glands  may  displace  the  heart  it- 
self. Edema  is  liable  to  follow  from  venous  compression. 
Ascites,  albuminuria  and  jaundice  are  possible  symptoms  from 
the  same  cause.  Pressure  upon  the  cervical  sympathetics  ma; 
cause  inequality  of  pupils  and  unilateral  sweating  of  the  face 
and  neck.  Paraplegia  is  also  a  possibility  when  the  spinal 
cord  is  involved.  Bronzing  of  the  sJcin  is  a  rare  symptom 
and  ia  believed  to  be  due  to  pressure  upon  the  adrenals.  Pru- 
ritus is  also  a  common  skin  affection.  The  spleen  is  moder- 
ately enlarged  while  tenderness  and  nodular  enlargements 
may  be  occasionally  detected  by  palpation;  the  splenic  en- 
largement, however,  is  much  less  than  that  of  leukemia. 

The  blood  changes  are  a  feature  of  the  disease,  hut  in 
DO  sense  are  they  so  marked  as  in  the  other  diseases  of  the 
blood  which  this  simulates.  The  color  is  somewhat  pale  and 
there  is  a  moderate  diminution  in  the  number  of  red  blood 
corpuscles  and  a  corresponding  decrease  in  hemoglobin,  which 
is  reduced,  on  the  average,  to  50  or  60  per  cent.  An  occa- 
sional nucleated  red  blood  corpuscle  and  a  poikilocyte  may 
be  found.  The  leukocytes  may  be  increased,  but  this  is  a 
rare  finding.  In  no  sense  do  the  blood  changes  approximate 
those  of  leukemia. 

Diagnosis. — Tuberculous  adenitis  is  most  frequently  con- 
fused with  the  pseudo-leukemia  in  its  earliest  stages.  Tu- 
berculous glands,  however,  become  adherent  earlier  and  aup- 
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puration  is  more  liable  to  take  place,  while  caseation  is  quite 
common;  ihej  enlai^  more  slowly,  are  inclined  to  be  uni- 
lateral and  usually  only  single  groujra  are  involved ;  the  young 
are  moat  commonly  affected,  while  pseudo-leukemia  may  oc- 
cur at  any  age.  Glowers  observed  in  100  cases  that  only  one- 
third  occurred  under  twenty  years  of  age.  In  tnberoulous 
adenitis  lesions  of  the  lung  may  be  found  and  the  other  typi- 
cal symptoms  of  tuberculosis  are  liable  to  develop ;  the  pyrexia 
is  nocturnal,  while  in  peeudo-leukemia  it  is  characterized  by 
intennittency.  Sarcoma  involves  the  glands  in  groups,  rap- 
idly invades  surrounding  tissue  and  is  early  characterized  by 
a  destructive  ulceration.  Carcinoma  of  the  lymphatic  glands 
resembles  the  growths  in  pseudo-leukemia,  but  the  cancer 
cachexia  is  distinctive  and  the  glandular  invasion  is  secondary. 
In  all  of  these  diseases  which  are  compared  with  pseudo- 
leukemia, the  gland  involvement  is  usually  limited  to. single 
groups,  which  is  not  true  of  this  disease.  When  a  careful 
blood  analysis  is  made,  there  should  be  no  difficulty  in  differ- 
entiating leukemia  except  possibly  in  the  acute  lymphatic  form. 
Sections  of  the  involved  glands  should  be  examined  micro- 
scopically to  remove  any  doubt. 

PrvfnOBiB. — A  fatal  end  is  the  usual  termination  of  this 
disease.  Patients  affected  rarely  survive  longer  than  two 
years.  The  fatal  symptoms  are  hemorrhage,  anasarca,  and 
progressive  asthenia,  while  a  rapid  increase  in  the  size  of  the 
glands  and  a  continuous  fever  usually  presages  a  speedy  ter- 
mination. 

Treitment. — Inasmuch  as  the  disease  is  inevitably  fatal, 
it  seems  futile  to  say  much  regarding  remedies.  Still  there 
is  a  fair  possibility  of  palliation  and  the  prolonging  of  life.  I 
have  often  felt  that  my  treatment  had  comforted  the  patient 
decidedly  and  in  some  instances  added  to  the  length  of  life. 
Arsenic  has  been  heralded  as  the  only  remedy  and  this  is  given 
in  gradually  increasing  doses.  Fowler's  solution  is  still  ad- 
vised as  the  best  form  for  use.  It  has  been  employed  hypo- 
dermatically  by  some,  eight  to  thirty  minims  being  used  in 
divided  doses  daily.  Inunciiona  of  iodin  and  iodid  of  potash 
have  also  been  suggested,  as  has  the  employment  of  quinin, 
cod  liver  oil,  bone  marrow  and  many  other  internal  agents 
which  would  naturally  support  the  system  against  the  deple- 
tion of  anemia.     All  of  these  expedients,  however,  are  only 
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temporary  and  hardly  that  unless  they  are  applied  during  the 
early  stages  of  the  disease. 

In  my  experience  with  several  incipient  cases,  I  have 
found  that  a  stimulating  and  vigorous  diet,  with  particular 
reference  to  the  restoration  of  hemoglobin,  leather  with  the 
indicated  homeopathic  remedy,  has  given  me  some  encourage- 
ment. In  the  list  of  remedies  I  would  call  special  attention 
to  calcarea  iodid,  arsenieum  iodid,  ferrum  iodid,  kali  iodid, 
iodin,  iodoform,  phosphorus,  sepia,  silicea  and  sulphur.  A 
cure  is  not  expected  from  their  use,  but  they  may  at  least  re- 
lieve the  patient  and  delay  somewhat  the  onward  march  of 
the  disease. 

Local  treatment  of  the  glandular  enlargements  has  not 
availed  much,  though  all  kinds  of  measures  have  been  tried 
from  galvano-puncture  to  iodin,  blisters  and  massage.  Op- 
erations may  be  demanded  for  relief  of  pressure,  hut  up  to 
the  present  date  surgery  has  been  of  no  avail.  So  far  we 
may  safely  state  that  the  disease  is  incurable.  The  use  of 
the  X-ray  has  given  some  encouragement  in  treatment,  though 
su:fficient  data  are  not  yet  obtainable  upon  which  to  base  pos- 
itive conclusions. 


STATUS  LYNPHATICUS. 

This  is  also  termed  "lymphatic  constitution"  and  applies 
to  a  state  characterized  by  hyperplasia  of  the  lymph  nodes, 
spleen  and  thymus  gland,  and  hypoplasia  of  the  heart  and 
arteries.  The  lymphoid  bone-marrow  is  also  involved  in  this 
condition.  The  disease  is  met  most  frequently  in  children  or 
infants  and  sudden  death  is  liable  to  take  place  when  the 
child  is  apparently  in  robust  health. 

Eliolofy. — While  the  etiology  is  not  fully  understood  it 
is  presumed  to  he  a  congenital  condition  associated  with  a  low 
grade  of  vital  resistance.  Blumer  claims  it  is  due  to  the  de- 
velopment within  the  system  of  a  toxic  agent  known  as  cyto- 
toxin,  which  causes  the  overgrowth  of  lymphatic  tissue. 

Patboloty. — The  lymph  glands  in  the  thorax  and  abdomen 
and  the  cervical  and  inguinal  glands  are  enlarged.  Those  of 
the  intestine  are  swollen  and  sharply  defined.  The  tonsils 
are  enlarged,  the  spleen  is  decidedly  increased  in  size  and  the 
lymphoid  tissue  of  the  Malpighian  bodies  also  manifests  the 
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hyperplasia.  The  thymus  gland  is  decidedly  swollen  and  it 
is  claimed  that  the  pressure  caused  by  this  pathologic  increase 
often  causes  sudden  death.  The  thyroid  gland  may  also  be 
enlai^^.  The  red  bone  marrow  is  supplanted  by  yellow  mar- 
row, the  lungs  are  congested  or  edematous,  while  the  heart 
and  aorta  are  not  fully  developed. 

Symptoms, — While  these  are  not  clearly  defined  symptoma 
it  will  be  observed  that  the  child  has  an  enlargement  of  some 
of  the  lymphatics;  there  may  be  a  history  of  rickets  and  the 
heart  is  weak  in  its  action.  From  overexertion  or  the  admin- 
istration of  an  anesthetic  sueh  children  are  liable  to  sudden 
and  unexpected  death.  Tetany  has  been  recognized  as  a  com- 
plication by  Hand.  In  some  instances  deaths  attributed  to 
convulsions  during  dentition  were  really  due  to  this  disease. 

PrsfnoBis  and  Treabnent.— Prom  the  foregoing  it  is  evi- 
dent that  it  is  rarely  possible  to  make  a  diagnosis  of  this  dis- 
ease. For  this  reason  there  is  little  to  be  expected  from  treat- 
ment. The  general  health  should  be  supported  by  outdoor  life, 
nourishing  food  and  possibly  aided  by  such  remedies  as  iron 
and  arsenic.  Operation  upon  the  thymus  gland  has  been  suc- 
cessfully performed.  We  should  recognize  that  the  overplump 
children  with  enlarged  glands  are  liable  to  sudden  develop- 
ment of  grave  symptoms  and  should,  as  far  as  possible,  increase 
their  vital  resistance.  Such  remedies  as  ealcarea  earb.,  calcarea 
phos.,  sulphur,  arsenicum  iodid,  silicea,  baryta  carb.,  and  baryfa 
iodid  should  be  studied  in  these  cases. 


SPLENIC  ANEMIA. 

There  is  some  doubt  still  about  the  correctness  of  the 
classification  which  considers  this  disease  as  a  distinct  variety 
of  anemia.  It  is  analogous  to  pseudo-leukemia,  yet  distin- 
guished from  it  by  the  aBsence  of  lymphatic  enlargement. 
In  all  probability  it  is  closely  associated  with  infectious  dis- 
eases, though  the  etiology  is  not  yet  clearly  understood. 
Chronic  malaria  has  been  considered  as  a  possible  cause,  but 
a  careful  study  of  this  disease  does  not  establish  any  definite 
relation  in  this  respect. 

Patboloty* — The  typical  morbid  feature  is  the  splenic  en- 
largement which  simulates  more  closely  the  leukemic  spleen 
than  the  spleen  of  pseudo-leukemia,  inasmuch  as  it  is  often 
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three  or  four  times  its  normal  size.  The  normal  shape  is  re- 
tained, though  the  notches  may  be  decidedly  accentuated.  The 
oapstile  is  thickened  and  often  adherent  to  surrounding  tis- 
sues. TKe  histologic  findings  exhibit  splenic  atrophy  with 
an  attending  sclerosis  of  the  Malpighian  corpuscles,  which  is, 
of  course,  preceded  by  a  fibrosis  or  hyperplasia.  Changes 
in  the  bone  marrow  are  sometimes  discovered  similar  to  those 
found  in  pernicious  anemia. 

Symptoms. — The  early  symptoms  are  marked  by  the 
signs  of  pallor,  exhaustion,  dyspnea,  palpitation  and  the  dis- 
tinct evidence  of  a  developing  anemia  and  splenic  enlarge- 
ment. The  second  stage  is  characterized  by  a  more  profound 
anemia,  extreme  emaciation,  with  physical  exhaustion,  pain 
in  the  region  of  the  spleen  due  to  enlargement,  hemorrhages 
from  mucous  membranes  and  even  of  the  skin.  Added  to 
this  there  is  usually  pronounced  hebetude.  The  final  stage 
represents  a  progressive  asthenia  which  ends  in  death.  Jaun- 
dice and  ascites  may  be  present  should  the  liver  become  in- 
volved. 

The  blood  characteristics  are  indicative  of  anemia.  The 
hemoglobin  is  greatly  reduced — often  as  low  as  40  per  cent — 
while  the  number  of  the  red  cells  may  he  diminished  at  least 
one-half.  Poikilocytosis  often  exists  and  there  may  be  nu- 
merous nucleated  red-blood  cells.  The  leukocytes  are  usually 
increased,  though  in  some  oases  they  may  be  normal,  or 
nearly  so. 

Diafnosis  and  Pro^oosis. — The  diagnosis  will  depend 
upon  the  splenic  enlargement  plus  the  symptoms  of  marked 
anemia,  just  enumerated,  t(^ther  with  the  absence  of  lym- 
phatic enlargement.  The  blood  picture  should  also  be  con- 
firmed. The  prognosis  is  unfavorable,  though  by  proper 
treatment  life  may  be  prolonged  in  many  instances.  The 
average  duration  is  from  six  months  to  two  years. 

Treatment. — The  treatment  should  he  similar  to  that  sug- 
gested under  other  forms  of  anemia.  Iron  and  arsenic  are 
regarded  as  the  best-  remedies,  though  many  other  remedies 
may  be  suggested  by  the  totality  of  the  symptoms.  Bone 
marrow  is,  without  doubt,  a  valuable  adjuvant.  In  a  case  of 
mine  this,  together  with  the  constant  use  of  arsenicum  and  a 
judicious  diet  in  which  meat  juices  were  given  in  abundance, 
contributed   toward  a   remarkable   improvement  which   pro- 
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longed  tlLe  patient's  life  for  a  considerable  time.  In  this  case 
the  red  cells  were  reduced  to  nearly  two  million,  while  the 
hemoglobin  stood  at  45  per  cent.  After  a  persistent  treat- 
ment the  hemoglobin  was  increased  to  70  per  cent,  bat  no  in- 
crease was  obtained  in  the  number  of  red  cells.  Splenectomy 
has  been  advised  when  hematemesis  is  persistent,  and  has 
proven  successful  in  a  few  cases. 

Bull's  Disease. — This  term  is  used  to  define  a  condition 
characterized  by  enlargement  of  the  spleen,  by  anemia,  hepatic 
cirrhosis,  jaundice  and  ascites.  It  is  a  very  rare  disease  and 
is  regarded  by  many  as  a  terminal  stage  of  splenic  anemia. 
The  evidence,  however,  goes  to  prove  that  it  is  sometimes  a 
primary,  though  very  rare,  disease. 


ANEMIA  INFANTUM  PSEUDO-LEUKEHIA. 

This  is  a  rare  form  of  anemia  first  described  by  von 
Jaksch  and  observed  in  children  two  or  three  years  of  age. 
It  resembles  leukemia  without  its  fatal  termination.  Hered- 
itary syphilis,  intestinal  and  other  diseases  are  supposed  to 
be  factors  in  its  development.  The  typical  lesion  is  a  splenic 
enlargement  following  a  uniform  hyperplasia.  The  liver  may 
also  be  enlarged  and  the  lymphatic  glands  may  be  slightly 
increased  in  size,  though  there  is  no  apparent  tumor-forma- 
tion.    Some  changes  may  be  found  in  the  bone-marrow. 

Symptoms. — Associated  with  a  gradually  developing  pal- 
lor, exhaustion  and  emaciation  there  will  be  noticed  an  en- 
largement of  the  spleen,  whi«h  may  attain  a  large  size.  The 
liver  is  slightly  enlarged  and  gastro-intestinal  disturbances 
are  commonly  experienced.  Emaciation  ensues  if  the  disease 
is  of  long  duration.  The  blood  changes  reveal  a  decided  de- 
crease in  the  number  of  red  corpuscles,  while  there  is  gener- 
ally a  relatively  greater  reduction  in  the  hemoglobin.  Poi- 
Hlocytosis,  a  large  number  of  nucleated  red  corpuscles  and 
other  signs  of  degeneration  in  the  red  cells  may  appear  in  the 
graver  forms.  There  is  always  a  marked  increase  in  the  num- 
ber of  leukocytes. 

Diagnosis  and  Pnfnosls.— While  the  classification  of  this 
disease  will  depend  upon  the  distinctive  symptoms  just  men- 
tioned it  will  be  necessary  to  differentiate  from  leukemia.  This 
is  settled  by  the  absence  of  hemorrhage  and  lymphomatous 
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enlai^ements  and  the  prefience  of  an  abundance  of  nucleated 
red  corpUBcleB,  gastro-lntestinal  symptoms  and  the  s^a  of 
rachitis.  The  leukocytes  will  also  constitute  a  distinck  dif- 
ferentiation from  leukemia.  The  prognosis  is  comparatively 
favorable. 

Trealmenl. — Dietetic  and  hygienic  treatment  are  of  par- 
amount importance.  The  digestive  disturbances  will  also  be 
corrected  by  the  employment  of  the  usual  homeopathic  reme- 
dies. The  anemia  will  be  cared  for  as  su^ested  under  other 
chapters. 


CHLOROMA. 


This  is  a  rare  disease  which  has  a  slight  resemblance  to 
leukemia  and  pseudo-leukemia.  It  ia  characterized  by  a  sar- 
comatous growth  with  a  pea-green  pigmentation  affecting  the 
periosteum  and  bone  tissue  in  the  vicinity  of  the  orbit.  Me- 
tastatic nodules  representing  secondary  growths  have  a  wide- 
spread distribution.  The  disease  is  prone  to  appear  with 
greatest  frequency  in  young  adults. 

The  symptoms  are  not  numerous;  orbital  pain,  exoph- 
thalmos, deafness,  conjunctival  hemorrhage  and  epistaxis  are 
the  most  distinctive  signs.  The  growths  are  roiind  and  elas- 
tic, being  found  most  frequently  in  the  orbital,  temporal  and 
parotid  regions.  The  blood  shows  an  anemia  with  a  marked 
leukocytosis.  The  disease  has  been  termed  the  "green  can- 
cer." It  is  rapid  in  its  development  and  death  usually  oc- 
curs in  a  few  months. 


DISEASES  OF  THE  DUCTLESS  GLANDS. 

DISEASES.OF  THE  SUPRARENAL  CAPSULE 

ADDISON'S  DISEASE. 

This  is  a  conafitutional  disease  characterized  by  a  bronzed 
or  pigmented  skin,  general  asthenia,  cardiac  debility  and  gas- 
tro-intestinal  disturbances.  It  is  believed  to  depend  upon  de- 
generation of  the  adrenals  or  changes  in  the  sympathetic  semi- 
lunar ganglia,  or  to  both. 
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Etlolofy. — This  IB  very  indefinite.  The  disease  is  ob- 
served usually  between  20  and  50  years  of  age,  though  it  has 
been  discovered  in  young  children,  and  may  even  be  congen- 
ital. Males  are  afflicted  more  frequently  than  females.  Over- 
work, nervous  exhaustion  and  injury  of  the  back  or  abdomen 
have  been  considered  as  caiises.  Infection,  particularly  the 
tuberculous,  is  probably  a  factor  of  great  influence  in  its  pro- 
duction. 

Palhololy. — The  adrenals  show  decided  changes  in  a  great 
majority  of  cases.  These  changes  are  usually  tuberculous, 
though  much  less  frequently  are  one  or  more  of  the  following 
eonditions  observed:  Simple  atrophy,  chronic  interstitial  in- 
flammation, malignant  disease  and  hemorrhagic  extravasations 
into  the  suprarenal  bodies.  Pressure  on,  or  inflammation  of 
the  semilunar  ganglia  is  also  held  to  be  a  cause  of  this  disease. 
Whether  the  involvement  of  the  semilunar  ganglia  is  primary 
cr  secondary  to  changes  in  the  adrenals  is  a  matter  open  to 
much  discussion.  Probably,  however,  the  real  cause  lies  pri- 
marily in  the  adrenals,  and  is  due  to  suppression  or  perversion 
of  their  internal  secretion.  Other  pathologic  changes  include 
enlargement  of  the  solitary  and  agminated  follicles  of  the  in- 
testine, enlargement  of  the  spleen,  atrophy  and  fatty  degen- 
eration of  the  heart,  kidneys  and  thymus  gland. 

Symptoms. — In  studying  the  symptomatology  of  Addi- 
son's disease  we  must  keep  in  mind  the  fact  that  the  symp- 
toms are  often  so  insidious  in  their  development  that  they 
do  not  present  a  perfect  picture  of  the  disease.  Pigmentation, 
or  bronzing  of  the.  skin,  is  the  most  typical  sign;  but  must 
be  accompanied  by  other  symptoms  of  this  disease.  The  cuta- 
neous discoloration  varies  from  a  light  yellow  to  a  deep  brown 
and  in  some  cases  it  may  assume  a  black  color.  The  deeper 
hue  is  always  observed  on  exposed  parts  and  where  the  normal 
pigmentation  is  marked,  like  the  face,  neck,  hands,  abdomen, 
groin,  genitals  and  the  areola  of  the  nipples.  These  spots 
are  occasionally  found  on  the  mucous  membrane  of  the  month, 
lips,  conjunctiva  and  vagina,  when  they  are  liable  to  assume 
a  bluish  color.  Leukoderma  patches  are  frequently  associated 
with  the  bronzing,  causing  thereby  a  marked  contrast  with  their 
absence  of  pigment.  In  rare  instances  there  may  be  a  general- 
bronzing.  The  typical  patches  usually  shade  into  the  nor- 
mal skin,  thus  presenting  no  well  defined  line  of  demarcation. 
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Some  have  claimed  that  the  pigmentary  deposit  may  be  found 
in  the  internal  organs,  but  no  Batiefactory  demonetration  of 
this  theory  is  at  present  on  record. 

Constitutional  symptoms  are  generally  recognized  as  the 
disease  develops  and  sometimes  they  may  precede  the  appear- 
ance of  the  bronze-colored  patches.  Extreme  deiUity  ia  a  con- 
stant complaint  and  with  it  we  shall  detect  such  characteristic 
Bymptoms  as  headache,  dizziness,  ringing  in  the  ears  and  breath- 
lessness,  with  a  gradually  pri^essiog  asthenia  which  leads  to 
a  marked  loss  in  physical  and  mental  energy.  Anemia  is  not 
pronounced.  The  blood  examination  shows  only  a  moderate 
reduction  of  red  blood  corpuscles  and  hemoglobin.  A  leukocy- 
tosis is  rarely  found,  a  leukopenia  usually  taking  its  place. 
The  heart's  action  is  feeble  and  the  pulse  is  small  and  rapid, 
thus  dyspnea  and  a  tendency  to  faint  are  frequent  complainta. 
Functional  cardiac  murmurs  are  not  uncommon  and  the  ex- 
tremities are  often  cold  and  clammy.  QoBiro-intestinal  dis- 
turbances are  prominent  features  in  the  symptomatology  and 
they  will  be  recognized  by  the  loss  of  appetite,  nausea  and  vom- 
iting, which  occur  without  any  apparent  cause,  and  a  debili- 
tating diarrhea,  which  frequently  exists  during  the  later  stages. 
Hebetude,  merging  into  coma,  may  appear  in  the  later  stages  of 
the  disease  while  progressive  asthenia  is  usually  the  cause  of 
death.  Polyuria  is  often  a  symptom,  but  albumin  is  rarely 
discovered ;  indican  is,  however,  increased,  urea  is  decreased, 
while  urobilin  and  uromelanin  may  appear  in  excess. 

Diatoosis. — The  diagnosis  should  comprehend  all  the 
symptoms  and  never  be  made  on  the  presentation  of  the  typical 
bronze  patches  alon«,  since  these  may  appear  in  association 
with  other  diseased  conditions.  We  may  find  a  similar  discol- 
oration in  tuberculosis  of  the  peritoneum  or  in  cancer  wheu 
located  in  the  abdomen.  It  is  also  found  in  hepatic  disease  and 
especially  in  diabetic  cirrhosis.  Pregnancy  and  uterine  dis- 
eases often  give  rise  to  similar  patches  on  the  face.  The  dis- 
coloration of  vagabond's  disease  may  simulate  that  of  Addi- 
son's disease.  Melanotic  sarcoma  ia  accompanied  by  a  deep 
general  pigmentation.  We  may  also  find  the  simulating  bronze 
spots  in  such  diseases  as  tinea  versicolor,  exophthalmic  goitre, 
old  syphilitic  discoloratioDS  and  from  the  use  of  such  drugs  as 
silver  nitrate  locally  and  the  prolonged  internal  use  of  arsenic. 

Protnosis. — The  disease  is  almost  always  fatal,  though 
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there  may  be  periods  of  improTement  wtuch  offer  the  hope  of 
a  cure.  It  pursues  usually  a  rapid  course  after  the  character- 
istic symptoms  appear.  One  year  is  given  aa  the  average  dura- 
tion for  the  disease,  though  in  exceptional  cases  it  may  develop 
rapidly  with  febrile  symptoms  and  terminate  in  sadden  death. 
The  end  usually  comee  as  a  result  of  the  progressive  asthenia, 
but  ooma,  delirium  or  convulsions  may  characterize  the  ter- 
mination. 

Treatment. . — In  a  (disease  so  fatal  aa  this  we  should  not 
expect  more  than  palliation  from  the  use  of  our  remedies.  This, 
however,  may  be  an  important  consideration  in  the  prolonga- 
tion of  life  and  comfort.  Hygienic  care  and  rest  are  essentials 
always  to  be  thought  of  and  we  may  do.much  toward  the  delay 
of  the  asthenic  advance  by  the  employment  of  these  measures. 
The  digestive  disturbances  will  give  at  least  temporary  response 
to  the  indicated  remedies  and  we  may  do  much  toward  heart 
stimulation  by  the  use  of  the  tonics  usually  prescribed  for  this 
purpose.  Iron  and  araenie  have  been  lauded  as  useful  remedies 
inasmuch  as  they  tend  to  correct  the  anemia  and  the  incident 
prostration.  Whether  they  yield  any  beneficial  result,  so  far 
as  the  disease  is  concerned,  can  not  yet  be  stated.  Adrenalin  is 
naturally  thought  of.  Osier,  Shattuck,  Decks,  Porpelow  and 
others  have  reported  cases  cured  and  others  greatly  improved 
by  its  administration.  It  should  be  given  cautiously  and  in 
small  doses.  In  the  later  stages  and  severe  forms  of  this  dis- 
ease it  is  contraindioated. 

Among  the  homeopathic  remedies  we  may  find  several 
which  conform  to  the  symptomatology,  but  these  apparently 
serve  only  to  correct  the  attending  symptoms  of  associate  per- 
versions. Arsenicum  iodid,  baryta  iodid  and  calcarea  iodid 
should  receive  especial  emphasis.  Argentum  nitrieum  and 
tkeridion  have  received  special  mention  aa  remedies  presumably 
indicated  for  the  symptoms  which  express  the  pathologic 
ohangea.  It  is  probable  that  others  may  be  called  for  in  this 
respect  Pkosphorva,  guaiacol  and  iodoform  would  be  natur- 
ally considered  when  there  are  manifest  signs  of  tuberculous 
invasion  of  the  lungs  and  other  tissues.  It  would  be  natural 
also  to  give  due  weight  to  the  open  air  treatment  for  tubercu- 
losis.   The  nwlein  preparations  have  also  been  suggested. 
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DISEASES  OF  THE  THYROID  GLAND. 


THYROIDITIS. 


This  is  an  acute  inflammatory  condition  of  the  thyroid 
gland  with  or  withoat  any  association  of  prerions  enlargement. 
The  gland  is  swollen,  the  blood  vessels  are  engorged,  while 
hemorrhage,  thrombi,  multiple  abscesses  and  tissue  necrosia  are 
commonly  found.  The  inflammatory  invasion  is  invariably 
secondary  to  the  introduction  of  an  infectious  microHjrganism ; 
it  is,  therefore,  liable  to  follow  in  the  course  of  such  diseases 
as  malaria,  typhoid  fever,  variola  and,  possibly,  rheumatism. 
Tratmiatism  is  a  possible  cause,  inasmuch  as  this  may  establish 
a  strumitis  which  favors  the  invasion  by  pyogenic  organisms 
either  from  within  or  without  the  body. 

The  symptoms  are  characteristic  of  suppurative  develop- 
ment, hence,  fever,  localized  pain  and  swelling  are  early  signs. 
When  the  abscesses  are  multiple  the  whole  gland  may  become 
very  large,  but  usually  the  enlargement  is  confined  to  one  lobe. 
The  symptoms  of  venous  obstruction  may  be  marked,  while  com- 
pression upon  the  trachea  may  interfere  decidedly  with  respi- 
ration. The  pus  may  burrow  into  surrounding  tissues  or  the 
abscess  may  perforate  the  trachea  or  esophagus.  Metastatic 
development  is  always  to  be  feared,  though  resolution  may  take 
place  without  any  prolonged  or  serious  complications.  The 
prognosis  is  favorable  when  by  rupture  or  operation  the  pus 
is  evacuated.  The  treatment  will  demand  prompt  and  careful 
surgical  interference,  together  with  the  internal  use  of  reme- 
dies which  are  applicable  in  suppurative  cases.  Hepar  sulphur, 
arsenic,  mercurius,  iodoform  and  silicea  should  he  considered. 


eOITRE. 

A  simple  goitre  has  been  described  under  various  terms, 
such  as  broncbocele,  thyrocele,  Derbyshire  neck,  etc  It  is  de- 
fined aa  an  enlargement  of  the  whole  or  a  part  of  the  thyroid 
gland  other  than  that  due  to  infiammation,  exophthalmic  goitre 
and  malignant  disease.  It  must  be  clearly  differentiated  from 
exophthalmic  goitre,  which  is  an  enlargement  of  the  thyroid 
gland  as  the  result  of  a  nervous  disease. 

Etiolofy. — In  America  goitre  is  of  sporadic  occurrence, 
bat  it  has  appeared  endemically  in  Italy,  Switzerland.  Asia  and 
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in  certain  parte  of  Dngland.  Some  localities  in  those  countries 
are  noted  for  the  abundance  of  goitrous  inhabitants,  in  eomc  in- 
stances as  many  as  eighty  per  cent  of  the  population  being 
afflicted.  It  has  a  wide  prevalence  in  locaiities  where  water 
containing  much  lime  has  been  constantly  used.  It  has  been 
noticed  that  people  who  move  into  a  locality  where  it  prevails 
develop  the  enlargement,  thus  furnishing  a  satisfactory  proof 
that  it  may  be  traced  to  the  water  supply.  Women  are  evi- 
dently afflicted  more  frequently  than  men,  some  authors  claim- 
ing that  they  develop  it  in  a  ratio  of  two  to  one  in  the  opposite 
sex.  Pregnancy  often  seems  to  favor  its  development.  Hered- 
ity is  regarded  as  an  etiological  factor,  but  this  claim  is  prob- 
ably overdrawn,  though  we  do  observe  it  as  a  family  tendency. 
Congenital  cases  are  occasionally  observed,  but  it  is  more  com- 
monly found  in  later  life  and  rarely  before  puberty. 

Patholofy. — There  are  several  varieties  of  simple  goitre, 
but  as  they  assume  different  pathological  features,  they  are  de- 
scribed in  accordance  with  their  anatomical  peculiarities.  A 
parenchymatous  form  represents  a  true  hyperplasia  of  the  noi^ 
mal  tissues.  The  follicular  variety  is  characterized  by  an  en- 
largement of  the  follicles  of  the  gland,  while  a  fibrotis  goitre  is 
due  tA  a  marked  increase  in  connective-tissue  which  to  a  certain 
extent  compresses  the  follicles.  The  uneven  distribution  of  this 
fibrous  tissue  gives  rise  to  the  irregular  and  nodulated  appear- 
ance of  the  gland.  In  cases  of  long  standing  a  decided  tissue 
sclerosis  may  exist.  The  cystic  variety  ia  distinguished  by  a 
follicular  distention  with  liquid  contents.  Other  varieties  are 
characterized  as  struTna  aneurysmatica  when  the  blood  vessels 
are  enlarged  and  dilated,  struma  eolloides,  in  which  the  follicles 
are  enlarged  and  filled  with  colloid  matter,  struma  osaea  when 
there  is  calcareous  infiltration  and  struma  amyloidea  when  there 
is  a  wax-like  degeneration.  Other  combinations  or  intermediate 
types  may  be  found  at  times  and  the  inflammatory  or  suppur- 
ative procesa  may  alter  the  character  of  any  of  the  various 
forms. 

Symptoms. — The  enlargement  of  a  thyroid  gland  is  read- 
ily recognized  by  inspection  and  palpation,  while  compression 
is  a  symptom  of  its  later  development.  The  swelling  may  vary 
in  size  from  a  scarcely  appreciable  enlargement  to  a  large 
growth  which  will  demand  either  mechanical  support  or  opera- 
tive relief.    The  enlargement  may  be  confined  to  one  lobe  or 
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it  may  affect  both  lobes,  and  the  iBthmoB  as  well.  The  develop- 
ment is  usually  gradual  or  it  may  be  decidedly  Bgg;rarated  by 
profound  nervous  irritation  or  pronounced  menstrual  irregular- 
ities. Deglutition  may  be  performed  with  difficulty,  the  tumor 
moves  vertically  during  this  act,  and  a  sense  of  fulness  is  an 
oocasional  complaint.  Dyspnea  may  appear  when  the  trachea 
is  compreesed,  particularly  during  the  occurrence  of  a  cold. 
Aphonia  follows  from  the  pressure  upon  the  recurrent  laryngeal 
nerves.  Pain  is  not  a  frequent  complaint  as  the  skin  is  not 
adherent  and  the  periosteum  of  the  neighboring  bones  is  not 
compressed.  The  veins  over  the  goitre  are  distended,  while 
headache  and  somnolence  are  not  uncommon  features  in  con- 
nection with  a  large  goitre.  Cerebrai  n/mptoms,  such  as  tetany 
and  convulsions,  are  occasional  complications. 

Constitutional  symptoms  sometimes  develop  when  the 
tumor  has  existed  for  a  long  time.  Nutrition  is  somewhat  de- 
preciated and  the  inflammatory  process  may  give  rise  to  farther 
constitutional  manifestations.  Hemorrhage  is  not  an  impossi- 
bility and  in  rare  instances  cretinism  may  be  associated  with  a 
simple  goitrous  development.  Death  has  also  occurred  as  the 
result  of  compression  of  the  vagi. 

Diagnosis  ud  Prognosis.— The  diagnosis  is  not  a  matter 
of  difficulty,  inasmuch  as  inspection  and  palpation  leave  no 
doubt.  Simple  and  malignant  adenomata  must  always  be  dif- 
ferentiated. The  same  is  true  of  cancer  and  sarcoma.  When 
aberrant  portions  of  the  thyroid  are  involved  intrathoracic 
tumors  are  generally  in  evidence.  The  prognosis  in  cases  of 
short  duration  is  generally  favorable  so  far  as  life  is  concerned 
and  a  cure  may  be  obtained  if  the  treatment  is  vigorous  and 
constant. 

TreatmeDt. — To  cure  a  goitre  will  require  the  use  of  both 
local  measures  and  internal  medication.  lodin  has  been  the 
favorite  local  remedy  and  as  yet  no  better  agent  has  been  fonnd. 
At  first  it  was  painted  over  the  enlargement  and  absorption  was 
enooaraged  by  exposing  the  patient  to  the  sun  for  a  long  time. 
Later  electrolytic  absorption  was  obtained  by  the  use  of  the 
galvanic  current  after  the  iodin  was  applied.  The  hypoder- 
matic introduction  of  iodin  into  the  cystic  formation  has  also 
been  a  favorite  method  of  treatment  with  many  physicians. 
Twenty  to  thirty  minims  of  a  solution  containing  one  part  of 
iodin  to  twelve  parts  of  alcohol  may  be  injected  twice  a  week, 
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providing  a  new  point  for  injection  is  8e1ecte<l  each  time. 
Electrolysis  has  been  employed  with  varying  Buccesa;  some 
practicians  speak  highly  of  it,  while  the  majority  o^  clinioiaDS 
regard  it  with  suspicion.  Oalvanism,  if  used  carefully  and  per- 
eiateutly^  is  a  reliable  aid  to  the  cure  in  a  great  majority  of 
cases.  I  am  quite  positive  that  it  haa  served  me  well  and, 
though  I  lay  claim  to  do  special  knowledge  relative  to  its  sci- 
entific use,  I  employ  it  in  nearly  every  case  which  I  treat. 

The  employment  of  internal  medication  has  not  many  ar- 
dent advocates,  but  in  my  experience  it  is  most  valuable.  This, 
with  the  aid  of  galvanism,  will,  in  my  opinion,  attain  a  cure 
in  the  majority  of  cases  which  are  not  too  far  advanced.  The 
remedy  of  first  value  is  iodin;  this  I  use  in  the  first  decimal 
potency  and  I  push  it  to  the  point  of  stomach  endurance.  The 
same  results  may  poeeibly  be  obtained  by  the  use  of  spongia  or 
other  iodin  preparations  like  hydnodic  acid  and  iodo-nucleind. 
There  are  cases  which  respond  more  promptly  to  iodid  of  potash 
and  this,  no  doubt,  will  be  true  when  Bpecifio  complications 
exist.  Some  have  used  this  in  the  third  decimal  potency,  but 
in  my  experience  the  saturated  solution — five  to  fifteen  drop 
doses  in  one-half  a  glass  of  water  after  meals — is  best.  Ca^ 
carea  iodid  is  naturally  thought  of  when  the  special  symptoms 
of  calcarea  are  present;  this,  together  with  calcarea  carb.  and 
calcarea  fiuorica,  will  be  called  for  very  frequently  in  young 
girls  of  the  chlorotic  type.  MeTCurius  iodid,  silicea  and  sulphur 
will  sometimes  be  demanded  in  those  subjects  of  strumous  diath- 
esie.  Arsenicum  iodid,  baryta  iodid  and  the  iodid  of  anti- 
mony may  be  of  service  in  many  cases.  Phytolacca  is  never  to 
be  forgotten  in  the  fibrous  enlargements,  particularly  if  it  is 
associated  with  any  tonsillar  trouble.  This  remedy  should  be 
given  in  tincture  dosage,  and  it  is  often  a  valuable  aid  to  rub  a 
strong  cerate  made  from  the  same  remedy  into  the  goitrous 
swelling  daily.  Badiuga,  bromin  and  plumbum  may  be  of  serv- 
ice in  a  few  special  cases.  In  vascular  goitres  we  may  attain 
favorable  results  in  the  early  stages  by  the  use  of  aecale,  bella- 
donna and  hamamelis.  Thyroid  preparations  have  been  used 
with  questionable  results,  as  there  seems  to  be  no  physiological 
reason  for  their  administration. 

Surgical  procedure  is  probably  undertaken  too  frequently 
for  the  sake  of  prompt  removal  of  the  tumor,  and  yet  in  the 
older  fibrous  enlargements  it  is  probably  the  only  treatment. 
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Incisions  into  the  isthinua,  tapping  of  the  cysts  and  even  liga- 
ture of  the  thyroid  arteries  have  been  undertaken  with  some 
d^ree  of  success ;  partial  extirpation  or  complete  thyroid- 
ectomy are  the  radical  surgical  methods  which  are  sometimes 


It  is  essential  under  all  circumstances  to  give  due  consid- 
eration to  diet  and  hygiene.  It  is  also  necessary  to  be  assured 
that  the  water  supply  is  not  a  source  of  the  disease. 


MYXCDCNA. 


Myxedema  is  a  nutritional  disorder  which  is  characterized 
by  a  mucoid  deposit  in  the  subcutaneous  and  submucous  tissue, 
a  peculiar  mental  dulness  and  a  subnormal  temperature.  The^c 
conditions  are,  without  doubt,  due  to  atrophy  and  the  impaired 
function  of  the  thyroid  gland.  The  disease  is  studied  under 
three  distinct  groups:  true  myxedema,  myxedema  associated 
with  congenital  or  sporadic  cretinism,  and  operative  myxedema 
or  cachexia  strumipriva. 

Etiolotfy. — The  majority  of  cases  are  found  in  girls. 
Heredity  has  been  presumed  to  be  a  predisposing  influence,  but 
the  real  agency  which  leads  to  the  atrophic  change  and  the 
characteristic  manifestations  of  the  disease  is  not  yet  thor- 
oughly understood.  Neurotic  conditions  are  probable  causes, 
or  at  least  they  favor  its  development.  Pregnancy  is  a  possible 
factor  of  importance  and  some  cases  have  occurred  as  a  se- 
quence of  exophthalmic  goitre. 

Pathology. — It  is  safe  to  say  that  all  forms  of  the  disease 
are  associated  with  thyroid  atrophy  or  at  least  a  perversion  in 
the  function  of  this  gland.  The  true  nature  of  the  disease  is 
not  perfectly  understood.  Charcot  gave  it  the  name  of  cachexia 
pachydermique  and  believed  it  had  a  trophoneurotic  origin. 
Therapeutic  experience  has  demonstrated  the  claim  that  it  is 
probably  due  to  the  loss  of  an  essential  secretion  which  the 
normal  thyroid  possesses.  Enlargement  of  the  hypophysis 
cerebri  has  been  observed  in  some  cases,  while  Horsley  has 
conclusively  demonstrated  that  the  convolutions  of  the  brain 
in  these  subjects  are  not  well  defined  and  the  blood  vessels  are 
very  small.  This  theory  relative  to  brain  perversions  must  be 
given  unusual  consideration,  inasmuch  as  the  cardinal  symp- 
toms of  myxedema  are  occasionally  found  when  the  thyroid 
function  is  apparently  unimpaired. 
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Symptoms— Trae  Myxedema.— This  will  be  seen  most 
frequently  in  women  beyond  the  age  of  thirty,  though  it  may 
appear  at  an  earlier  age,  and  in  rare  instances  men  are  af- 
flicted. Heredity  may  be  a  factor,  as  it  may  attack  several 
members  of  a  family.  Poor  food,  frequent  pregnancies,  pro- 
longed hemorrhages,  injuries  and  mental  ehock  are  liable  to 
lead  to  it.  The  thyroid  gland  is  invariably  atrophic  or  per- 
verted in  its  function.  The  typical  suggestion  of  lie  disease  is 
observed  in  the  facial  appearance.  This  is  uniformly  swollen, 
giving  the  "full-moon"  likeness,  while  the  skin  is  dry  and  in- 
elastic. The  normal  facial  expression  is  obliterated  and  the 
features  are  coarse  and  immobile ;  the  nose  is  broad,  the  mouth 
large  and  folds  of  myxedematous  tissue  are  seen  about  the  ne<^. 
The  patient  seems  to  be  staring  constantly  into  space,  while 
the  physiognomy  as  a  whole  is  siiggestive  of  imbecility.  Tis- 
sue increase  is  evident  as  the  subcutaneous  infiltration  de- 
velops and  the  general  bulk  of  the  body  increases ;  true  edema, 
however,  is  not  a  characteristic  unless  it  is  associated  with 
albuminuria  or  a  cardiac  complication.  Tumefaction  of  the 
skin,  however,  is  apparent  in  the  face  and  other  parts,  while  the 
mucous  membranes  also  show  the  signs  of  infiltration.  The 
hair  falls  out,  the  teeth  may  become  loosened,  the  tongue,  lips 
and  nose  are  thickened  and  the  voice  assumes  a  peculiar  tone. 
The  hands  are  "spade-like,"  the  feet  lose  their  shape,  while  the 
gait  is  slow  and  deliberate. 

The  nervous  symptoms  are  decidedly  characteristic.  The 
mind  is  feeble,  deliberate  in  action  and  the  memory  is  exceed- 
ingly deficient.  The  patient  may  sit  for  hours  without  giving 
apparent  attention  to  his  surroundings  or  indulging  in  conver- 
sation. Occasionally  this  hebetude  may  alternate  with  mental 
excitability,  in  which  the  patient  is  liable  to  be  irritable  or  ex- 
tremely violent.  As  the  disease  prf^esses  delusions  and  hal- 
lucinations may  develop  and  gradually  these  symptoms  may 
terminate  in  dementia  or  melancholia.  Occipital  headache  is  a 
common  complaint  and  occasionally  cranial  nerve  involvement 
will  be  recognized  by  special  sense  perversions ;  atrophy  of  the 
optic  nerve  is  a  rare  complication.  A  subnormal  temperature 
may  be  observed  in  this  disease,  and  the  patient  suffers  an  ag- 
gravation of  symptoms  during  the  cold  weather.  Hemorrhages 
may  take  place  from  the  nose,  gums  and  sometimes  from  the 
bowels.  Albumin  and  sugar  occasionally  appear  in  the  urine 
and  ascites  is  rarely  noticed. 
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MYXEDEMA    ASSOCIATED   WITH   CONGENITAL    OH    AC- 

'    QUIRED  CSETINISM. 

The  symptoms  under  this  head  will  he  typical  of  myx- 
edema, in  childhood.  In  other  words,  the  true  expression  of  the 
disease  refers  to  an  arrested  development  which  pertains  to  the 
mind  and  hody  alike.  The  true  picture  of  a  cretin  is  that  of  a 
dwarf.  The  congenital  form  is  characterized  by  the  ahsence  of 
a  thyroid  gland,  the  thick  neck,  short  arms  and  legs  and  the 
prominent  abdomen.  All  of  these  patients  have  large  heads  and 
faces,  thick  lips,  together  with  thick  and  protruding  tongues. 
All  the  hones  are  short  and  broad,  wliile  the  epiphyses  are 
swollen  hut  not  ossified.  In  some  respects  the  cretin  resembles 
a  rickety  child.  The  subcutaneous  tissues  show  the  signs  of 
myxedematous  infiltration ;  the  growth  of  the  child  is  retarded 
and  the  mentality  is  that  of  idiocy.  Speech  is  imperfect  and 
unintelligible,  the  power  of  locomotion  is  rarely  attained,  ane- 
mia is  often  very  profound  and  early  death  from  intercurrent 
disease  may  take  place.  Fortunately  true  congenital  cretinism 
is  a  rare  disease. 

Acquired  cretinism  may  start  so  near  the  time  of  birth  that 
it  is  hard  to  differentiate  between  this  and  the  congenital  form; 
usually  it  is  recognized  between  the  second  and  fifth  years. 
The  physical  development  is  arrested  to  the  extent  that  the 
child  does  not  assume  the  proportions  commensurate  with  his 
advancing  years.  In  addition  to  this  we  shall  observe  the  prom- 
inent symptoms  which  characterize  true  myxedema. 

Endemic  cretinism  has  been  noted  on  the  continent  of 
Europe  in  localities  where  goitre  is  also  endemic;  it  is  most 
common  in  the  mountainous  districts  and  it  may  be  associated 
with  goitrous  enlargements,  though  a  fair  proportion  of  en- 
demic cretins  are  without  goitre.  When  goitre  does  exist  in 
these  cases  we  may  ascribe  it  to  an  overgrowth  of  the  fibrous 
tissue  at  the  expense  of  the  glandular  formation.  Sporadic 
cretinism  is  found  in  England  and  America  and  these  cases  are 
usually  characterized  by  an  atrophic  thyroid.  In  both  the  spo- 
radic and  endemic  cases  the  normal  function  of  the  gland  is  de- 
stroyed. The  arrested  development  starts  in  conjunction  with 
the  thyroid  inability  and,  though  the  cretin  may  live  to  the  age 
of  thirty  or  forty,  the  physical  development  generally  ceases 
before  the  age  of  twenty.  The  typical  symptoms  of  myxedema 
prevail  in  both  the  congenital  and  acquired  forms  of  cretinism. 
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Operative  Myxedema. — This  ia  a  rare  fonu  of  myxedema 
which  appears  as  the  reeult  of  complete  surgical  removal  of  the 
thyroid  gland.  It  rarely  follows  a  partial  removal  of  the  gland, 
though  this  is  possible  when  the  function  is  destroyed  thereby. 

Diafnosis. — This  is  made  with  no  difficulty,  inasmuch 
as  the  symptoms  are  so  clearly  indicative  of  the  disease.  The 
edema  of  heart  disease  or  nephritis  will  be  easily  differen- 
tiated unless  there  are  complicating  diseases.  The  alu^ish 
mental  action,  combined  with  the  characteristic  objectire  symp- 
toms, will  be  clearly  recognized  by  a  careful  observer, 

Profnosls. — Until  recently  the  disease  was  regarded  as 
incurable.  The  introduction  of  the  thyroid  extract  has  for- 
tunately removed  that  prognosis.  If  a  typical  case  is  taken 
under  treatment  in  time  a  cure  may  be  obtained  in  the  average 
case.  This  is  to  a  certain  extent  true  of  cretinism,  though  the 
congenital  cases  are  necessarily  considered  as  incurable.  Death 
may  follow  from  some  other  cause. 

Treatment. — Hygienic  detail  is  an  early  essential  of  the 
treatment.  A  warm  climate  is  always  conducive  to  the  favor- 
able action  of  remedies.  The  body  warmth  must  be  maintained 
by  sufficient  clothing,  massage  and  warm  baths.  In  like  man- 
ner it  will  be  necessary  to  institute  a  judicious  but  nourishing 
diet.  Thyroid  feeding  has  placed  the  disease  within  the  control 
of  the  physician.  The  sheep's  thyroid  is  the  preferable  prep- 
aration, and  it  is  used  either  in  a  glycerin  extract  or  in  tablet 
form.  This  must  be  administered  with  great  care  and  the 
minimum  dose  should  at  first  be  employed,  as  gastric  irritation 
and  cardiac  depression  are  dangerous  possibilities  when  the 
remedy  is  crowded  too  fast.  To  further  guard  againat  cardiac 
exhaustion,  it  will  be  best  in  the  early  treatment  either  to  place 
the  patient  in  bed  or  at  least  curtail  Uie  physical  exertion.  The 
cumulative  action  of  thyroid  extract  may  be  noticed  in  the 
treatment  of  some  patients ;  this  will  be  determined  by  the  ap- 
pearance of  vomiting,  renal  pain,  tachycardia,  cyanosis,  vertigo 
or  depressing  headaches.  When  any  of  these  symptoms  persist 
the  remedy  should  be  discontinued  for  awhile.  When  toxic 
action  arises  from  the  use  of  thyroid  preparations  it  is  usually 
manifested  in  the  early  stages  of  treatment.  The  dosage  of  the 
glycerin  extract  should  be  ten  minims  daily  at  the  start  and 
gradually  increased  to  effect  and  then  reduced  until  the  patient 
finally  takes  one  dose  per  week.    The  powdered  gland  or  tablets 
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may  be  used  in  like  manner,  starting  with  three  to  five  grains 
daily.  Caution  should  he  observed  lest  an  impure  product  be 
employed.  The  homeopathic  practician  has  been  tau^t  the 
efficacy  of  a  smaller  doaage,  and  with  this  theory  I  heartily 
concur.  The  first,  second  and  possibly  the  third  decimal  po- 
tency may  be  administered,  with  increased  frequency,  and  in- 
variably a  better  result  is  obtained.  This  opinion  I  have  con- 
firmed in  the  cases  which  I  have  been  privileged  to  treat. 

Other  remedies  are  also  to  be  considered  from  their  symp- 
tomatic standpoint.  Arsenic  should  receive  iirst  attention,  and 
I  have  in  my  records  a  typical  case  which  responded  to  the 
persistent  use  of  this  remedy  and  he  is  now  a  well  man.  In  this 
case  the  hebetude  was  so  pronounced  that  the  patient  took  to 
his  bed  for  over  a  year,  but  is  now — six  years  later — attending 
to  his  business  without  any  evidence  of  his  previous  affliction. 
Some  regard  the  conjoint  action  of  arsenic  and  thyroidin  as 
unusually  favorable.  Strychnia  has  been  employed  with  some 
degree  of  success,  while  pilocarpin,  atropin,  amyl  niirite,  phy- 
sostigma  and  lycopus  may  be  considered  for  their  symptomatic 
peculiarities. 


NEOPUSH  OF  THE  THYKOID. 

The  thyroid  gland  may  suffer  also  from  a  variety  of  mor- 
bid growths.  Adenoma  may  exist  in  the  form  of  encapsulated 
nodules  in  one  or  both  lobes,  or  it  may  assume  the  dimensions 
of  a  large  sized  growth,  supplanting  to  a  considerable  extent 
the  normal  thyroid  structure.  Primary  medullary  cancer  may 
develop  from  the  epithelial  cells  of  the  thyroid  follicles  and 
secondary  cancer  is  occasionally  observed.  Tuberculous  goitre 
is  a  rare  finding,  while  neoplasms  may  sometimes  develop  in 
the  thyroid  as  the  result  of  syphilis,  hydatid  disease  and  acti- 
nomycosis. The  treatment  of  these  belongs  chiefly  to  the  sur- 
geon. 
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DISEASES    OF   THE    RESPIRA- 
TORY SYSTEM. 


DISEASES  OF  THE  NOSE. 


ACUTE  RHINITIS. 

This  disease  ia  also  referred  to  as  acute  nasal  catarrh  or 
acute  coryza.  It  ia  characterized  by  a  catarrhal  inflammation 
of  the  naaal  mucous  membrane  extending  also  to  the  adjacent 
sinuses  and  passages. 

EHolotfy. — The  disease  is  usually  attributed  to  sudden 
changes  in  the  weather  and  exposure  to  draughts,  and  it  may 
also  result  from  the  inhalation  of  irritants.  Since  it  may  occur 
in  the  epidemic  form  and  so  often  spreads  to  other  persons  of 
a  family,  it  is  therefore  probable  that  the  cause  ia  a  micro: 
organism.  There  is  no  doubt  in  mj  mind  that  autointoxication 
is  a  large  predisposing  factor. 

Symptoms. — A  leriae  of  chillineas,  slight  temperature 
(100°-101°F.),  headache  attended  by  pain  in  the  back  and 
limbs,  and  sneezing  usually  initiate  the  attack.  The  pulse  is 
generally  quickened,  the  surfaces  are  at  first  dry,  thirst  may 
be  excessive,  while  anorexia  and  constipation  are  usually  pres- 
ent. The  mucojis  membrane  of  the  nose  is  decidedly  swollen 
and  byperemic,  causing  the  sensation  of  being  "stuffed  up"  and 
obstructing  respiration.  There  is  usually  impairment  of  taste 
and  smell.  With  this  there  may  be  soreness  of  the  throat,  stiff- 
ness of  the  neck,  difficult  deglutition  and  hoarseness.  Hearing 
is  also  usually  impaired  as  the  result  of  inflammatory  extension 
into  the  Eustachian  tubes.  There  may  be  a  coexisting  bron- 
chitis, which  gives  rise  to  a  alight  cough,  and  the  infection  may 
be  evidenced  by  the  appearance  of  labial  or  nasal  herpes.  The 
thin  a^id  irritating  secretion,  which  soon  becomes  mnco-purulent 
in  diaracter,  is  the  most  characteristic  feature  of  the  disease. 
The  duration  of  the  disease  is  usually  limited  to  four  or  five 
days,  the  nasal  discharge  and  other  symptoms  gradually  dis- 
appearing. 
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Dlagnssls  and  Prognosis. — The  diagnosis  of  this  disease 
is  not  usuall;  difficult,  though  care  must  be  exercised  to  avoid 
flonfusion  with  measles,  iaflueiiza  and  other  diseases  in  which 
coiTza  is  but  a  symptom.  The  prognosis  is  always  favorable  so 
far  aa  recovery  is  concerned,  but  complicating  sinus  disease  or 
bronchitis  may  add  to  its  duration. 

Treatment. — The  majority  of  these  cases  will  require  very 
little  treatment  other  than  keeping  the  patient  in  bed  for  a 
few  days.  Elimination  must  be  encouraged  by  augmenting 
bowel,  kidney  and  skin  secretions.  The  hot  bath,  a  limited 
liquid  diet  and  plenty  of  pure  drinking  water  are  essential 
features  of  treatment.  Aconite  frequently  is  the  only  remedy 
required,  and  is  indicated  by  the  chilliness,  fever,  sneezing 
and  dryness  of  nose  and  also  of  the  skin.  Closely  following 
aconite  we  may  find  that  belladonna  is  required  or  when  the 
initial  fever  is  slight  and  the  cerebral  congestion  is  marked 
it  may  be  the  first  indicated  remedy.  I  usually  use  the  first 
or  second  decimal  potency  and  I  give  the  medicine  in  the  early 
stages  as  often  as  every  half  hour  until  there  are  signs  of 
improvement.  Allium  cepa  ia  indicated  in  the  initial  stage 
fehea  there  is  a  profuse  and  thin  discharge  from  the  nose  and 
an  attending  profuse  lachrymation.  The  use  of  raw  onions 
as  a  diet  in  the  early  stage  may  assist  the  remedy  materially. 
Camphor  in  the  lower  potencies  ia  often  successfully  used  to 
abort  the  disease  in  its  early  stages.  Sambucus  nigra,  gelsem- 
ium,  ambrosia,  pulsatilla  and  natrum  mur.,  may  be  indicated 
in  place  of  these.  As  the  discharge  becomes  muco-purulent 
we  shall  need  to  employ  such  remedies  as  arsenicum  iodid, 
halt  bichromicum,  dulcamara,  hepar  svlphur,  sulphur,  sanguv- 
naria,  mercurius  corrosivus  and  hydrastis. 

The  local  treatment  of  this  disease  is  a  popular  one  and 
gives  much  relief.  It  consists  in  the  frequent  use  of  sprays 
containing  menthol,  pine  needle  oil,  eucalyptus,  sodium  sulpho- 
carbolate  and  other  cleanaing  and  soothing  agents.  A  few 
crystals  of  menthol  dropped  into  boiling  water  with  inhalation 
of  the  steam  is  of  temporary  benefit,  and  when  headache,  due 
to  closure  of  the  sinuses  is  predominant,  hot  compresses  over 
the  nose  and  eyes  is  acceptable  to  the  patient.  The  inhalation 
of  steam  from  a  pint  of  water  containing  one  dram  of  the  com- 
pound tincture  of  benzoin  is  of  value. 
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CHRONIC  RHINITIS. 

Chronic  nasal  catarrh  is  usually  recognized  in  two  forms, 
the  atrophic  and  hypertrophic,  though  the  pathologic  features 
of  each  may  be  rect^ized  in  the  same  case.  It  is  commonly 
a  sequela  of  the  recurrent  acute  form,  though  many  diseases 
of  an  infectious  character  may  have  a  relation  to  it,  if  they 
are  not  the  real  causative  agents.  Some  have  regarded  the 
atrophic  disease  as  purely  of  infectious  character,  the  bacillus 
mucoais  ozenae  of  Abel  being  ascribed  as  the  bacteriological 
cause. 

In  hypertrophic  rhinitis  the  pathologic  change  is  char- 
acterized by  redness  and  swelling  of  the  nasal  mucosa  which 
covers  the  turbinal  bones,  and  an  increase  in  the  tissues.  As 
the  membrane  thickens  there  is  a  resultant  obstruction  of  nasal 
respiration,  together  with  increased  secretion  from  the  mucous 
membrane.  This  is  thicker  than  normal,  due  to  inactivity  of 
the  mucous  glands,  hence  less  evaporation  by  normal  inhala- 
tion and  therefore  a  retained  secretion.  In  atrophic  rhinitis 
the  nasal  cavities  are  enlarged  and  the  mucous  membrane  is  cov- 
ered with  a  thick,  yellowish-green  exudate  which,  after  decom- 
posing, is  seen  in  the  form  of  a  crust.  A  horrible  odor  is 
emitted  from  the  nose,  which  makes  the  disease  decidedly  loath- 
some, though  the  patient  is  usually  ignorant  of  that  fact,  be- 
cause the  olfactory  nerve  endings  are  destroyed.  The  atro- 
phic form  of  this  disease  is  frequently  a  sequence  of  the  hyper- 
trophic form  and  the  pathologic  change  may  reach  the  stage 
of  ulcerative  degeneration. 

Symptoms. — In  the  hypertrophic  form  of  rhinitis  the  most 
characteristic  symptom  is  impairment  of  nasal  respiration  on 
account  of  the  hypertrophy  of  the  mucosa  covering  the  turbinat- 
ed bones.  There  is  a  posterior  nasal  secretion  which  may  induce 
a  constant  cough  with  an  attempt  to  clear  the  throat.  The 
sense  of  smell  is  lost  and  other  disturbances,  which  are  due 
to  the  nasal  obstruction  and  pressure,  are  present.  In  tlie 
airophic  form  the  only  obstruction  to  the  nares  is  due  to  the 
presence  of  the  nasal  crust.  The  passages  usually  show  an 
increase  in  the  size  of  the  chambers  as  the  result  of  the  atrophy. 
Because  of  this  atrophy,  which  involves  the  mucous  glands, 
there  is  marked  dryness  due  to  absence  of  their  secretion. 

Treatment. — In  hypertrophic  rhinitis  a  cleansing  solution 
of  soda  bicarbonate  and  common  salt  in  equal  parts,  or  a  satu- 
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rate  solutioa  of  sulphocarbolate  of  aoda  is  uauallj  required. 
Other  slightly  antiseptic  and  alkaline  solutions  may  be  em- 
ployed by  means  of  a  spray.  Powders  have  been  discarded 
and  the  nasal  douche  should  never  be  used  in  thia  form  of 
rhinitis.  The  indiscriminate  permission  which  is  often  given 
to  patients  to  treat  themselves  in  this  manner  is  very  dan- 
gerous, owing  to  the  frequent  carrying  of  infection  to  the 
middle  ear  and  to  the  mastoid.  Nasal  douches  are  only  appli- 
cable in  the  atrophic  form  of  rhinitis  and  then  only  with  the 
utmost  regard  for  the  patency  and  location  of  the  eustachian 
orifice.  Patients  should  be  cautioned  not  to  blow  the  nose 
after  using  either  sprays  or  douches  and  not  to  go  out  of  doors 
for  at  least  half  an  hour.  The  removal  of  hypertrophied  tissue 
is  of  greatest  importance.  This  may  be  done  by  the  local  appli- 
cation of  chromic  or  trichloracetic  acid  or  by  means  of  the 
galvano  or  thermocautery,  but  better  still  are  the  cleaner  and 
more  exact  cutting  operations  to  correct  deflected  septa,  and  re- 
move pronounced  enlargements  of  the  turbinated  bones  by 
those  who  have  had  experience  in  this  work.  The  object  in 
the  treatment  of  this  form  of  catarrh  is  to  give  a  free  and 
healthy  passage  for  inhaled  air  and  to  provide  drainage  for 
the  secretions. 

In  the  atrophic  form  not  so  much  is  expected  from  local 
treatment  except  by  the  continued  use  of  cleansing  sprays  to 
overcome  the  catarrhal  discharge  and  to  correct  the  foul  odor. 
Dobell's  and  Seiler's  solutions,  preparations  of  carbolic  acid 
and  peroxid  of  hydrogen,  are  serviceable  in  this  respect.  These 
watery  sprays  should  be  followed  by  oily  solutions  such  as 
menthol  in  albolene  (grs.  10-20  to  the  ounce),  both  to  protect 
the  membranes  and  to  overcome  the  foul  breath.  After  the 
removal  of  crusts  stimulation  by  solutions  of  nitrate  of  silver 
(grs.  20-40  to  the  ounce)  may  help  to  promote  healthy  granu- 
lation. 

Internal  remedies  are  of  service  so  far  as  they  pertain 
to  the  pathologic  cause  and  the  inflammatory  condition  which 
produces  the  nasal  discharge.  The  diathesis  is  a  matter  for 
consideration  in  the  selection  of  a  remedy.  For  the  fetid 
catarrh  we  have  several  valuable  homeopathic  remedies.  Hy- 
drastis, iodid  of  arsenic,  kali  bichromicum,  pulsatilla,  argen- 
tum  nitricum,  calcarea  iodid,  aurum  chlorid,  mercurius,  nitric 
acid,  graphites,  hepar  sulphur  and  various  other  remedies  may 
be  mentioned  and  should  be  studied. 
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HAY  FEVER. 

Hay  fever,  vaeomotor  rhinitis  or  autumnal  catarrli,  is  a 
form  of  coryza  produced  by  the  intense  swelling  of  the 
nasal  mucous  membrane  during  certain  periods  of  the  year. 

Etlslotfy.— Many  causes  have  been  given  for  the  eziatence 
of  this  recurrent  form  of  nasal  catarrh,  but  as  yet  no  micro- 
organism has  been  discovered.  The  pollen  of  the  ragweed, 
golden  rod  and  other  flowering  plants  have  been  mentioned 
as  the  irritating  factors.  When  it  occurs  in  the  spring  of 
the  year  it  has  been  attributed  to  the  pollen  of  roses  and  hence 
the  term  "rose  cold,"  Sudden  changes  of  temperature,  ner- 
vous causee,  heredity  and  certain  climatic  influences  have  also 
been  claimed  as  etiological  factors.  Lithemic  subjects  are  pai^ 
ticularly  prone  to  attacks.  Anatomical  changes  in  the  nasal 
passages,  such  as  mucous  membrane  hypertrophy,  deflection  of 
the  septum,  nasal  spurs,  diseased  turbinates  and  polypoid 
growths  are  often  causative  factors.  Reflex  irritations  and 
neurotic  constitutional  conditions  have  been  regarded  as  pre- 
disposing influences. 

Symptoms. — The  local  symptoms  are  characterized  by  an 
abrupt  onset  at  a  certain  time  of  the  year.  Coryza  attended 
by  sneezing,  nasal  obatmction  and  a  profuse  watery  discharge 
typifies  the  early  symptomatology.  In  addition  to  these  symp- 
toms there  is  usually  conjunctival  inflammation,  lachrymation 
and  marked  itching  of  the  naso-pharynx,  while  the  sense  of 
smell  and  taste  are  usually  impaired.  Exacerbation  of  the 
catarrhal  features  generally  occurs  during  sudden  changes  in 
the  weather  or  after  exposure  to  damp  air.  Bronchitis  may 
be  an  associate  complication  whenever  the  bronchial  mucous 
membrane  is  invaded  by  inflammatory  extension.  Constitu- 
tional  disturbances  are  frequently  present.  The  most  marked 
of  theee  are  the  tendency  to  chilliness  and  fever,  anorexia, 
insomnia,  aprosexia  and  general  physical  exhaustion.  The  dis- 
ease generally  lasts  two  to  six  weeks,  a  cure  often  being  affected 
only  by  a  change  of  climate  or  the  appearance  of  frost. 

DiagiMsis  and  Protfnosia.— The  diagnosis  is  made  by  the 
suddenness  of  the  onset  and  the  catarrhal  symptoms  just  de- 
scribed. The  fact  that  it  occurs  at  a  definite  time  each  year 
is  a  guiding  clinical  sj-mptom.  The  prognosis  is  favorable 
so  far  as  life  is  concerned,  but  a  cure  by  medical  means  is 
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not  easily  accomplished.  The  disease  frequently  is  aasociated 
with  asthmatic  attacks. 

Treatment. — Local  treatment  has  been  assidnously  em- 
ployed with  the  hope  of  relieving  this  trouble.  So  far  no 
specific  medication  has  been  discovered  which  has  accomplished 
much  in  this  respect.  Cocaine  (1  to  4  per  cent)  has  been  fre- 
quently resorted  to  for  the  relief  of  the  catarrhal  irritation, 
but  this  is  an  agent  which  has  fortunately  been  condemned 
of  late.  Soric  acid  (10  grs.  to  1  ounce)  has  been  employed 
for  the  cleansing  of  the  parts  and  for  the  conjunctival  in- 
volvement. Irrigation  of  the  nasal  passages,  with  normal  salt 
solution,  or  a  weak  solution  of  quinin,  has  been  recommended. 
Daily  cleansing  of  the  nasal  chambers  with  Dobell's  solution 
has  been  favored  by  some,  while  the  oily  preparations,  ad- 
ministered by  an  inhaler  or  by  direct  application,  are  also 
popular  agents.  Subnitrate  of  bismuth  and  boric  acid  (1/2 
dram)  to  the  ounce  of  vaselin,  has  been  suggested  as  an  appli- 
cation to  relieve  the  intense  itching.  Adrenalin  chlorid  gives 
immediate  relief  in  many  severe  cases,  but  it  is  questionable 
how  permanent  such  results  may  be,  and  it  is  possible  that 
unfavorable  reactions  may  recur  from  its  persistent  use.  Fol- 
lantin,  an  antitoxin  procured  from  the  serum  extracted  from 
a  previously  prepared  horse,  is  being  used  Buccessfully.  The 
medicated  powder  is  snufFed  up  the  nose  and  dusted  into  the 
eyes  and  relief  follows  in  a  short  time  and  a  cure  in  many  cases. 

Internal  medication,  has  given  very  little  satisfaction  so 
far  as  our  present  knowledge  is  concerned.  Atropin  has  been 
employed  (grs.  1/300-1/200),  both  internally  and  hypoder- 
matically,  with  the  object  of  inducing  dryness  of  the  nasal 
mucous  membrane.  lodid  of  potash,  belladonrui,  morphin  and 
chloral  hydrate  in  gradually  increasing  doses  have  been  sug- 
gested, but  these  alike  are  dangerous  and  do  not  generally  ac- 
complish the  object  desired.  The  iodid  of  zine,  the  araenite  of 
potash  and  the  arsenate  of  quinin  have  been  recommended  by 
Goodno. 

Among  the  homeopathic  preparations  we  should  first  men- 
tion arseniCf  which  has  a  great  influence  upon  the  mucous 
membrane  of  the  nares  and  conforms  closely  to  the  prominent 
symptoms  of  the  disease.  The  arsenite  of  copper,  arsenicum 
iodid  and  the  arsenate  of  strychnia  should  not  be  overlooked. 
Arundo  mauritianica,  a  new  remedy  within  three  years,  has  been 
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frequently  o£  benefit  For  the  asthmatic  phase  of  the  disease 
grindelia  robusta,  ipecac,  terebinth,  aanguinaria,  euphorhium, 
pvIaatUla  and  lobelia  may  be  remembered.  In  severe  cases 
atropin  (grs.  1/300-1/200)  may  be  given  hypodermatically  two 
or  three  times  daily.  Sometimes  strychnia  nitrate  (grs.  1/60- 
1/30)  hypodermatically  administered,  gives  relief  for  some 
time.  SdbadUla  often  helps  the  coryza  with  attendant  con- 
junctival disturbance  and  ambrosia  is  a  remedy  which  has  the 
exact  symptomatology  of  this  disease.  SHcta  is  spoken  of  with 
favor  when  there  is  an  associate  cough  the  result  of  laiyngo- 
tracheal  irritation.  Allium  cepa.  gelsemium,  euphraaia  and 
other  remedies  hare  received  attention  in  the  treatment  of 
this  disease,  though  as  yet  we  are  obliged  to  state  that  no 
remedy  bas  given  entirely  satisfactory  results. 


EPISTAXIS. 

N^oeebleed  refers  to  a  hemorrhage  occurring  within  the 
nasal  cavities.  It  may  be  due  to  intense  hyperemia  or  uloera- 
ti(Hi  of  the  nasal  mucosa,  or  it  may  arise  from  the  presence 
of  polypi  or  other  foreign  gro^wths.  Injury  may  be  the  cause 
or  a  constant  picking  of  the  noee  may  induce  it.  It  is  also 
a  feature  of  certain  diseases  such  as  typhoid,  influenza,  perni- 
cious anemia,  leukemia  and  hemophilia.  Many  are  predis- 
posed to  it  by  a  natural  plethora,  it  may  appear  from  over- 
exertion when  arteriosclerosis  is  present  and  it  is  likewise  a 
symptom  of  vicarious  menstruation. 

Symptsms. — The  flow  of  blood  from  the  nose  usually  oc- 
curs by  constant  dropping,  though  in  some  conditions,  like 
hemophilia,  it  is  liable  to  gnsh  for  a  time  before  any 
relief  is  obtained.  The  blood  may  flow  into  the  pharynx  and 
be  expectorated  or  it  may  be  swallowed  and  give  rise  to  the 
vomiting  of  blood.  In  either  case  fears  are  liable  to  be  aroused 
relative  to  the  possibility  of  tuberculosis  or  gastric  ulcer. 
When  the  blood  has  its  exit  from  the  anterior  nares  this  doubt 
in  a  diagnosis  will  not  exist.  In  all  cases  a  rhinoscopic  exam- 
ination is  the  only  means  by  which  the  location  of  the  bleed- 
ing point  can  be  determined.  No  secondary  symptoms  usually 
follow  as  the  result  of  nosebleed,  as  in  most  cases  it  ceases 
because  of  coagulation.  In  prolonged  hemorrhage  exhaustion 
is  liable  to  be  experienced.  When  it  is  a  sign  of  fracture  of 
the  akoll  at  the  base  a  fatal  result  may  be  expected. 
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Trealmcnt. — When  the  epiataxis  is  due  to  a  local  cause, 
treatment  should  be  applied  to  arrest  this,  though  in  the  ma- 
jority of  caaos,  this  will  be  done  spontaneously.  By  means  of 
proper  illumination  and  a  nasal  speculum  it  is  usually  possible 
to  find  the  bleeding  point  and  the  hemorrhage  may  then  be 
stopped  hy  slight  pressure  with  cotton  pledgets  soaked  in  hydro- 
gen peroxid  or  adrenalin  or  cauterization  with  silver  nitrate 
or  chromic  acid..  The  injection  of  cold  or  very  hot  water  into 
the  nares  or  such  astringents  as  tannic  acid,  alum,  lead  and 
zinc  also  will  usually  suffice.  Perchlorid  of  iron,  diluted  with 
cold  water,  is  an  old'  remedy.  At  present  we  have  a  most 
serneeable  local  agent  in  adrenalin  ohlorid.  Often  the  appli- 
cation of  ice,  externally  or  at  the  back  of  neck,  will  aid  in 
stopping  hemorrhage,  but  in  some  cases  It  may  be  necessary 
to  plug  the  posterior  nares  with  gauze  tampons  drawn  forward 
from  the  nasopharynx  by  a  catheter;  or  pack  with  narrow 
strips  of  lint  impregnated  with  bismuth  subnitrate  through  the 
anterior  nares,  each  strip  being  pressed  down  firmly  and 
smoothly,  building  from  the  floor  upward. 

Internal  remedies  are  not  always  needed,  biit  we  have 
many  which  certainly  help  to  correct  the  hemorrhage  and  in 
many  instancea  they  will  suffice  without  the  aid  of  local  meas- 
ures. Aconite,  ipecac,  hamamelis,  arnica  and  secale,  in  the 
third  and  lower  potencies,  are  valuable  agents  in  the  early 
stages  of  epistaxia.  Phosphorus,  china,  nitric  acid,  crocus 
saliva  and  crotalus  horndus  are  useful  in  the  recurrent  hem- 
orrhage and  when  there  is  some  underlying  constitutional  pre- 
disposition. When  uterine  conditions  are  factors  in  epistaxis 
erigeron,  trillium,  sabina  and  vstilago  may  be  indicated.  In 
young  children  we  may  obtain  good  results  with  ferrum  pkos., 
calcarea  carb.,  and  veratrum  viride.  Goodno  calls  special  atten- 
tion to  ferrum  m-urtaticum  in  the  first  decimal  dilution  or  in 
drop  doses  of  the  tincture.  He  has  also  recommended  hydraa- 
tin  hydrochlorate,  in  the  second  or  third  decimal  potencies,  for 
frequent  and  serious  epistaxis. 


DISEASES  OF  THE  LARYNX. 


ACUTE  LABYNOmS. 

This  is  an  acute  catarrhal  infiammatiou  of  the  laryngeal 
mucous  membrane.  It  is  either  an  independent  affection  or 
it  may  be  due  to  a  general  catarrhal  inflammation  of  the  upper 
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respiratory  passagee.  It  is  frequently  contracted  by  exposure 
to  cold  or  getting  the  feet  wet,  and  in  many  instances  it  is  a 
family  predisposition.  The  general  physical  condition  is  a 
factor  of  importance,  for  those  suffering  with  a  natural  de- 
bility are  predisposed.  Those  who  are  inclined  to  take  too 
much  care  of  themselves  and  do  not  develop  a  healthy  physi- 
cal resistance  easily  contract  the  disease.  The  habit  of  wear- 
ing too  heavy  woolen  underclothing  and  excessive  outer  wraps 
often  favors  it,  as  does  a  lack  of  body  cleanliness  and  proper 
elimination.  The  inhalation  of  irritating  vapors  or  gases  or 
the  local  effect  of  corrosive  poisons  or  in  fact  any  agent  which 
induces  hyperemia  of  the  laryngeal  mucosa  may  develop  the 


Symptoms. — One  of  the  first  symptoms  which  suggests  the 
disease  is  a  marked  hoarseness  which  soon  develops  into  com- 
plete aphonia.  The  larynx  is  irritated  by  the  inhalation  of 
cold  air  or  even  by  the  normal  respiratory  act.  A  dry  and 
irritating  cough  is  also  an  early  symptom  and  if  there  is  much 
edema  of  the  laryngeal  mucosa,  this  may  be  attended  by  dysp- 
nea. The  patient  often  complains  of  the  presence  of  a  for- 
eign body  in  the  region  of  the  larynx.  When  the  secretions 
are  freely  eliminated  the  cough  is  greatly  relieved. 

A  laryAgeal  examination  reveals  a  swollen,  tumefied  and 
reddened  mucosa,  the  vocal  chords  and  the  aryteno-epiglottidean 
folds  partaking  of  the  inflammatory  change.  As  a  result  of 
this  inflammation  the  vocal  cords  lose  their  mobility,  thus 
causing  aphonia.  The  epiglottis  and  the  trachea  may  partake 
of  the  general  inflammatory  extension. 

Diafaosis. — A  laryngoscopic  examination  will  explain  the 
symptomatology  though  the  loss  of  voice  may  simulate  a  con- 
dition of  nervous  aphonia.  It  is  often  difficult  to  use  the 
laryngoscope  in  children  and  thus  it  ia  essential  to  perfectly 
interpret  the  symptoms.  When  a  proper  examination  can  not 
be  made  it  may  possibly  be  confused  with  edema  of  the  glottis. 
Laryngismus  stridulus  Is  differentiated  by  the  absence  of  fever 
and  coryza  and  by  the  suddenness  of  the  onset.  Membranous 
laryngitis  will  be  distinguished  by  the  more  pronounced  con- 
stitutional depression  and  the  enlargement  of  the  cervical  lym- 
phatics. 

Prognosis. — The  prognosis  is  usually  favorable  if  the  pa- 
tient is  given  proper  care  and  responds  readily  to  the  use  of 
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indicated  remedies.  When  the  disease  is  associated  with  seri- 
ous complications  or  when  marked  edema  occurs,  a  more  un- 
favorable prognosis  should  be  given.  Neglected  cases  are  liable 
to  terminate  in  chronic  laryngitis.  Cases  of  laryngitis  lasting 
more  than  two  weeks  are  usually  infective. 

Treatment. —if es^  of  the  inflamed  larynx  is  quite  essen- 
tial and  for  this  purpose  the  patient  should  be  placed  in  bed, 
no  company  being  allowed  in  the  room,  except  the  r^:ular 
attendant.  Talking  should  be  prohibited  and  whispering  al- 
lowed only  when  necessary.  Smoking  is  not  allowed.  The 
room  temperature  should  be  maintained  at  an  even  degree  and 
inhalations  of  moist  air  are  often  favorable  to  the  relief  of 
laryngeal  irritation.  This  may  be  attained  in  many  ways,  a 
simple  measure  being  to  fill  a  cup  or  pitcher  with  boiling  water, 
inte  which  one  or  two  drams  of  compound  tincture  of  ben- 
zoin is  placed.  This  may  be  placed  near  the  bed  or  the  patient 
may  inhale  the  steam  directly  by  means  of  an  inverted  funnel. 
Steam  atom.izers  are  convenient  for  this  purpose,  into  which 
eucalyptus,  pine  needle  oil  and  similar  oil  preparations  may 
be  placed.  An  icebag  or  the  early  use  of  external  cold  packs 
about  the  throat  are  often  sufficient  to  suppress  the  inflamma- 
tory invasion  in  the  first  stage.  Hoi  applications  are  also  ad- 
vised by  many  practicians  of  experience.  External  applica- 
tion of  such  cerates  as  pbospbo-tar  ointment,  Trask's  ointment 
and  even  "goose  oil"  may  afford  some  palliation.  Sipping  of 
hot  milk  aids  in  the  expectoration  of  mucus  from  the  larynx. 

Homeopathic  remedies  administered  according  to  their 
specific  indications  furnish  our  most  reliable  means  of  treat- 
ment. Aconite  is  invariably  indicated  in  the  first  stage  and 
this  is  often  sufficient  to  accomplish  the  cure  in  many  cases. 
lodin,  bromin,  spongia  and  benzoin  are  our  best  remedies  next 
to  aconite  and  these  are  usually  employed  in  the  third  deci- 
mal potencies.  In  case  of  prolonged  inflammation  or  extreme 
exudation,  calcarea  iodid  or  iodid  of  arsenic,  in  the  third  deci- 
mal potency,  may  be  required  for  several  days.  In  line  with 
these  remedies  we  may  compare  kali  bichromicum,  hepar  sul- 
phur or  Jcali  iodid.  In  case  of  persistent  aphonia  we  shall 
have  use  for  phosphams,  causticum  or  ammonium  muT.  When 
gastric  disturbances  are  associated,  we  may  have  reason  to 
prescribe  ipecac,  ignatia,  pulsatUla  or  lobelia.  When  the  ca- 
tarrhal symptoms  are  associated  with  coryza,  ambrosia,  eam- 
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hueus,  eucalyptus  and  sanguitiaria  may  be  indicated.  In  at- 
tacks of  acute  laryngitis  the  nervous  phase  of  the  disease  is 
often  recc^ized.  In  such  Instances  belladonna,  hyoscyamus, 
siramonium,  gelsemium,  agaricin,  camphor  jnonobromated,  asa- 
fetida  and  moschus  may  give  relief. 


CHRONIC  LAHTNGITIS. 

This  dieease  usually  follows  repeated  attacks  of  acute  lar- 
yngitis. Oreruae  of  the  yoice  may  induce  it  and  it  is,  there- 
fore, common  among  public  speakers.  Other  causative  influ- 
ences may  be  ascribed  to  the  constant  use  of  tobacco,  immod- 
erate indulgence  in  alcoholic  stimulants  or  the  inhalation  of 
dust-ladened  air.  The  laryngeal  mucosa  is  reddened  and  thick- 
ened, with  occasional  erosions  which  may  terminate  in  ulcera- 
tion. The  mucous  glands  are  prominent;  villi  may  project 
in  the  form  of  nodular  swellings  and,  in  rare  instances,  there 
are  marked  changes  in  the  vocal  cords.  Vesicles  are  rarely 
observed  upon  the  laryngeal  surface,  giving  rise  to  a  form  of 
herpetic  laryngitis. 

Symptsms. — The  early  signs  of  chronic  catarrhal  laryn- 
gitis are  characterized  by  repeated  laryngeal  irritation  and  at- 
tacks of  hoarseness.  These  symptoms  are  generally  enhanced 
by  any  attempt  to  use  tbe  voice  beyond  its  natural  limitation  or 
by  the  prevalence  of  damp  weather.  The  patient  constantly 
tries  to  clear  the  voice  by  "hemming  and  hawking"  only  to  in- 
crease the  hoarseness,  A  sense  of  throat  irritation  is  always 
present  and  tbe  voice  can  not  be  used  in  the  open  air  without  in- 
citing the  disturbance.  The  cough  shows  much  variation  in  de- 
gree, varying  from  the  short  and  irritating  "hack"  with  laryn- 
geal tickling,  to  the  more  extreme  paroxysms.  It  is  usually 
dry,  but  a  mucus  or  catarrhal  expectoration  occasionally  re- 
sults from  the  irritation  and  low  grade  inflammation.  Patn 
is  not  usually  a  factor,  though  this  may  be  incited  by  addi- 
tional colds  or  the  inexcusable  efforts  to  use  the  voice  when 
the  hoarseness  exists.  A  laryngeal  examination  may  reveal 
the  reddened  mucous  membrane  with  the  destruction  of  tbe 
mucous  glands. 

The  diagnosis  is  not  obscure  when  the  laryngeal  examina- 
tion reveals  the  pathologic  condition  which  incites  the  symp- 
toms.    The  prognosis  is  favorable   as  the  majority  of  cases 
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are  amenable  to  persiatent  and  Bjstematic  treatment.  The  tend- 
ency of  the  disease  is  to  pursue  a  chronic  course  and  the  per- 
sistency of  the  chronic  inflammation  may  predispose  to  tuber- 
culous development  or  malignant  changes. 

Treatment. — The  first  requirement  in  treatment  is  to  in- 
sist upon  the  patient  giving  the  voice  a  rest.  This  will  often 
allay  the  chronic  irritation,  but  a  climatic  change  is  frequently 
necessary  to  perfect  a  cure.  The  use  of  the  atomizer  with 
medications  for  the  local  cleansing  and  palliation  of  the  irri- 
tated parts,  is  a  necessary  feature  of  the  treatment.  For  this 
purpose  it  is  well  to  mention  the  value  of  the  sodium  salts, 
the  biborate,  the  bicarbonate,  the  salicylate,  etc.  The  care  of 
the  general  health  is  of  the  greatest  importance  and  the  hygiene 
must  be  thoroughly  looked  into.  Such  patients  often  need  a 
tonic  as  well  as  a  sea  voyage.  This  may  be  obtained  by  means 
of  the  usual  tonics  such  as  iron,  quinin,  chinoidin,  arsenic, 
strychnia,  or  preferably  by  the  indicated  homeopathic  remedy. 
Often  the  elimination  is  entirely  at  fault  and  if  a  thorough 
salicylate  treatment  is  carried  out  the  throat  trouble  may  quickly 
respond  to  the  indicated  remedy.  While  I  do  not  favor  the 
too  frequent  employment  of  cathartics,  particularly  calomel, 
I  am  obliged  to  admit  that  there  arc  cases  which  are  in  need 
of  just  such  agents.  No  remedy  will  work  as  we  desire  if 
the  elimination  is  deficient.  This  is  particularly  true  of  chronic 
throat  diseases  and  we  should  encourage  elimination  by  the 
use  of  an  abundance  of  salines  and  occasionally  by  a  brisk  ca- 
thartic 

The  local  treatment  will  include  many  astringent  solutions 
which  are  to  be  used  by  means  of  a  spray.  Alum  (grs.  15  to 
the  ounce  of  water),  tannin  (grs.  5  to  the  ounce),  zinc  sulphate 
or  chlorate  of  potash  (grs.  15  to  the  ounce),  and  sulphate  of 
iron  and  ammonia  (1/2-1  dram  to  the  oimce)  are  frequently 
employed.  Before  these  solutions  are  used  the  mucous  mem- 
brane should  be  cleansed  by  an  alkaline  spray.  Steam  inhala- 
tion may  be  required  the  same  as  in  the  acute  form,  a  teasprion- 
ful  of  compound  tincture  of  benzoin  being  added  to  a  pint 
of  boiling  water.  Lozenges  of  benzoic  acid  (in  each  gr.  1/2) 
or  cubeba  (gr.  1/2),  ammonium  chlorid  (grs.  3-5)  are 
both  serviceable  and  convenient  for  temporary  relief.  Manv 
of  the  preparations  put  out  by  our  reliable  pharmacies  may 
be  of  service. 
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Tte  medicinal  treatment  has  lieretofore  included  such  re- 
medial agents  as  codliver  oil,  creosote  and  expectorants,  none 
of  which  is  of  much  value  in  this  disease.  The  homeopathic 
remedies  will  meet  the  pathologic  conditions  with  better  suc- 
ceas  than  any  other  measures.  Among  those  moat  frequently 
indicated  we  shall  find  man;  already  enumerated  in  the  treat- 
ment of  the  acute  form  of  this  disease.  The  moat  prominent 
of  these  are  phosphorus,  causticum,  hepar  sulphur,  hydrastis, 
esculus,  collinsoniaj  kali  bichrotnicum,  argentum  metallicum, 
argentum  nitricum,  arsenicum  iodid  and  nitric  acid.  Manga- 
num  has  been  recommended  in  chronic  laryngitis  occurring  in 
connection  with  pneumonia  or  tuberculosis. 


SPASMODIC  LAKYNOmS. 

Spasm  of  the  glottis,  or  false  croup,  is  generally  knowQ 
as  laryngismus  stridulus  and  usually  occurs  in  children  under 
the  age  of  five.  It  is  probably  of  neurotic  origin,  though  it 
may  be  associated  with  an  acute  catarrhal  condition.  It  is 
commonly  obeerved  in  rachitic  children  and  in  those  with  ade- 
noids and  enlarged  tonsils.  Occasionally  an  elongated  uvula 
will  cause  attacks  very  similar  to  this  disease.  Exciting  causes 
predispose  and  among  them  we  may  mention  the  sudden  attacks 
of  acute  indigestion,  cardiac  diseases,  nasopharyngeal  diseases, 
bronchial  or  tracheal  inflammations  and  gastrointestinal  de- 
rangements. The  attack  is  caused  by  a  spasmodic  contraction 
of  the  adductors  of  the  vocal  cords  temporarily  closing  the 
glottis  and  preventing  inspiration.  Syphilis  is  believed  by 
many  to  be  an  underlying  cause. 

Symptoms. — The  nervous  type  has  no  relation  to  a  catar- 
rhal inflammation  of  the  larynx.  It  is  characterized  by  the 
sudden  spasm  which  induces  dyspnea  and  facial  cyanosis  which 
is  very  alarming.  It  usually  appears  without  warning  during 
the  night  and  is  manifested  by  the  sudden  arrest  of  respira- 
tion, upon  the  cessation  of  which  there  is  a  high-pitched  "crow- 
ing inspiration."  These  paroxysms  are  occasionally  repeated 
several  times  within  twenty-four  hours  and  general  convulsions 
are  sometimes  present,  though  there  is  usually  no  fever  nor 
other  signs  of  laryngeal  inflammation. 

The  spasms  which  are  associated  with  catarrhal  laryngitis 
have  a  similar  but  not  so  severe  a  symptomatology.     In  these 
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the  child  usually  wiikes  suddenly  at  night  with  a  croupy  cough 
which  ia  attended  bj  a  slight  laryngeal  spasm.  There  is  some 
evidence  of  cyanosis  and  dyspnea,  but  all  of  these  acute  symp- 
toms 800D  subside.  This  attack  soon  closes  aud  in  the  morning 
the  child  is  apparently  well,  only  to  have  a  repetition  of  the 
attack  on  the  succeeding  two  or  three  nights. 

Dia^Oais. — The  suddenness  of  the  attack  and  the  short 
duration  of  the  spasms  and  the  slight  fever,  cough  and  aphonia 
are  the  diagnostic  features.  In  membranous  laryngitis  the 
more  gradual  onset  which  has  no  marked  intermiasion  is  a 
differentiating  symptom.  Laryngeal  diphtheria  will  be  recog- 
nized by  the  bacteriological  examination  and  the  evidence  of 
a  profound  toxemia. 

Protnosia. — A  serious  result  rarely  occurs  in  spasmodic 
laryngitis  if  prompt  attention  ia  given  to  the  patient.  The 
condition  of  the  nervous  system  and  the  general  physical  atatc 
will  demand  systematic  treatment  Any  attendant  catarrhal 
inflammation  of  the  larynx  will  also  require  careful  attention. 

Treatment, — The  best  treatment  of  the  emergency  is  the 
hoi  bath  (temp,  98°-110°  F.)  to  which  may  be  added  a  handful 
of  mustard.  Hot  water  may  be  constantly  added  until  per- 
fect relaxation  takea  place.  The  epiglottis  can  be  drawn  for- 
ward by  traction  on  the  tongue.  The  use  of  an  emetic  may 
be  of  value,  the  syrup  of  ipecac  (drams  1/2-1)  repeated  every 
ten  or  fifteen  minutes,  until  free  vomiting  takea  place,  will 
often  cut  short  the  attack.  Sometimes  the  simple  irritation 
of  the  fauces  with  the  finger  will  induce  this.  Powdered  alum, 
given  with  molasses  or  honey,  will  also  be  serviceable.  Free 
admission  of  air  by  the  wide  open  window  and  the  dashing 
of  cold  water  into  the  child's  face  while  in  the  semi-recum- 
bent position  may  overcome  the  spasm.  Hot  moist  applica- 
tions applied  externally  to  the  larynx  are  also  successful  in 
mild  cases.  The  external  application  of  an  icebag  in  the  region 
of  the  larynx  or  over  the  epigastrium,  the  inhalation  of  chloro- 
form or  amyl  nitrite,  are  also  recommended. 

During  the  intervals  of  the  paroxysms  attention  should  be 
given  to  the  general  physical  condition  and  the  nervous  state. 
These  are  best  attended  to  by  the  use  of  a  well  indicated  rem- 
edy. Should  there  be  any  abnormal  condition  auch  as  ade- 
noids, enlarged  tonsils,  etc.,  they  should  be  removed.  Internal 
remedies  are  not  generally  prompt  enough  in  their  action  for 
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the  treatment  of  a  spasm.  Aconite,  however,  will  usually  cnt 
short  an  attack  when  given  frequently  till  efF«ct.  Cuprum 
metallicuin,  hyoscyamusj  ipecac,  ignatia,  chlorin  and  moschtis, 
in  the  second  and  third  decimal  potencies,  have  been  highly 
reoommended  and  are  no  doubt  of  service  in  many  cases.  Sam- 
bucus  has  been  highly  praised  by  Goodno,  and  it  certainly  cor- 
responds to  the  cardinal  symptoma  of  the  disease.  Belladonna, 
gelsemium,  halt  bromatum,  valerian,  asafetida  and  sumbul  may 
be  suggested  by  the  clinical  picture.  During  the  interparox* 
ysmal  state  we  shall  find  use  for  any  remedy  which  ouvers 
the  symptom-complex  and  the  general  history  of  the  cose, 
Arsenicum  iodid,  calcarea  carb.,  and  iodid,  baryta  carb.,  and 
iodid  will  usually  meet  the  constitutional  condition. 


TUBERCULOUS   URTNOITIS. 

It  has  been  conceded  of  late  that  primary  laryngeal  tuber- 
culosis is  a  possibility,  though  it  is  a  very  rare  disease.  Tuber- 
eulouB  laryngitis  is  usually  secondary  to  pulmonary  tubercu- 
loeia  as  the  larynx  does  not  furnish  a  very  favorable  soil  for 
the  development  of  the  tubercles.  As  a  secondary  complica- 
tion the  infection  is  probably  developed  by  the  expectoration 
of  tuberculous  sputum  from  the  lungs.  It  is  claimed  that 
26  per  cent  of  all  cases  that  die  of  pulmonary  tuberculosis  at 
some  time  have  tuberculous  laryngitis. 

Palholoty* — Tubercles  are  observed  in  the  swollen  mucosa 
of  the  larynx  in  the  neighborhood  of  the  blood  vessels.  These 
have  a  tendency  to  fuse  into  small  tuberculous  masses  which 
undei^  the  secondary  changes  of  caseation  and  ulceration. 
The  mucosa  is  greatly  thickened,  particularly  about  the  ary- 
tenoid cartilages  and  the  ulcers  are  covered  with  a  grayish 
exudate.  As  the  result  of  the  bacillary  invasion  the  vocal  cords 
may  suffer  an  erosion  while  a  perichondritis  may  follow  with 
necrosis  and  exfoliation  of  the  cartilages.  The  disease  may  ex- 
tend into  the  pharynx  and  esophagus  while  the  tonsils  and  epi- 
glottis are  frequently  involved. 

Symptoms. — The  early  symptoms  simulate  those  of  ca- 
tarrhal laryngitis,  but  a  suspicion  of  tuberculosis  should  be 
established  by  their  intractability.  A  slight  husJciness  of  the 
voice  sooner  or  later  develops  into  a  marked  hoarseness  which 
may  become  so  extreme  that  complete  aphonia  results.     An 
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ineffectual  cough  is  another  prominent  symptom  and  about 
the  same  time  there  ie  ueually  a  pronounced  dysphagia.  This 
is  marked  when  the  epiglottis  is  implicated  or  the  ulceration 
extends  into  the  pharynx.  The  laryngoscope  will  reveal  the 
thickened  and  infiltrated  mucous  membrane,  particularly  over 
the  arytenoids.  The  tuberculous  ulcers  "are  broad  and  shallow 
with  gray  bases  and  ill  defined  outlines."  A  similar  thicken- 
ing with  ulceration  may  be  observed  on  the  vocal  cords.  In- 
anition and  emaciation  finally  result,  due  to  the  inability  to 
take  sufficient  nourishment.  Besides  the  local  symptoms  fever, 
night-sweats  and  cough  may  be  observed. 

DiaCnosis. — ^Frequent  attacks  of  laryngitis  without  ob- 
vious cause,  or  attacks  lasting  more  than  two  weeks,  should 
suggest  some  form  of  infection,  and  usually  laryngeal  tuber- 
culosis. When  any  or  all  of  the  foregoing  symptoms  are  pres- 
ent the  patient  should  be  given  a  careful  examination  of  the 
chest  and  larynx.  This  symptom-complex  can  be  due  to  noth- 
ing else  than  tuberculosis.  Syphilis  will  not  present  the  evi- 
dence of  pulmonary  involvement,  while  the  tuberculin  test  and 
the  iodid  test  will  establish  the  differentiation.  Both  syphilis 
and  tuberculosis  may  affect  the  larynx  at  the  same  time.  Ma- 
lignant growths  are  to  be  differentiated  by  their  appearance, 
usually  after  the  forty-fifth  year,  by  the  darker  color  of  the 
tissues  involved,  which  contrasts  vividly  with  the  paleness  of 
the  tuberculous  lesion,  by  the  severe  pain  which  precedes  ulcer- 
ation, and  by  the  enlargement  of  the  lymphatics  which  is  not  so 
pronounced  nor  so  constant  as  in  tuberculosis. 

ProtnosiB.— Under  most  circumstances  the  prognosis  is 
grave.  Primary  tuberculosis  of  the  larynx  may  be  more  hope- 
ful, but  the  disease  is  at  best  a  serious  one.  Death  occurs  in 
the  majority  of  cases  in  from  three  to  twelve  months.  When 
the  disease  is  recognized  early  and  treated  vigorously,  hope 
may  be  entertained. 

Treatment. — The  measures  suggested  for  local  treatment 
in  catarrhal  laryngitis  may  be  employed  at  least  for  temporary 
relief,  and  the  same  is  true  of  internal  remedies.  Solutions 
of  tannic  acid,  silver  nitrate  and  cocain  have  been  advised 
for  the  relief  of  pain.  The  technique  of  treatment  is,  how- 
ever, so  difficult  that  only  a  specialist  is  able  to  do  this  work 
with  success.  Morpbin  internally  and  in  the  form  of  an  insuf- 
flation with  starch  or  even  as  a  spray  has  been  recommended. 
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but  this,  too,  is  only  temporizing.  Iodoform,  applied  in  the 
aame  way,  is  probably  more  efficacious.  The  general  treatment 
for  tuberculoeis  must  also  be  relied  upon.  Iodoform,  todin, 
phosphorus,  bromin,  arsenicum,  the  iodids  of  arsenic,  ealcarea, 
stannum,  argentum  nit.,  drosera  and  causticum  are  worthy 
of  a  trial  according  to  their  indications.  Cocainization  of  the 
larynx  followed  by  the  skilful  application  of  lactic  acid,  26 
per  cent  increased  to  70  per  cent,  has  cured  some  cases.  The 
diet  should  be  ae  nutritious  as  possible,  whilo  life  in  the  open 
air  is  of  great  value. 


SYPHILITIC  LARYNGITIS. 

Syphilis  frequently  invades  the  larynx  and  may  be  a 
manifeetation  of  the  acquired  or  congenital  form.  The  ac- 
quired may  occur  as  primary,  secondary  or  tertiary  lesions. 
The  congenital  usually  appears  within  the  first  eighteen  months 
of  life.  The  pathology  consists  of  erythematous  patches,  mu- 
cous patches,  gummata  and  ulcers  located  most  frequently  on 
the  epiglottis,  vocal  cords,  epiglottic  folds,  ventricular  bands 
and  on  the  posterior  wall  of  the  larynx. 

Symptoms. — In  the  secondary  form  the  symptoms  are  de- 
fined by  an  erythema  and  catarrhal  condition,  associated  with 
.  laryngeal  irritation  and  hoarseness  or  slight  aphonia.  Super- 
ficial white  ulcers  are  symmetrically  located  on  the  cords  or 
ventricular  bands,  while  mucous  patches  occasionally  occur 
and  condylomata  are  rarely  seen.  In  the  tertiary  form  the 
gummata  and  deep  ulceration  may  lead  to  serious  stenosis  or, 
by  the  process  of  necrosis  and  exfoliation,  destroy  portions 
of  the  cartilage  or  create  hemorrhage  by  arterial  erosion.  Pain- 
ful deglutition,  dysphagia  and  a  senaation  of  a  lump  in  the 
throat  are  prominent  symptoms.  Hoarseness  and  aphonia  are 
present  in  varying  degree.  In  inherited  syphilis  the  symptoms 
appear  during  the  first  year  of  the  child's  life  or  rarely  about 
puberty.  Gummatous  infiltration  with  secondary  ulceration 
will  be  noticed  most  commonly  upon  the  epiglottis  or  in  the 
ventricles,  giving  rise  to  cicatricial  contraction  or  invasion  of 
the  cartilage.  Accompanying  the  local  lesion  of  laryngeal 
syphilis  it  is  usually  possible  to  find  other  signs  of  the  specific 
infection  or  inheritance.  Among  the  more  prominent  symp- 
toms of  this  form    is  the    peculiar    characteristic    "bleating, 
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almost  voiceless,  cry  of  the  child."  Kespiration  is  olatructed, 
edema  of  the  larynx  may  occur,  necessitating  tracheotomy,  and 
laryngismus  stridulns  is  of  frequent  occurrence.  The  ulcera- 
tion may  cause  dysphagia,  interfering  with  the  nourishment 
of  the  child. 

DlatDOsis  and  Profnosis.— The  diagnoeis  will  depend  not 
aloue  upon  the  symptoms  just  enumerated,  but  will  depend 
also  upon  the  history  and  other  signs  of  the  specific  invasion. 
Tubercidous  laryngitis  is  usually  associated  with  the  eigns 
of  pulmonary  tuberculosis  and  it  is  possible  to  discover  the 
bacilli  in  removed  portions  of  the  diseased  tiBsue.  Garcinom- 
atoua  laryngitis  presents  a  nodular  proliferation  as  compared 
to  the  destructive  process  of  the  syphilitic  lesion  and  the  ulcer- 
ation of  the  former  is  Bingle,  The  prognosis  is  fairly  favorable 
if  antisypbilitic  treatment  is  undertaken  early.  Stenosis  is 
the  most  unfavorable  result.  In  children  under  two  years  of 
age  the  prognosis  is  had,  few  of  them  surviving. 

Treatment. — ^The  internal  use  of  iodid  of  potassium  and 
mercurial  inunctions  are  always  demanded.  Other  interna! 
medication  should  be  given  according  to  symptomatic  suggee- 
tions.  Topical  treatment  is  beneficial  the  same  as  in  catarrhal 
laryngitis  and  strong  solutions  of  nitric  acid  or  silver  nitrate 
are  often  required  to  cure  the  ulceration.  Such  remedies  aa 
nitric  acid,  cavsiicum,  kali  bichromicum  and  iodoform  may 
render  good  service. 


EDEMATOUS  LASYNOITIS. 

Edema  of  the  glottis  or  infiltration  of  the  laryngeal  mucosa 
with  serum  is  an  infiammatory  condition  of  serious  character. 
It  may  rarely  follow  the  ordinary  acute  laryngitis  or  it  may 
be  a  sequence  of  syphilitic  or  tuberculous  invasion.  The  in- 
flammation may  come  from  severe  diseases  like  diphtheria  or 
it  may  extend  from  adjacent  parts  in  such  diseases  as  erysipe- 
las of  the  neck  and  various  forms  of  cellulitis.  It  is  occa- 
sionally observed  in  such  infectious  diseases  as  scarlet  fever, 
measles  and  typhoid.  It  may  also  occur  as  a  complication  in 
nephritis  and  heart  disease,  as  they  have  a  tendency  to  excite 
dropsical  effusion.  Enlargement  of  the  cervical  and  medias- 
tinal lymphatics,  aneurysm  of  the  arch  of  the  aorta  and  thy- 
roid orergrowth  may  develop  the  laryngeal  edema  by  jugular 
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compreBsion.  Caustics,  hot  liquids  and  foreign  bodies  may 
also  cause  it.     It  may  likewise  occur  in  angioneurotic  ed^na. 

Symptoms. — Dyspnea  is  the  first  and  foremost  symptom 
observed  and  in  acute  cases  develops  very  rapidly.  On  ac- 
count of  tbe  increasing  obstruction  the  respiration  has  a  marked 
stridor,  but  there  is  no  evidence  of  cough.  The  voice  usually 
becomes  husky  and  there  may  be  complete  aphonia.  The  lar- 
yngoscope reveals  an  intense  swelling  of  the  laryngeal  mucosa 
with  a  globe-like  tumor  of  the  epiglottis,  and  often  this  may 
be  observed  when  the  tongue  is  firmly  depressed.  The  aryteno- 
epiglottidean  folds  are  also  a  frequent  seat  of  the  edema  and 
sometimes  it  exists  below  the  true  cords.  The  diagnosia  is  not 
difficult  as  the  examination  with  or  without  the  laryngoscope 
will  reveal  the  edema;  it  may  often  be  recognized  by  palpa- 
tion with  the  finger.  A  fatal  result  may  be  expected  unless 
there  is  prompt  relief  from  astringents,  ice,  scarification, 
tradieotomy  or  intubation. 

Treatmeat. — The  ieebag  applied  to  the  larynx  and  small 
bits  of  ice  swallowed,  often  give  prompt  relief.  Scarification 
of  the  swollen  mucosa  by  means  of  a  laryngeal  lancet  or  even 
a  curved  bistoury  may  be  demanded  after  the  parts  have  been 
oocainized.  Tracheotomy  is  demanded  if  relief  is  not  obtained 
in  this  way.  The  local  use  of  leeches  is  an  ancient  method  of 
treatment.  A  solution  of  aliun  (grs.  20  to  the  ounce)  or 
adrenalin  applied  with  the  cocain  is  often  prompt  in  results. 
Among  the  internal  remedies  we  should  give  first  place  to 
apis  mellifica.  This  may  be  used  in  the  second  or  third  po- 
tency, or  five  grain  doses  of  the  first  decimal  potency  have 
been  advised  as  often  as  every  two  hours.  Cantharis,  apocy- 
num,  arsenicum,  kali  bickromicum,  pulsaiilla  and  mercurius 
corr.  may  be  compared.  lodin  and  the  iodids,  such  as  the 
iodid  of  lime,  mercuritu  iodid  and  arsenicum  iodid  are  nature 
ally  indicated  and  should  be  used  when  indicated. 


NEW  OSOWTHS  IN  THE  URYNX. 

Neoplasms  in  the  larynx  occur  as  benign  papillomas,  fibro- 
mas,  lipomas,  cysts,  myxomas,  lymphomas,  enchondromas  and 
angiomas  or  as  malignant  sarcomas  and  carcinomas.  Among 
the  benign  growths  papillomas  and  fibromas  are  the  most  com- 
mon.    The  papillomaa  develop  on  a  broad  base,  are  rarely 
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peduucnlated,  and  are  inclined  to  recur.  They  are  usually 
found  on  the  vocal  cords  and  their  color  varies  from  a  light 
gray  to  a  dark  red.  The  tumors  range  in  size  from  that  of 
a  millet  seed  to  that  of  a  filbert,  or  they  may  form  in  groupa, 
giving  a  cauliflower  appearance.  The  iibromas  develop  more 
slowly  and  are  not  liable  to  recur.  They  are  located  alao  ou 
the  vocal  cords,  are  globular,  nodular  or  pedunculated  tumors 
and  are  usually  pale  in  color.  The  malignant  growths  of  the 
larynx  are  either  carcinomas  or  sarcomas.  The  former  is  by 
far  the  most  common,  the  epithelioma  being  the  most  frequently 
observed.  The  seat  of  the  growth  is  generally  on  the  vocal 
cords,  the  ventricle  of  Itforgagni  and  the  epiglottis. 

Slfmptoma.— When  the  tumors  are  benign  and  very  small 
there  may  be  an  absence  of  suggestive  symptoms.  When  the 
neoplasms  are  large  and  develop  rapidly,  as  in  the  case  of 
malignant  growths,  a  marked  hoarseness,  which  increases  to  a 
complete  aphonia,  is  the  first  recognizable  symptom.  When 
the  tumor  is  located  in  the  upper  larynx  a  cough  may  suc- 
ceed the  hoarseness  and  aphonia.  In  case  of  obstruction 
dyspnea  may  be  present.  Should  the  epiglottis  become  in- 
volved there  may  be  sudden  orthopnea  and  asphyxiation.  The 
diagnosis  is  confirmed  only  by  laryngoscopic  findings.  The 
prognosis  is  favorable  in  the  benign  forms  and  very  unfavor- 
able in  the  malignant  forms.  The  treatment  requires  the  help 
of  a  specialist,  as  surgical  measures  alone  succeed.  In  the 
malignant  tumors  little  can  be  done  toward  a  cure. 


DISEASES  OF  THE  BRONCHI. 


BRONCHITIS. 

Bronchitis  is  a  catarrhal  infiammation  of  the  bronchial 
mucous  membrane  in  whole  or  in  part.  It  is  divided  into 
four  varieties — acute  bronchitis,  capillary  bronchitis,  chronic 
bronchitis  and  plastic  bronchitis.  Capillary  bronchitis,  which 
involves  the  interstitial  alveolar  tissue  is  discussed  as  broncho- 
pneujnonia  in  the  chapter  on  lung  diseases. 

Acute  Bronchitis. — This  is  an  acute  catarrhal  inflamma- 
tion of  the  mucous  membrane  of  the  larger  bronchial  tubes. 
It  is  frequently  called  a  "cold  in  tbe  chest"  and  often  involves 
the  trachea,  when  it  is  more  properly  called  tracdieo-bronchitis. 
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Etlolofy. — The  exciting  causes  are  exposure  to  cold,  cli- 
matic chsngeB,  variability  of  temperature,  chemical,  mechanioal 
or  biological  irritants  and  extension  of  catarrhal  inflammation 
from  the  naso-pharynx,  larynx  and  trachea.  Infections  dis- 
eases are  also  factors,  measles,  typhoid  fever  and  influenza  be- 
ing the  most  common  causes  of  this  kind.  Children  and  the 
aged  are  the  most  frequent  sufferers.  The  predisposing  causes 
are  malnutrition,  debilitating  diseases,  hereditary  dyscrasiae 
and  unhealthy  environment.  Enervating  habits,  occupations 
which  exhaust  the  strength  and  too  heavy  clothing  encourage 
it.  Previous  attacks,  diseases  of  the  lungs  and  heart  whieh 
obstruct  the  circulation,  and  toxemic  conditions  are  likewise  pre- 
disposing causes.  Tuberculosis  should  always  be  an  etiological 
consideration. 

Pathology. — The  involved  mucous  membrane  is  hyper- 
emic,  swollen  and  its  secretion  is  at  first  diminished.  Later 
there  is  hypersecretion  which  changes  in  character  according 
to  the  progress  of  the  inflammation.  The  excess  of  mucus, 
the  presence  of  d^^nerated  epithelium  and  pus,  together  with 
a  slight  amount  of  blood,  give  a  yellowish  or  greenish  color. 
The  submucosa  becomes  edematous  and  the  tissues  are  infil- 
trated with  leukocytes;  the  mucous  glands  are  generally  much 
swollen. 

Symptoms. — ^The  onset  is  marked  by  a  mild  chill  or  chilli- 
ness, sore  throat,  coryza  and  hoarseness,  while  convulsive  symp- 
toms may  appear  in  delicate  children.  The  fever  is  not  high 
(101''-102°  F.),  and  the  pulse  is  increased  in  proportion. 
Pain  and  soreness,  in  varying  degree,  are  felt  in  the  back  and 
limbs  and  in  the  beginning  there  is  a  sense  of  tightness  and 
rawness,  with  a  sensation  of  oppression  in  the  chest.  The 
coitgh  is  dry,  irritating  and  paroxysmal,  the  expectoration 
is  slight  and  viscid  at  first  but  becomes  more  abundant  and 
muco-purulent  later.  As  the  purulent  factor  increases,  the 
sputum  is  raised  with  greater  ease  and  a  general  sense  of 
relief  is  experienced. 

Physlcil  Sitos. — Little  is  revealed  by  inspection,  palpa- 
tion or  percussion.  The  respiratory  movements  are  not  gen- 
erally increased  except  in  cases  with  high  fever  and  when 
the  smaller  tubes  become  involved ;  then  dyspnea  may  be  ob- 
served. Bronchial  fremitus  may  sometimes  be  felt.  The 
bronchial  rales  disclosed  by  auscultation  are  most  cbaracter- 
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iatie,  being  at  first  irj,  sonorous  or  sibilant  but  as  tbe  exu- 
date becomes  free,  moist  rales  appear.  The  character  of  the 
ralea  depends  upon  the  size  of  the  tube  involved ;  in  the  larger 
tubes  they  are  coarse  and  in  the  smaller  fine  or  subcrepitant. 
Tbe  rales  often  disappear  temporarily  after  conning. 

Diajnoals, — The  diagnosis  of  simple  acute  bronchitis  is 
not  generally  difficult  when  the  above  symptoms  are  taken  into 
consideration.  The  acute  course,  th«  slight  fever,  the  dry 
cough,  followed  by  the  characteristic  expectoration,  the  dry 
and  moist  rales,  heard  generally  on  both  sides,  and  the  absence 
of  pulmonary  consolidation  together  with  the  milder  course 
of  the  disease  should  differentiate  it  from  pneumonia.  Should 
broncho-pneumonia  develop  during  an  attack  of  bronchitis  the 
general  condition  becomes  more  serious,  the  fever  increases, 
dyspnea  and  cyanosis  develop.  Auscultation  discloses  moist 
rales  and  broncho-vesicular  breathing,  while  percussion  will 
show  small  areas  of  consolidation.  The  unilateral  apex  con- 
solidation, the  temperature  range,  the  cachexia  and  the  spu- 
tum examination  should  easily  define  pulmonary  tuberculosis. 
Whooping  cough  is  often  confusing  until  the  characteristic 
"whoop"  is  recognized.  The  same  diificulty  exists  in  defining 
the  cough  which  precedes  the  eruption  of  measles.  These  dif- 
ferentiations, however,  are  only  a  matter  of  careful  study  aa 
the  bronchitis  progresses. 

ProtDOsls. — The  prognosis  is  generally  favorable,  as  this 
is  a  disease  which  yields  to  prompt  and  careful  treatment. 
The  cough  may  continue  some  time  but  the  extreme  symptoms 
usually  respond  promptly  to  carefully  selected  remedies.  The 
aged  and  the  debilitated  do  not  react  so  quickly.  Infiamma- 
tory  extension  to  the  finer  tubes  is  an  unfavorable  condition, 
while  faulty  elimination  greatly  retards  the  cure. 

Treatment. — The  general  care  of  these  cases  should  be 
most  thorough  until  the  acute  symptoms  subside.  The  patient 
should  be  put  to  bed,  no  matter  how  light  the  attack.  The 
first  attempt  should  be  to  relieve  the  irritation  of  the  inflamed 
membrane  and  encourage  secretion.  For  this  purpose  the  hot 
oomprees,  thoroughly  covered  with  a  woolen  cloth,  may  answer 
in  mild  cases.  Tbe  old-fashioned  flaxseed  poultice  may  suf- 
fice, hut  it  is  generally  unpleasant  and  does  not  retain  warmth. 
A  mustard  poultice,  with  a  little  oil  added,  is  possibly  a  good 
application.     The  modem  aotiphlogiatic  plastic  dressings  aie 
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especially  serviceable.  Frequentlj  a  simple  cotton  jacket  will 
suffice.  The  general  tendency  at  the  present  date  is  to  do  awav 
with  any  local  applications.  The  room  should  be  kept  warm 
and  at  an  equable  temperature.  Inhalations  of  steam  con- 
taining the  compound  tincture  of  benzoin  (dram  1  to  the  pint 
of  boiling  water)  and  medicated  vapors  are  valuable  adjuvants. 
The  diet  shoiild  be  a  simple  one  and  the  bowels  should  be 
relieved  by  enema  or  cathartic  if  necessary  in  order  to  en- 
courage free  elimination. 

The  best  results  are  obtained  by  the  use  of  internal  medi- 
cation  in  accordance  with  the  predominating  symptoms.  In 
the  early  stages  before  the  inflammatory  process  is  well  estab- 
lished, aconite  is  of  greatest  service;  the  exposure  to  cold  air, 
the  fever,  thirst,  restlessness,  dry,  hot  skin,  as  well  as  the 
short,  constant  and  irritable  cough,  are  characteristic  symp- 
toms. It  is  generally  claimed  tjiat  this  remedy  should  be 
used  only  for  a  short  time,  though  my  experience  warrants 
its  continued  use.  Bryonia  may  be  considered  when  the  char- 
acteristic sharp  pain  exists,  as  it  has  a  decided  affinity  for 
the  lai^r  tubes  and  pertains  to  the  earlier  stages  when  the 
exudate  is  forming,  the  cough  is  dry  and  painful  and  the  res- 
piration is  labored,  an  a^ravation  being  produced  by  motion 
and  the  respiratory  effort.  The  cough  of  bryonia  is  generally 
a  dry  one,  with  much  constriction  of  the  chest,  fever  not  being 
excessive,  though  thirst  is  pronounced.  Gantharia  should  al- 
ways be  considered  in  connection  with  bryonia,  as  it  represents 
the  extreme  symptoms  of  that  remedy  with  particular  refer- 
ence to  the  stitching  pains.  Phosphorus  is  indicated  when  the 
cough  is  dry,  spasmodic  and  aggravated  by  entering  a  warm 
room;  a  sense  of  constriction  within  the  chest  is  also  a  promi- 
nent symptom.  Fermm  pkos.  is  frequently  demanded  in  chil- 
dren and  plethoric  people  when  the  sputum  is  blood  stained, 
while  nervous  symptoms  may  be  marked.  For  the  tendency 
to  paroxysmal  and  irritating  cough  we  can  not  find  a  better 
remedy  that  hyoscyamvs.  Belladonna,  sticta,  gelsemium,  Icali 
bromaium,  codein,  rumex  and  sanguinaria  may  also  be  con- 
sidered here.  The  cough  of  drosera  simulates  the  spasmodic 
dry  cough  of  pertussis,  with  nausea  and  vomiting  and  marked 
contortion  of  the  face  during  the  coogh  are  characteristic  symp- 
toms. PulsatiUa  refers  to  the  violent  cough  in  which  the  mu- 
cus is  tenacious  and  profuse,  and  is  of  great  service  in  the 
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bronchitis  of  measles.  Lacheais  also  refers  to  a  laryngeal  irri- 
tation, attended  by  a  dry  and  hacking  paroxysmal  cough,  with 
aggravation  from  any  external  pressure. 

As  the  acute  inflammation  begins  to  subside  and  the  secre- 
tions increase,  we  naturally  look  to  such  remedies  as  kali  bi- 
chromicum,  sulphur,  kepar  sulphur  and  antimonium  tartrate. 
The  iodid  of  antimony  is  called  for  more  when  the  expectora- 
tion is  muco-purulent  in  character,  while  antimoniutn  ars.  may 
also  be  indicated.  Ipecac  is  a  valuable  remedy  with  children. 
Apomorphia  has  a  symptomatology'  similar  to  ipecac,  though 
it  is  more  applicable  to  middle-aged  patients.  Stannum  is 
called  for  in  subacute  cases  and  refers  to  a  profuse  muco- 
purulent excretion  which  is  easily  raised,  a  sense  of  marked 
weakness  in  the  chest  being  a  prominent  symptom.  Stannum 
iodid  should  be  compared.  Senega  should  be  considered  in 
many  of  these  cases  and  is  alvays  useful  in  the  aged  when 
the  bronchial  weakness  is  pronounced  and  much  soreness  is 
in  evidence.  The  mucus  is  tough  and  tenacious,  the  cough  is 
dry  and  persistent  and  there  is  much  hoarseness.  The  ma- 
jority of  these  remedies  should  be  used  in  the  third  decimal 
potency. 


CHRONIC  BKONCHITIS. 

This  disease  may  be  characterized  as  a  chronio  affection 
of  the  mucous  membrane  of  the  bronchial  tubes.  The  in- 
flammatory invasion  may  involve  the  entire  bronchial  structure. 

Etlolo^. — It  may  be  the  result  of  repeated  attacks  of 
the  acute  form  or  be  associated  with  such  diseases  as  phthisis, 
emphysema,  asthma,  chronic  alcoholism,  rheumatism,  gout, 
syphilis  or  cardiac  and  renal  diseases.  It  is  of  frequent  occur- 
rence in  the  aged  and  is  observed  more  frequently  in  climates 
subject  to  sudden  changes.  Exposure  is  the  most  frequent 
cause  of  the  primary  form.  The  inhalation  of  irritants  pro- 
duces it  and  the  spring  and  winter  seasons  always  furnish  the 
majority  of  cases. 

Pathology* — The  mucous  membrane  is  congested,  thick- 
ened, grayish  in  color  and  the  mucous  glands  are  hypertro- 
phied ;  again  it  may  be  atrophied  to  such  a  degree  as  to  cause 
the  submucous  and  muscular  coats  to  stand  out  prominently. 
In  the  aged  the  cartilaginous  structure  suffers  calcareous  de- 
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generation.  The  tube  wall,  in  prolonged  eases,  gradually  weak- 
ens and  the  air  veBiclee  are  also  liable  to  dilate;  thus  there 
may  be  a  resultant  bronchi ectaBis  or  emphysema ;  dilatation  of 
the  right  heart  may  also  take  place  on  account  of  this  pathology. 

There  are  really  three  varieties  of  chronic  bronchitis  which 
are  differentiated  by  the  character  of  the  sputum.  In  the  dry 
form  the  mucus  is  scanty,  tenacious  and  raised  only  by  violent 
coughing  spells  which  favor  the  development  of  emphysema. 
The  moist  form  is  recognized  by  the  copious  expectoration, 
which  may  be  mucopurulent  or  purulent;  emphysema  in  this 
form  is  not  so  common.  The  putrid  form  is  usually  associated 
with  bronchiectasis  and  gives  a  fetid  odor  to  the  patient's 
breath  and  to  the  sputum;  the  expectoration  is  mucopurulent 
and  copious. 

Symptoms.—The  cough  is  the  most  characteristic  symp- 
tom ;  it  is  severe  in  the  dry  form  and  usually  paroxysmal.  It 
is  not  so  severe  in  the  moist  form,  the  paroxysms  occurring  in 
the  morning  to  remove  the  excessive  amount  of  exudate  which 
forms  during  the  night.  It  is  aggravated  in  the  winter  and 
during  unfavorable  weather.  It  often  disappears  entirely  dur- 
ing the  summer.  Fever  is  not  marked;  if  it  is  present  at 
all  it  is  due  to  pus  retention  in  the  bronchial  tubes  and  is  ob- 
served mostly  during  the  afternoon  and  evening.  Pain  is  not 
very  disturbing;  exhaustion  takes  its  place.  Dyspnea  is  quite 
a  feature  and  the  patient  often  complains  of  being  "short  of 
breath,"  particularly  when  emphysematous  complications  exist. 
Asthma  is  sometimes  a  complication.  Bronchorrhea,  a  pro- 
fuse bronchial  secretion  when  the  aged  are  affected,  is  char- 
acterized by  a  frothy  mucopurulent  sputum ;  this  is  raised  in 
great  quantities  in  the  morning. 

Physical  Sifjis,— Inspection  shows  a  decrease  in  expansile 
power  and  some  thoracic  enlargement  when  emphysema  is  pres- 
ent; in  such  cases  dyspnea  is  evident.  Palpation  yields  a 
bronchial  fremitus  in  cases  of  excessive  secretion.  Percussion 
reveals  no  abnormality  except  occasional  hyper-resonance. 
Aiiicultaii4}n  recognizes  various  rhonchi  and  a  prolonged  ex- 
piration. The  respiratory  sound  is  feeble.  Moist  rales  are 
abundant  and  heard  mostly  at  the  base  where  secretion  is  ex- 
cessive. Dry  rales  may  be  present  at  various  stages  of  the 
disease,  but  they  are  not  in  evidence  so  much  as  the  moist 
ones.  Dilatation  of  the  right  heart  may  occur  because  of  stasis 
in  the  pulmonary  circulation. 
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Diafnosis. — It  is  an  easy  matter  to  reoc^nize  this  diseaae 
when  the  typical  aymptoms  are  present.  As  chronic  bronchitis 
is  liable  to  furnish  a  favorable  soil  for  the  tnberde  bacilli,  it 
is  best  always  to  exclude  tuberculosis  in  making  a  diagnosis. 
Thia  is  most  reliably  settled  by  microscopic  examination  of 
the  sputum.  The  physical  signs  do  not  display  the  localized 
consolidations,  the  temperature  range  and  the  physical  debility 
attendant  upon  pulmonary  tuberculosis  is  either  absent  or  much 
less  than  in  the  latter  disease.  Fetid  bronchitis  sometimes  sug- 
gests abscess  or  gangrene  of  the  lung.  In  i^scess  of  the  lungs, 
however,  the  chills,  the  septic  temperature,  the  sputum  con- 
taining pus  and  debris  with  elastic  fibres  should  settle  the 
diagnosis.  In  gangrene  of  the  lunga  the  breath  and  the  ex- 
pectorated matter  have  a  more  intense  fetor.  The  mioroscope 
reveals  numerous  elastic  fibres,  bacteria,  mucopus  and  gran- 
ular matter ;  the  elastic  fibres  may  be  absent,  due  to  a  destruc- 
tive ferment  recently  discovered  in  gangrene.  Bronchiectasis 
is  defined  by  physical  signs  which  relate  to  a  unilateral  and 
limited  involvement  and  the  character  of  the  sputiun  differs. 

ProtDOsls. — When  the  disease  occurs  in  the  young  or  the 
.  middle  aged  the  pn^nosis  is  not  unfavorable.  In  the  aged 
or  infirm,  it  is  a  question  if  they  ever  fully  recover  from  it.  It 
is  so  frequently  complicated  with  emphysema  and  cardiac  or 
renal  diseases  that  unfavorable  symptoms  are  liable  to  develop 
at  any  time.  It  is  the  old  person's  cough  which,  though  it  may 
subside  in  the  summer,  is  liable  to  recur  in  the  fall  or  winter. 
Therefore,  the  prognosis  as  to  a  cure  should  be  decidedly 
guarded. 

Trettment. — All  clinicians  admit  that  the  best  treatment 
for  chronic  bronchitis  is  a  change  of  residence  to  a  warm  cli- 
mate, such  as  belongs  to  California,  Colorado,  New  Mexico, 
Georgia,  the  Carolinas  or  other  southern  locations.  An  equable 
climate  is  moat  desirable.  If  this  is  impossible,  the  patient 
should  be  taught  the  efficacy  of  hygienic  surroundings.  Every 
locality  may  be  improved  in  cleanliness,  and  advantage  may  be 
taken  of  the  clement  weather  to  live  an  outdoor  life.  Proper 
clothing  must  be  used  to  insure  warmth,  and  for  this  purp(»e 
wool  underwear  should  be  worn.  Patients  should  be  instructed 
how  to  develop  and  maintain  a  sufficient  physical  resistance 
by  personal  and  general  hygienic  measures.  The  cool  sponge 
bath  daily,  the  open  window  day  and  night  are  essential  in 
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treating  any  case  of  this  kind.  The  depreciated  BTatem  is  sub- 
ject to  recurrent  colds  which  are  always  favorable  to  the  aggra- 
ratioD  of  dironic  bronchitis.  The  diet  should  be  supporting  if 
not  stimulating.  Alcoholic  stimulants  ma;  be  indicated  for  old 
people.  The  complicating  diseases  should  receive  thorough 
attention  and  especially  the  kidneys  and  heart  should  be  care- 
fully watched. 

The  relief  of  the  irritating  cough  may  sometimes  be  a 
mandatory  requirement.  For  this  purpose  a  balsam  prepara- 
tion may  be  indicated.  A  balsam  composed  of  gum  benzoin 
(ounce  1  1/2),  balsam  pern  (ounce  1),  aloes  (grs.  15),  alcohol 
(pint  1)  is  very  efficacious.  Two  drams  of  this  should  be 
■  added  to  six  ounces  of  glycerin.  From  this,  teaspoonf  ul  doses 
may  be  taken  occasionally. 

Heroin  and  terpin  hydrate  will  also  he  a  useful  adjuvant. 
Codein  (gr.  1/8-1/25)  frequently  subdues  the  a^ravating  cough 
at  night.  These  are  suggested  only  as  aids  in  the  cases  which 
demand  relief  when  our  indicated  remedies  fail  to  act.  The 
oH  inhalations  give  temporary  help ;  eucalyptus  or  pine  needle 
oil,  combined  with  a  slight  amount  of  iodin,  is  probably  one  of 
the  best  preparations ;  carbolic  acid  may  be  added  in  the  fetid 
forms. 

The  patient  is  often  able  to  expectorate  more  thoroughly 
and  relieve  the  distended  bronchi  by  coughing  "down  hill"; 
with  the  head  hanging  over  the  edge  of  the  bed  it  is  possible  to 
raise  s  great  amount  of  tenacious  sputum  with  ease.  Some  help 
is  also  obtained  by  compression  of  the  thorax  during  the  parox- 
ysms of  coughing. 

When  we  consider  the  remedial  agents,  we  should  first 
think  of  the  iodins.  lodid  of  arsenic  is  of  great  value  when  the 
discharge  is  profuse,  irritating,  and  mucopurulent;  there  is 
marked  general  and  cardiac  asthenia.  It  should  be  continued 
for  some  time  in  aged  patients — iodin  will  give  better  results 
when  the  membrane  is  very  dry  and  the  coiigh  is  irritable  and 
frequent;  it  is  always  suggested  when  the  emaciation  is  pro- 
nounced or  there  are  any  symptoms  of  tuberculous  invasion. 
lodid  of  anUmony  should  be  considered  when  the  ex- 
pectoration is  mucopurulent;  aiammm  iodid  may  be  used  when 
there  is  evidence  of  bronchial  dilatation  and  much  exhaustion 
after  protracted  coughing  spells;  the  expectoration  is  thick, 
profuse,  sweetish  and  easily  raised.     Senega  may  be  compared 
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to  this  but  there  ia  little  expectoration,  much  rattling  in  the 
chestj  bronchiectasis  is  often  present,  and  gastrointestinal  dis- 
turbances are  common.  While  senega  will  give  better  results  in 
five  drop  doses  of  the  tincture,  the  iodid  of  tin  should  be  used 
in  the  second  or  third  decimal  potency.  Ammonium  carbonate 
is  a  remedy  which  acts  well  in  the  bronchitis  of  the  aged.  The 
expectoration  ia  difficult  and  there  is  respiratory  failure  and 
cardiac  weakness;  the  mucus  remains  in  the  bronchi  and  ia 
recognized  by  the  large  coarse  rales.  Rachitic  or  tuberculous 
patients  with  similar  symptoms  will  respond  better  to  ammo- 
nium iodid.  Sulphur  pertains  to  the  tuberculous  diathesis  and 
a  general  glandular  inefficiency,  with  signs  of  malnutrition.  In 
this  connection  we  should  consider  silicea.  Kali  iodid  should  - 
never  be  overlooked  when  there  is  any  syphilitic  history.  Kali 
bichromieum  may  be  used  in  the  dry  bronchial  catarrh  when  the 
cough  is  persistent  and  the  expectoration  is  thick  and  ropy. 
Tartar  emetic  should  be  considered  in  this  connection  when  the 
rales  are  abundant,  but  the  expectoration  is  slight ;  usually  the 
smaller  tubes  are  involved;  bromin  aids  mostly  when  there  is 
laryngeal  involvement  and  the  exudate  is  croupous.  Spongia 
is  useful  in  the  hoarse  croupy  coughs  with  slight  expectoration. 
Phosphorws  ia  always  a  good  remedy  when  the  sensation  of  tight- 
ness in  the  chest  exists  and  there  is  hoarseness  and  aphonia. 

Drosera  is  more  frequently  called  for  in  chronic  bronchitis 
than  any  other  remedy;  the  spasmodic  dry  cough  with  parox- 
ysms repeated  so  frequently  that  the  patient  can  hardly  breathe, 
the  deep,  hoarse  voice,  the  aggravation  at  night  while  lying 
down,  the  oppression  of  the  chest  and  the  copious  yellow  expec- 
toration are  its  leading  symptoms,  Sanguinaria  pertains  to  the 
dry  hacking  cough  which  is  followed  later  by  expectoration  of 
tough  and  stringy  sputum ;  the  cough  is  irritable  in  the  begin- 
ning and  is  attended  with  dyspnea;  later  the  expectoration  is 
copious  and  offensive.  Fever  is  also  a  feature  of  this  remedy 
and  simulates  that  of  tuberculosis.  Causticum,  in  some  cases 
complicated  by  nervous  debility,  relieves  the  irritable  cough 
when  sphincter  weakness  exists  and  there  is  some  tendency  to 
laryngeal  disturbance.  This  remedy  has  not  a  wide  sphere  of 
action  and  is  only  occasionally  indicated.  Apomorphia,  in  the 
third  decimal  potency,  frequently  helps  the  dry  irritating  cough 
attended  by  a  sense  of  nausea.  Atropin  relieves  the  spasmodic 
irritating  dry  cough  at  night  when  the  respiration  is  wheezing 
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and  difficult.  Bumex,  and  hepar  sulphur,  arsenicum,  hyoaeya- 
mus,  ipecac,  grindelia  robusta,  chelidonium  and  ammonium 
mur.  should  also  be  studied. 

Galcarea  carb.,  tbougli  not  often  thought  of  in  relation  to 
bronchitis,  is  neverthelesB  a  remedy  which  has  a  decided  sphere 
of  action  in  cases  where  malnutrition  is  a  factor.  The  Btrnmoua 
diathesis  predisposes  to  bronchial  weakness,  and  when  the  signs 
of  lowered  vitality  are  present  we  should  think  of  calcarea.  The 
tendency  to  recurrent  colds,  the  constant  disorders  of  digestion, 
the  coldness  of  the  hands  and  feet  and  the  unhealthy  skin  are 
cardinal  indications.  The  irritable  cough  at  night,  the  disturb- 
ance of  respiration  from  the  slightest  exertion  and  the  copious 
and  thick  sputum  call  for  its  use. 


BRONCHIECTASIS. 

This  is  a  circumscribed  or  general  dilation  of  one  or  more 
of  the  bronchial  tubes. 

Etiolo^. — Unless  congenital,  which  is  rare,  bronchiectasis 
is  always  secondary  to  other  respiratory  diseases.  Lesions 
which  weaken  the  bronchial  wall,  coughing  and  the  accumu- 
lation of  secretions  cause  the  dilatation.  This  may  be  in- 
duced by  any  inflammation  which  leads  to  atrophic  changes. 
Chronic  bronchitis,  emphysema  and  phthisis  are  frequently 
the  contributing  causes.  In  children  it  may  follow  measles, 
whooping  cough  and  broncho-pneumonia.  Obstruction  by  for- 
eign bodies  and  tumors,  aneurysmal  compression  or  the  con- 
traction of  lung  tissue,  incident  to  interstitial  pneumonia,  may 
be  predisposing  factors.  The  disease  is  more  common  to  adult 
life. 

The  dilatation  may  be  cylindric  or  saccular,  and  may  affect 
one  or  more  of  the  bronchial  tabes.  The  cylindric  form  involves 
the  entire  length  of  the  tube;  it  occurs  more  frequently  in 
the  medium  sized  and  the  smaller  tubes,  though  the 
larger  ones  suffer  a  greater  amount  of  thickening  of  the  bron- 
chial walls.  The  mucous  membrane  is  thick  and  covered  with 
catarrhal  exudate.  The  saccular  dilatations,  varying  in  size, 
are  generally  multiple  and  are  distributed  along  the  course  of 
a  brondiuB,  the  wall  of  which  is  atrophied  and  the  mucous  mem- 
brane is  thin  and  smooth.  The  retained  secretions,  reinforced 
by  the  product*  of  tissue  degeneration,  particularly  in  the  large 
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sacculated  forma,  are  very  offensive.  Often  the  mucous  mem- 
brane is  ulcerated  in  spots,  thus  offering  a  seat  for  further 
inflammatory  invasion.  Tubercle  bacilli  may  find  such  soil 
favorable  to  their  development.  The  saccular  variety  may  in- 
volve only  a  portion  of  the  lung.  Both  the  cylindrical  and  sac- 
cular forms  may  exist  in  l^e  same  lung. 

Symptoms. — The  characteristic  symptoms  are  the  violent 
coiigh  and  the  copious  expectoration  of  very  offensive  sputum 
which  may  amount  to  fifteen  or  twenty  ounces  daily.  This 
expectorated  matter  is  of  a  grayish-brown  color  and  separates 
into  three  layers  in  a  glass.  A  brownish  froth  appears  on  top, 
a  thin  mucoid  layer  comes  next  and  the  bottom  layer  is  com- 
posed of  a  thick  granular  substance.  Pus  corpuscles,  bacteria 
and,  in  case  of  much  ulceration,  elastic  fibres  are  observed 
microBopically.  The  cough  comes  periodically  when  the  dilated 
portion  is  distended  with  accumulated  secretion,  and  is  parox- 
ysmal and  severe  until  the  sac  is  relieved.  It  generally  occurs 
in  the  morning  and  for  the  rest  of  the  day  the  patient  is  com- 
paratively comfortable  unless  there  is  some  other  complicating 
inflammatory  invasion. 

The  symptoms  outside  of  this  characteristic  cough  and 
expectoration,  pertain  more  to  the  complicating  disease  which 
acts  as  a  cause.  As  the  bronchial  dilatation  supervenes,  these 
symptoms  become  intensified.  Dyspnea  and  pain  may  be  pres- 
ent and  if  the  ulceration  is  pronounced,  there  may  be  some 
fever  which  is  usually  characteristically  absent.  Hemoptysis, 
while  a  possible  complication,  is  of  rare  occurrence. 

Physical  Sltns. — These,  to  a  great  degree,  are  dependent 
upon  the  associate  condition.  The  chest  may  have  the  barrel- 
shape  of  emphysema,  or  be  retracted  when  chronic  pleurisy  or 
interstitial  pneumonia  are  underlying  factors;  the  normal 
mobility  is  diminished  in  either  case.  Vocal  fTemiiua  is  in- 
creased in  lai^  sacculations  which  freely  communicate  with 
the  bronchus.  The  percussion  sound  is  flat,  except  in  emphyse- 
matous conditions,  or  in  case  there  are  numerous  saccules,  when 
it  becomes  hyper-resonant.  Auscultation  reveals  various  moist 
rales  dependent  upon  the  character  of  the  cavity.  Bronchial 
breathing  and  occasionally  rales  of  metallic  quality  are  char- 
acteristic. Bronchophony  and  pectoriloquy  are  at  times  recog- 
nized. All  of  these  features  are  usually  located  at  the  base  of 
the  lung.     Circumscribed  dulness  which  gives  place  to  tym- 
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panitic  resonance  after  coughing  and  expectorating,  is  a  dis- 
tinctive sign  (Babcock), 

DiafDOsis. — A  simple  dilatation  does  not  not  always  yield 
appreciable  signs.  Localized  broncho-vesicular  breathing,  with 
occasional  metallic  rales,  may  be  the  only  indications.  The  moat 
characteristic  sign  is  the  sudden  and  periodical  expectoration  of 
a  quantity  of  fetid,  rauco-purulent  matter  which  arranges  itself 
in  layers,  as  described  before.  Then  we  notice  the  physical 
signs  of  a  cavity  which  gradually  disappear  as  the  cavity  re- 
fills. It  must  be  differentiated  from  fetid  bronchitis  and  pul- 
monary tuberculosis.  Fetid  bronchitis  has  the  marked  symp- 
toms of  a  typical  bronchitis  which  has  assumed  a  chronic  or 
subacute  form ;  it  is  not  so  prone  to  emphysematous  character- 
istics, nor  is  the  expulsion  of  sputum  so  periodic.  The  expectora- 
tion is  especially  fetid  and  offensive.  Pulmonary  phthisis  has 
a  gradually  increasing  cough,  fever,  the  expectoration  is  more 
persistent  and  varied  in  character,  hemoptysis  is  frequently  in 
evidence,  the  cough  is  not  so  periodic  or  paroxysmal,  the  sputum 
contains  the  tubercle  bacilli  and  the  progressive  emaciation  and 
cachectic  conditions  are  marked.  The  tuberculous  cavities  are 
usually  found  at  the  apex,  while  those  of  bronchiectasis  are  usu- 
ally observed  at  the  base.  The  dulness  in  phthisis  precedes  the 
formation  of  a  cavity,  while  in  bronchiectasis  the  cavity  is  first 
in  evidence.  In  pulmoriary  gangrene  the  systemic  symptoms 
are  grave  and  develop  more  rapidly,  the  sputum  contains  shreds 
of  pulmonary  tissue,  and  there  is  generally  a  history  of  pneu- 
monia. Circumscribed  empyema  may  simulate  bronchiectasis, 
but  it  has  also  a  history  of  a  preceding  pneumonia  and  the  pus  is 
the  chief  constituent  of  the  exudate. 

ProfOOSis. — Recovery  depends  upon  the  complicating  fac- 
tors and  the  degree  of  dilatation.  The  moderate  dilatations  in 
children  or  young  adults,  when  secondary  to  diseases  like 
measles  and  whooping-cough,  are  prone  to  recovery.  The  ordi-  ■ 
nary  case  runs  a  protracted  course,  the  patient  living  for 
years,  and  is  liable  to  remain  in  a  chronic  condition  and  finally 
die  from  some  intercurrent  disease  or  asthenia. 

Treatment. — The  chief  object  in  treatment  should  be  to 
correct  and  cure  the  complicating  disease,  and  to  remove 
the  offensive  sputum  from  the  dilated  tube.  Whatever  inflam- 
matory invasion  attends  this  disease  should  receive  prompt  and 
systematic  remedial  attention.     The  dilatation  of  the  bronchial 
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tube  will  never  be  helped  until  we  remove  tbe  cause.  Expecto- 
toration  is  aided  if  the  patient,  at  times,  coughs  "down  hill ;" 
as  an  illuBtration,  let  him  during  a  coughing  paroxysm  lie  on  a 
couch  with  the  head  and  shoulders  hanging  over  the  edge;  in 
this  way  it  is  often  possible  to  empty  the  sac  without  the  terri- 
ble coughing  spasm  which  they  frequently  experience. 

Tbe  use  of  antiseptic  inhalations  and  injections  have  been 
recommended  by  many  as  a  relief  for  the  fetor  and  possibly  as 
an  aid  in  the  curative  process.  Carbolic  acid^  creosote,  guaiacol, 
quaiacol-vasogen  and  potassium  pervianganate  are  moat  fre- 
quently used  in  the  inhalations  and  sprays.  There  are  many 
devices  in  the  market  for  this  purpose,  so  it  is  not  necessary 
to  resort  to  home-made  substitutes.  Intra-tracheal  injections 
were  recommended  by  Stewart;  he  su^;eBted  a  preparation 
consistLDg  of  menthol  10  parts,  guaiacol  2  parts,  olive  oil  88 
parts;  a  dram  of  this  is  injected  twice  daily,  by  a  specially 
designed  syringe,  into  the  trachea.  The  difGculty  experienced 
in  using  this  correctly  and  the  uncertainty  as  to  the  curative 
relief,  to  say  nothing  of  the  undue  irritation  if  it  is  improp- 
erly introduced,  would  naturally  condemn  this  application. 

The  use  of  the  internal  remedy,  if  persistently  employed, 
will  give  us  the  best  possible  results.  To  be  sure,  the  coi^ 
rection  of  the  dilatation  depends  greatly  upon  the  removal 
of  the  primary  cause ;  still  we  must  relieve  the  bronchial  in- 
flammation and  overcome  the  constant  irritation  induced  by 
the  presence  of  the  fetid  exudate;  therefore,  any  remedy  men- 
tioned under  the  treatment  of  bronchitis  which  may  be  indi- 
cated for  this  purpose  should  be  administered.  There  are  some 
remedies  of  unusual  usefulness  in  this  condition.  The  first 
I  should  mention  is  terebinth;  this,  in  its  pronounced  action 
upon  mucous  surfaces,  tends  to  facilitate  the  expectoration 
as  it  increases  the  amount  of  exudate  rapidly,  it  stimulates 
the  severe  paroxysmal  cough  which  expells  it;  the  later  action 
of  this  remedy  aids  greatly  the  reparative  process  in  the  bron- 
chial mucons  membrane.  The  symptoms  which  demand  it  are 
the  rapid  and  difBcult  respiration,  with  an  extreme  oppressive, 
stuffy  sensation  in  the  chest,  and  the  expectoration  is  copious 
and  streaked  with  blood.  Terebene,  in  five  to  ten  minim  cap- 
Bulee,  has  been  used  by  some  as  often  as  every  three  or  four 
hours  in  extreme  cases.  Terebinth  should  be  used  in  the  first 
decimal  potency  and  repeated  often,  if  the  stomach  will  tolerate 
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it.  Creosote^  in  lucrcasing  doses,  has  been  a  favorite  prescrip- 
tion with  many  practicians,  but  this  is  liable  to  irritate  the 
stomach. 

Stannum  iodid  is  probably  nearer  in  symptomatology  to 
the  conditions  of  bronchiectaaiB  than  any  other  remedy;  it 
relates  to  the  profuse  mucopurulent  expectoration  resulting 
from  bronchial  dilatation ;  it  also  has  the  dyspnea,  the  fatiguing 
paroxysmal  cough  and  the  thoracic  depression  incident  to  the 
disease.  He-par  sulphur,  siiicea  and  iodid  of  arsenic  are  to 
be  similarly  considered.  Siiicea  more  particularly  refers  to 
the  purulent,  lumpy  and  tenacious  expectoration,  the  presence 
of  which  causes  much  obstruction  to  respiration.  Carbolic 
acid,  in  the  third  to  the  sixth  decimal  potency,  kali  permanga- 
nate in  the  third  potency,  balsam  pent,  ammonium  iodid  and 
ammonium  chlorid  should  be  remembered: 


BRONCHIAL  STENOSIS. 

Bronchial  stenosis  is  a  narrowing  of  the  bronchus  by  con- 
striction or  compression.  Constriction  may  occur  from  cica- 
tricial contractions  following  ulceration  or  from  the  swelling 
of  the  mucosa  in  the  smaller  tubes.  The  bronchial  walls  may 
become  thickened  from  inflammatory  exudates  due  to  syphilis, 
tuberculosis  or  possibly  other  acute  or  chronic  diseases.  For- 
eign bodies  or  new  growths  within  the  bronchus  are  frequent 
causes.  Stenosis  by  compression  may  result  from  aneurysm, 
tumors,  enlarged  glands,  mediastinal  and  pulmonary  abscesses 
and  pleural  effusions. 

Pathology. — The  secretions  of  the  affected  bronchus  are 
retained  and  the  tube  beyond  the  point  of  constriction  is  dis- 
tended. Secondary  inflammatory  changes  may  follow  and  if 
the  stenosis  is  complete,  collapse  of  the  lung  may  occur. 

Symptomfl. — These  depend  upon  the  degree  of  stenosis 
and  size  of  the  tube  involved.  Dyspnea  is  pronounced  and  the 
lungs  are  not  properly  filled  with  air,  though  the  accessory 
muscles  of  respiration  act  with  undue  energy.  Expiration  is 
labored  and  the  lower  part  of  the  thorax  is  retracted  with  eadi 
forced  inspiration.  Pleuritic  complications  may  appear  and 
localized  dulness  may  be  found  as  the  result  of  the  lung  retrac- 
tion and  secondary  changes. 

Physicil  SitDS. — On  inspection  the  affected  side  shows  re- 
stricted respiratory  movement.     Palpation  reveals  diminished 
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tactile  fremittis.  The  percussion  note  is  cliangecl  only  in  case 
of  ateleotasie  when  dulness  is  found.  On  auscultation  the  nor- 
mal vesicular  murmur  is  markedly  diminished  on  account  of 
the  obstmctioQ.  Dry  and  moist  rales  are  heard  at  the  point 
of  obstruction.  When  a  small  bronchus  is  affected,  there  may 
be  no  marked  perversion  of  the  normal  physical  signs  because 
a  compensating  emphysema  may  result 

DIaillosIs.-The  rarioua  rales  at  the  point  of  constriction, 
with  the  percussion  signs  furnish  the  best  diagnostic  evidence. 
The  history  of  the  case  should  decide  as  to  causative  thoracic 
diseases.  Laryngeal  stenosis  may  be  differentiated  by  laryn- 
gosGopic  examination. 

Protnosla. — This  is  generally  unfavorable  as  the  disease 
is  liable  to  be  protracted.  It  is  decidedly  dependent  upon  the 
predisposing  disease.  When  foreign  bodies  create  the  con- 
striction there  may  be  some  hope  of  removing  them  by  sur- 
gical meaauree. 

Treatment. — Except  from  the  consideration  of  the  symp- 
toms which  refer  to  the  predisposing  cause,  our  only  relief 
may  be  obtained  through  surgical  measures.  Any  foreign  body 
should  be  removed  and  the  constriction  should  be  dilated  with 
boogies  when  it  is  feasible.  Emetics  have  been  used  to  for- 
cibly dislodge  a  foreign  obstruction  when  it  has  not  been  sur- 
rounded by  adventitious  tissue.  The  spasmodic  constriction 
of  the  bronchus  is  sometimes  relieved  by  remedies  which  quiet 
the  nervous  tension ;  chloral,  valerianate  of  zinc,  valerianate  of 
ammonia  and  hydrobromate  of  hyoscin  are  best  in  this  respect. 


ASTHMA. 

The  term  properly  applies  to  bronchial  asthma,  which  is 
sometimes  defined  as  nervous  asthma.  It  is  characterized  by 
paroxysms  of  dyspnea,  resulting  from  spasmodic  contractions 
of  the  circular  muscular  fibres  of  the  smaller  bronchial  tubes. 
It  is  observed  mostly  during  the  act  of  expiration. 

Elloloty. — Heredity,  a  constitutional  peculiarity  or  the 
susceptibility  of  the  bronchial  muscular  fibres  are  predisposing 
factors  in  the  creation  of  this  disease.  The  exciting  factors 
may  be  found  in  a  variety  of  conditions.  Acute  bronchitis, 
which  frequently  precedes  it,  often  furnishes  the  hyperemia, 
the  turgescent  mucosa  and  the  catarrhal  exudate  which  excites 
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the  spasmodic  contractions  of  the  hronchial  muscles ;  hence  the 
term  bronchial  asthma  seems  to  he  warranted.  InhalationB 
of  noxious  vapors,  the  pollen  of  certain  plants,  or  the  dust  of 
the  street  may  cause  sufficient  irritation  to  produce  it.  Damp 
weather  or  sudden  changes  of  temperature  may  favor  it.  Gas- 
tric or  intestinal  disturbances,  nasal  polypi  or  uric  acid  ezcesB, 
may  be  the  fundamental  factors  in  its  production.  To  uterine 
irritations  we  may  sometimes  attribute  it,  though  the  disease 
is  more  frequent  in  males.  Cardiac  asthma  is  that  form  asso- 
ciated with  diseases  of  the  heart.  We  speak  also  of  renal 
aslhtna  when  there  is  insufficiency  or  structural  involvement 
of  the  kidney.  Emphysema,  gout,  rheumatism,  syphilis,  rick- 
ets or  even  anemia  may  be  provocative  of  an  asthmatic  attack. 
Toxemiaa  of  various  origins,  irritations  of  the  pneumogastrio 
nerve  from  the  pressure  of  tumors  and  certain  skin  diseases 
are  considered  among  the  probable  etiological  factors.  Auto- 
toxemia  is  coming  to  he  recognized  as  having  great  influence 
in  the  production  of  this  disease. 

Notwithstanding  all  these  enumerated  causes  the  under- 
lying and  essential  influence  is  probably  a  neurosis.  We  And 
it  associated  with  neurasthenia  and  even  with  epilepsy  or  the 
psychoses.  Intranasal  defects  are  given  a  prominent  place 
by  some  observers  in  the  production  of  this  disease. 

Pttholoty* — No  lesion  of  the  lung  has  been  discovered 
which  would  account  for  the  asthmatic  attack.  The  pulmon- 
ary changes  are  entirely  secondary.  Irritation  of  the  motor 
branches  of  the  vagus  probably  accounts  for  the  spasmodic 
contraction  of  the  circular  fibres  of  the  bronchial  tubes.  Hy- 
peremia and  tnrgescence  of  the  bronchial  mucous  membrane 
are  also  probable  factors  in  the  creation  of  the  obstructive  con- 
dition which  causes  the  asthmatic  spasm.  Hypertrophy  of  the 
circular  muscular  fibres  and  thickening  of  the  bronchial  struc- 
ture naturally  lead  to  a  diminished  caliber  of  the  tubes.  A 
secondary  emphysema  may  be  observed.  Dilatation  of  the 
right  heart  is  also  a  resultant  complication. 

Sym|l(oins.-The  attacks  appear  quite  suddenly  and  are 
marked  by  intervals  of  relief.  The  dyspnea  is  distressing  and 
rapidly  increases  in  severity  until  an  intermission  occurs.  The 
accessory  muscles  of  respiration  are  called  into  use;  both  inspira- 
tion and  expiration  are  interfered  with,  but  expiration  is  most 
difficult  and  is  greatly  lengthened,  being  accompanied  with 
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blowing  and  wheezing.  TlBually  the  number  of  respirations  ia 
decreased.  As  the  dyspnea  increases  the  face  is  pale  and  then 
cyanotic,  with  an  expression  of  anxiety.  The  diaphragm  is 
depressed  and  the  patient  gasps  for  air.  He  is  obliged  to  sit 
up  in  bed  and  with  the  head  elevated  and  the  shoulders  fixed 
he  stru^les  to  use  every  respiratory  muscle.  The  extremities 
are  cool  and  a  clammy  perspiration  covers  the  body.  A  cough 
with  slight  expectoration  is  generally  an  attending  symptom. 
As  the  respiratory  struggle  disappears  the  expectoration  in- 
creases. Dry  rales  are  heard  at  first  but  later  moist  riles  are 
in  evidence,  when  tough  halls  of  sputum  (perles)  are  expecto- 
rated. These  can  be  unrolled  in  water  and  are  found  to  be 
spirals  of  mucus  which  have  been  molded  in  the  finer  tubes 
(Curschmann's  spirals).  Leyden's  octahedral  crystals  are  also 
found  in  the  sputum  and  are  composed  of  phosphoric  acid  with 
an  organic  base.  At  one  time  these  were  supposed  to  excite 
the  spasms  by  irritation.  These,  however,  are  found  in  other 
diseases  but  they  are  more  constant  in  asthma.  Belief  from 
the  spasmodic  breathing  is  finally  experienced  and,  greatly 
exhausted,  the  patient  may  fall  asleep.  Eepeated  attach  de- 
velop sooner  or  later. 

Physical  Slios.— The  chest  is  barrel-shaped  on  account  of 
the  inability  to  expel  the  retained  air.  Despite  the  violent 
muscular  efforts,  the  respirations  are  diminished  in  frequency 
and  the  expansile  power  is  limited.  Inspiration  is  short  and 
gasping,  while  expiration  is  prolonged.  The  percusnon  note 
is  hyper-resonant  if  there  is  emphysematous  development.  Aus- 
cultation reveals  a  variety  of  rales  which  are  interchangeably 
dry  and  moist  and  are  heard  best  on  expiration. 

DiafnoBis. — The  history,  the  appearance  of  the  chest,  the 
character  of  the  respiration  and  the  harsh  rales  heard  during  ex- 
piration should  make  the  diagnosis.  In  laryngeal  dyspnea  there 
is  inspiratory  and  not  expiratory  difficulty  and  the  chest  is 
diminished  in  size.  The  symptomatic  dyspnea  which  attends 
cardiac  and  renal  diaeaaes  should  be  differentiated  by  the  diag- 
nostic symptoms  of  those  diseases.  In  emphysema  there  are 
different  causes;  the  dilatation  of  the  air  cells  is  attended  with 
changes  in  lung  structure,  the  dyspnea  is  not  paroxysmal  and 
the  sputum  has  not  the  same  characteristics. 

Prognosis. — If  it  is  possible  to  find  the  cause  and  remove 
it,  recovery  is    probable.     The  disease    is  liable  to    develop 
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chronic  bronchitis,  emphysema  and  dilatation  of  the  right  heart. 
The  percentage  of  recoveries  is  not  great,  though  there  is  little 
danger  to  life. 

Treatment. — The  principal  effort  in  the  treatment  should 
be  to  remove  the  neurotic  cause;  this  may  be  done  only  by  a 
painstaking  study  of  the  patient.  The  next  demand  is  to  re- 
lieve the  spasm;  this  is  of  the  greatest  importance  to  the  pa- 
tient and  for  this  he  calls  the  physician.  Therefore,  it  is 
necessary  to  resort  to  every  expedient  which  experience  may 
offer  for  this  purpose.  Potassium  nitrate  is  a  standard  adju- 
vant ;  a  piece  of  blotting  paper  soaked  in  a  saturated  solution, 
dried,  and  burned  in  a  saucer,  will  often  give  temporary  relief 
by  inhalation  of  its  fumes.  Chloroform  or  ether  inhalations 
will  sometimes  shorten,  if  not  overcome,  the  spasm.  Often  a 
few  drops  taken  internally  with  a  little  water  will  act  like 
magic  in  this  respect  but  the  effect  is  not  generally  lasting. 
Amyl  nitrite  also  is  a  popular  inhalation.  Fumes  of  stramo- 
nium, chlorate  of  potash  and  tobacco  have  been  recommended 
by  some  authors.  In  severe  cases  there  is  no  better  temporary 
measure  than  the  hypodermatic  use  of  morphin  and  atropin 
(gr.  1/4  and  gr.  1/150)  ;  this  should  be  repeated  if  necessary. 
The  great  objection  to  this  is  the  danger  of  forming  the  mor- 
phin habit,  as  the  patient  will  demand  its  use  for  every  par- 
oxysm. Chloral  hydrate,  in  ten  grain  or  larger  doses,  or 
sodium  bromid,  the  same  dose,  will  in  many  cases  work  nicely. 
The  latter  may  be  repeated  every  hour  for  three  or  four  doses, 
or  it  may  be  given  in  larger  doses  at  first.  Chloralamid  (gr. 
10-20),  sulfonal  (gr.  10-15),  or  irional  (gr.  10-25),  may 
be  efficacious  in  certain  cases.  Some  have  advised  the  use  of 
black  coffee  in  large  amounts,  while  others  commend  the  use 
of  whiskey,  even  to  intoxication.  These  expedients  have  not 
served  me  well.  As  a  general  thing  we  should  avoid  sedatives 
if  possible. 

Becently  I  have  been  informed  by  a  trustworthy  physi- 
cian, that  equal  parte  of  peroxid  of  hydrogen  and  water,  when 
given  in  teaspoonful  doses  half  hourly  or  hourly,  will  relieve 
the  Bpasm.  Adrenalin  has  been  recommended  in  doses  of  3 
to  6  minims  of  the  1  to  1000  solution.  It  will  cut  short  the 
attack  in  from  two  to  twenty  minutes.  Hydrobromate  of  hyos- 
cin  (gr.  1/200-1/100)  every  two  or  three  hours  relieves  some 
cases  when  mental  excitement  is  extreme.     Atropin,  in  grad- 
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ually  increasing  doees,  has  been  commended  and  in  some  cases 
it  acts  better  alone  than  wben  combined  witb  morphia.  Atro- 
pin  (1/150-1/100)  hypodermatically,  will  often  relieve  the 
acute  spasm.  All  sources  of  reflex  irritation  should  be  re- 
moved. 

The  diet  should  be  regulated  in  every  case;  the  patient 
should  not  be  permitted  to  eat  heartily  at  night.  The  relief 
of  uric  acid  excese  is  at  present  a  consideration  of  importance 
and,  therefore,  the  exclusion  of  meats  may  be  a  temporary  or 
permanent  necessity.  Some  have  claimed  decided  results  by 
forcing  renal  elimination  through  the  use  of  salts  and  alkaline 
waters  in  abundance.  In  this  respect  we  may  increase  the 
amount  of  urea  eliminated  by  the  use  of  dturetin,  in  ten  grain 
doees,  three  times  daily,  Bitartrate  of  potassium  may  serve 
ua  equally  well  in  this  respect.  I  am  confident  that  I  have, 
by  these  measures  relieved  and  to  a  certain  extent  aborted 
the  approaching  spasms  when  I  have  had  sufBcient  warning. 
Inhalations  of  oxygen  have  been  of  some  benefit.  Exercise, 
the  cool  sponge  bath,  the  well-ventilated  room,  the  regulation 
of  habits  and,  in  fact,  the  systematic  adoption  of  the  rest  treat- 
ment will  greatly  aid  in  preventing  the  attacks.  Especially 
should  those  measures  be  enforced  which  will  increase  the 
elimination. 

Of  the  remedies  used  internally  during  the  paroxysmal 
state  I  prefer  grindelia  robusta ;  this  has  given  me  best  results 
in  five  to  ten  drop  doses  of  th6  tincture  repeated  at  first  every 
hour  or  two  for  a  few  doses  and  then  less  frequently.  From 
the  standpoint  of  symptomatology  it  represents  the  typical 
paroxysmal  features  of  the  disease;  the  patient  feels  drowsy, 
but  is  unable  to  sleep  on  account  of  the  recurrence  of  asthmatic 
breathing;  it  also  pertains  to  the  reflex  gastric  irritation  which 
so  frequently  excites  the  paroxysm.  The  continued  use  of  the 
remedy  in  potency  during  the  inter-paroxysmal  state  has  appa- 
rently cured  some  cases.  Ipecac  I  regard  as  next  in  impor- 
tance; its  prompt  action  upon  the  vagus  disturbance  tends 
to  correct  both  the  asthmatic  condition  and  the  gastric  irrita- 
tion which  attends  it;  nausea  and  vomiting  always  are  its 
characteristic  symptoms;  dyspnea  and  precordial  distress  and 
£  wheezing,  distressing  cough  are  disturbing  features.  This 
remedy  has  served  me  well  in  the  lower  potencies.  Lobelia 
has  for  a  long  time  been  a  favorite  remedy.     It  has  been  used 
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ill  five  to  ten  drop  doses  of  the  tincture,  but  its  emetic  action 
and  its  dieturbance  of  the  heart  often  neceSBitate  amaller  doses. 
Great  prostration,  nausea,  vomiting  and  considerable  cheat  con- 
striction are  its  chief  symptoms.  Apomorphia,  in  the  third 
decimal  potency,  will  often  control  a  severe  spasm.  Aspido- 
spermin  acts  well  when  nausea  and  a  loose  but  irritable  cough 
are  in  evidence ;  in  many  respects  it  oorreBponds  to  tartar  emetic 
which  may  be  used  in  many  chronic  cases.  Moschus  has  been 
praised  for  its  action  when  hysteria  is  an  underlying  factor. 
The  internal  use  of  amyl  nitrite  and  glonoin  in  the  third  potency 
is  efficacious  when  the  spasms  assume  the  epileptoid  feature. 
Cuprum  ara.,  is  probably  the  best  form  of  arsenic  to  use  when 
the  typical  arsenicum  symptoms  are  present ;  when  this  is  in- 
dicated we  generally  observe  epigastric  and  abdominal  par- 
oxysms as  well.     Arsenicum  iadid  should  be  considered  here. 

In  the  truly  chronic  or  the  inter-paroxysmal  stages  of 
asthma,  we  may  consider  several  remedies  which  are  available. 
Of  these  I  would  suggest  a  careful  study  of  the  monohromid 
of  camphor  in  the  first  decimal  potency;  it  relieves  the  nerve 
irritation  and  the  neurasthenic  excitement  which  precede  or 
develop  the  asthmatic  attack.  Camphor  in  small  doses  is 
a  nerve  sedative  not  fully  appreciated  but  in  combination  with 
the  bromid  it  gives  even  better  results.  Nux  vomica  or  ignatia 
will  yield  results  when  the  symptoms  of  these  remedies  are 
present;  they  refer  to  the  reflex  excitement  of  the  pneumo- 
gastric  as  the  result  of  gastric  disturbances.  Sedentary  indi- 
viduals, those  suffering  with  gastric  perversions  from  alcoholic 
excess,  and  hysterical  patients  will  respond  to  these  remedies. 
Sulphur  is  indicated  when  the  skin  diseases  have  been  sup- 
pressed, or  when  the  rheumatic  or  other  diatheses  antedate 
the  symptoms  of  asthma;  it  will  give  best  results  when  used 
in  the  potency.  Arsenicum  is  serviceable  when  the  attacks 
occur  after  midni^t  and  when  the  exhaustion,  anemia  and 
the  general  symptoms  of  this  remedy  are  present.  The  arse- 
nite  of  antim.ony  or  strychnia  ars.,  prove  more  effiacious  in 
certain  cases.  Bryonia  is  often  indicated  when  we  find  a  fre- 
quent recurrence  of  bronchial  attacks  in  which  sharp  and  lan- 
cinating pains  are  constant;  the  excessive  thirst  and  the  char- 
acteristic gastric  pain  are  also  present.  Yerba  santa,  yerba 
manza,  phillandrium  agnafolia,  eucalyptus,  ptelia  and  rumex 
crisptts  should  always  be  kept  in  mind  when  treating  a  case 
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of  BBthuia.  Cases  of  asthma  due  tc  oasal  disease  will  require 
surgical  aid  to  remove  the  cause,  which  is  usually  an  enlarged 
middle  turbinate  or  polypi  pressing  on  the  septum. 


FIBRINOUS  BRONCHITIS. 

This  is  also  termed  croupous,  plastic  or  membranous  bron- 
chitis. It  is  an  acute  or  chronic  inflammation  of  the  bronchial 
mucosa  in  which  a  fibrinous  exudate  forms  within  the  bronchi 
and  is  ejected  during  severe  coughing  paroxysms.  This  ap- 
pears as  a  cast  of  the  bronchial  tubes  and  their  ramifications; 
casts  are  solid  from  the  smaller  bronchi  and  hollow  from  the 
larger  ones. 

Etiolofy. — This  is  a  very  rare  disease  and  the  cause  is  un- 
determined. Constitutional  causes  are  evidently  basic,  for 
it  is  usually  observed  in  the  feeble,  the  anemic  and  in  males. 
It  occurs  generally  in  young  adults  and  is  more  in  evidence 
during  the  early  spring ;  it  is  also  associated  with  tuberculous 
conditions.  Antecedent  skin  affections  such  as  herpes,  impetigo 
and  pemphigus  are  claimed  by  some  authors  as  contributory 
influences.  Streptococci  have  been  found  in  the  exudate.  It 
may  accompany  the  membranous  form  of  laryngitis. 

Patholotfy. — Our  pathologic  knowledge  of  this  disease  is 
not  complete.  The  exudate  has  a  grayish-white  color;  is  at- 
tached quite  firmly  to  the  mucous  membrane  which  it  denudes 
of  epithelium  when  it  is  expectorated ;  it  appears  as  casts  which 
correspond  to  the  parts  of  the  bronchi  affected.  It  may  involve 
only  portions  of  the  bronchial  structure  or  it  may  be  ejected 
in  the  form  of  a  bronchial  tree.  The  casta  are  composed  of 
coagulated  fibrin  in  concentric  layers;  included  in  these  are 
found  leukocytes,  epithelium  and  mucus. 

Syinptoms.^In  the  acute  form  the  appearance  of  chilU 
and  fever  may  initiate  the  attack.  Dyspnea  is  marked,  as  the 
respiration  is  obstructed.  These  symptoms  may  be  preceded 
for  a  time  by  those  of  acute  bronchitis.  Violent,  frequent  and 
paroxysmal  spells  of  coughing  appear  early  and  are  ultimately 
followed  by  expulsion  of  the  bronchial  casts.  Temporary  re- 
lief is  experienced  after  this.  Hemoptysis  attends  or  precedes 
the  expulsion  of  a  cast,  but  it  is  rarely  lasting  or  serious. 
Some  amelioration  of  symptoms  follows  the  hemorrhage.  The 
condition  may  temporarily   resemble  that  of  catarrhal  bron- 
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chitiB  with  a  slight  macopnrulent  expectoration.  The  sudden 
Buppreesion  of  the  cough,  the  absence  of  inenil}Tanoua  expec- 
toration, particularly  with  the  reappearance  of  dyspnea,  op- 
pression and  temperature,  are  grave  signs  which  point  to 
asphyxia.  At  times  there  is  an  absence  of  the  positive  signs 
of  fibrinous  exudate  and  the  diagnosis  is  only  confirmed  at 
the  autopsy.  The  acute  cases  do  not  run  longer  than  a 
few  days,  or  at  most  two  weeks.  The  quantity  of  fibrinous 
exudate  gradually  disappears  from  the  sputum,  the  tempera- 
ture improves,  the  cough  abates  and  the  respiration  approaches 
normal  as  the  disease  subsides. 

In  the  chronic  form  the  attat^  occur  at  varying  intervals 
and  the  severe  symptoms  are  not  present.  It  is  usually  secondary 
to  protracted  chronic  bronchitis  and  may  be  associated  with  more 
severe  lung  complications.  There  are  often  remissions  of  vari- 
ous duration.  The  fever,  dyspnea,  and  cough,  in  the  chronic 
form,  are  not  so  pronounced.  It  may  assume,  however,  all 
the  typical  symptoms  outlined  in  the  acute  form. 

Physical  SI^S. — The  obstruction  caused  by  the  casts  lim- 
its the  amount  of  air  entering  the  corresponding  part  of  the 
lung;  hence  tactile  fremitus  and  expansion  over  the  affected 
area  are  diminished  or  absent.  The  normal  respiratory  mur- 
mur returns  after  the  expulsion  of  the  cast.  Percussion  reso- 
nance is  diminished  over  the  area  involved.  Both  dry  and 
moist  rales  appear  at  different  times. 

Dlafnosfs. — The  examination  of  the  casts  will  settle  the 
diagnosis.  When  these  appear  in  small  particles  it  is  some- 
what difficult  to  decide;  in  water  they  may  unfold  and  assume 
a  tree-like  shape.  The  presence  of  mucin  or  fibrin  in  the 
sputum  will  differentiate  from  ordinary  bronchitis.  In  diph- 
theria we  must  rely  on  the  microscope  to  distinguish  by  find- 
ing the  Klebs-Loffler  bacilli.  We  find  also  in  diphtheria  that 
the  exudate  begins  on  the  pharynx  and  tonsils  and  extends 
downward  to  the  bronchi  usually. 

ProfnosiB. — In  the  acute  form  the  disease  may  terminate 
suddenly  by  death  from  asphyxiation  or  hemorrhage.  If  the 
obstruction  persists  the  prognosis  is  decidedly  unfavorable. 
Any  oonstitutional  complication  makes  the  outlook  worse.  The 
cnronio  form  is  not  so  dangerous  though  it  usually  tends  to 
recur  during  a  long  period  of  time. 

Treatment. — The  first  aim,  in  the  acute  attack,  should  be 
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to  reUere  the  obstruction  caused  by  the  exudate ;  to  facilitate 
this  steam  inhalaiiona  containing  iodin,  creosote  or  lime  are 
most  efficacious.  Sprays  of  lactic  acid  or  guaiacol-vasogen  may 
be  resorted  to.  Dry  heat  applied  to  the  chest  may  help. 
Emetics  should  be  promptly  employed  in  severe  cases  in  order 
to  get  rid  of  the  obstructing  cast  and  overcome  impending 
asphyxia.  The  signs  of  cyanosis  should  always  indicate  the 
use  of  an  emetic.  Pilocarpin  (gr.  1/12-1/6)  hypodermatically 
should  be  resorted  to  in  grave  cases.  Strychnia  should  always 
be  used  with  this  to  obviate  the  dangerous  cardiac  depression. 
In  the  chronic  forms  much  relief  is  obtained  by  a  change  of 
climate  particularly  to  those  of  higher  altitude. 

The  most  serviceable  remedies  are  those  containing  iodin. 
Therefore  iodin,  caXcarea  iodid,  iodid  of  arsenic,  ferrum  iodid, 
hdi  iodid  and  baryta  iodid  should  first  be  considered.  The 
iodid  of  lime  is  without  doubt  the  most  valuable  and  should 
be  used  in  heroic  dosee.  Bromin,  apongta,  acetic  acid,  picric 
acid  and  lactic  acid  should  next  be  thought  of.  Silphium, 
stannum,  hepar  sulphur,  tartar  emetic  and  kali  bichromicum 
are  sometimes  indicated. 


DISEASES  OF  THE  LUNGS. 


CIRCULATORY  DISTURBANCES  IN  THE  LUNGS. 

Active  Hyperemia. — This  may  take  place  following  vio- 
lent physical  exercise,  from  extreme  nervous  excitement  and 
as  the  result  of  alcoholic  intoxication  or  the  inhalation  of 
hot  air.  It  is  likewise  a  symptom  of  such  pulmonary  affec- 
tions as  pneumonia,  brouchitia,  pleurisy,  tuberculosis  or  ane- 
mia of  the  opposite  lung.  The  pathology  is  characterized  by 
marked  injection  of  the  blood  vessels  in  the  bronchial  mucosa, 
prominent  capillaries  in  the  alveolar  walls  and  swollen  and 
granular  alveolar  epithelium.  A  blood  stained  frothy  fluid  is 
observed  upon  section. 

Symptoms. — Dyspnea  is  the  characteristic  symptom  inas- 
much as  rapid  respiration  is  a  compensating  necessity  to  oxy- 
genate the  blood,  which  function  is  impaired  owing  to  the 
diminished  capacity  of  the  air  cells.  A  cough,  with  rusty 
and  frothy  expectoration,  is  another  distinctive  symptom.  The 
physical  signs  comprise  the  bilateral  involvement,  the  increased 
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tactile  fremitus,  the  impaired  percussion  note  with  imperfectly 
defined  pitch,  and  the  broncho-vesicular  and  occasional  bron- 
chial breathing.  The  diagnosis  is  made  by  the  sudden  ap- 
pearance of  the  frothy  and  bloody  expectoration  which  attends 
the  dyspnea  and  cough.  The  absence  of  fever  is  also  a  dis- 
tictive  feature.  The  prognosis  depends  upon  the  duration  and 
the  subsequent  disease  of  which  this  may  be  a  symptom.  TTn- 
less  prompt  relief  is  obtained  a  serious  result  may  follow, 

Treatment. —  Oardiac  siimulants — digitalis,  nitroglycerin 
or  strychnia — are  demanded  .at  once  and  it  is  best  to  admin- 
ister these  hypodermstically  repeating  the  dose  in  two  or  three 
hours  if  necessary.  Venesection  is  warranted  in  nearly  every 
case  and  hot  local  applications  are  also  to  be  employed.  Leeches, 
turpentine  stupes  and  cathartics  are  also  adjuvant  measures. 
Aconite,  veralrum  viride,  ferrum  phos.,  and  belladonna  will 
render  good  service  according  to  their  indications. 

Passive  Hjrpereinia. — This  always  is  either  mechanical  or 
hypostatic.  Mechanical  hyperemia  is  due  to  thoee  conditions 
which  impede  the  blood  in  its  return  to  the  left  heart  This 
usually  arises  in  case  of  mitral  stenosis  or  r^urgitation,  dila- 
tation of  the  right  ventricle  and  cerebral  diseases.  The  path- 
ology is  defined  by  the  voluminous  lungs,  the  distended  pol- 
monary  vessels  and  the  presence  in  the  air-spaces  of  the  venous 
blood.  The  lung  tissue  has  a  reddisb-hrown  color  and  as  there 
is  an  increased  resistance  in  cutting,  the  term  "brown  indu- 
ration" has  been  employed.  On  section  this  color  rapidly  as- 
sumes more  of  a  reddish  hue  as  a  result  of  the  oxidation  of 
the  hemoglobin.  The  alveolar  cells  contain  altered  blood-pig- 
ment and  the  interstitial  connective  tissue  is  increased.  The 
symptoms  include  the  dyspnea,  cough  and  frothy  or  bloody 
expectoration  which  result  from  the  lung  engorgement. 

Hypostatic  Hrperemla.— This  is  observed  when  the  heart 
is  weakened  by  infection,  exhaustion  or  old  age.  It  may  also 
exist  as  the  result  of  prolonged  dorsal  decubitus.  Organic 
growths,  and  such  infections  as  tuberculosis  and  rheumatic 
fever,  may  constitute  the  underlying  cause.  The  affected  parta 
of  the  limg  are  dark-colored  and  distended  with  a  transudate 
of  blood  and  serum.  This  condition  gives  rise  to  hypostatic 
pneumonia  which  is  a  mild  form  of  lobular  pneomonia. 

The  symptoms  are  not  well  defined  and  in  many  cases  none 
are  recognized.     Cyanosis  may  be  detected  in  extreme  cases 
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or  in  poorly  nourished  patients  past  fifty.  Careful  ptiyaical 
examination  will  reveal  increased  fremitus,  slight  dulness,  im- 
paired vesicular  breathing  and  sometimes  bronchial  breathing 
with  liquid  bubbling  rales.  (Anders.)  The  prognosis  depends 
largely  upon  the  causative  disease.  The  treatment  muat  look 
first  to  the  cause  which  induces  the  hyperemia.  Prompt  stimu- 
lating treatment  of  the  impaired  heart  will  give  greatest  relief. 
Strychnia,  digitalis,  strophanthus  and  other  cardiac  stimulants 
should  be  pushed  to  the  point  of  physiological  action  and  their 
hypodermatic  use  is  often  required.  When  there  is  intense 
pulmonary  engorgement,  bleeding  should  be  practiced  and 
twenty  to  thirty  ounces  of  blood  should  be  drawn  from  the 
vein.  Change  in  the  patient's  position  is  also  necessary,  as 
the  dorsal  decubitus  usually   favors   the  hyperemia. 

PulmonuT  Edema. — Edema  of  the  lungs  is  usually  the 
result  of  an  intense  pulmonary  congestion  with  a  transuda- 
tion of  serum  into  the  air-vesicles  and  interstitial  tissue.  Two 
forms  are  recognized.  (1)  Collateral  edema  is  a  circumscribed 
involvement  of  the  lung  which  usually  appears  in  connection 
with  pneumonia,  abscess  or  pulmonary  infarction.  (2)  Getir 
end  pulmonary  edema  affects  a  greater  portion  of  the  lung, 
the  base  being  mostly  involved,  and  hydrothorax  is  often  pres- 
ent. With  the  congestion  the  lung  is  dark  in  color  and  the 
serum  is  blood-tinged.  The  affected  lung-tisaue  is  heavier  than 
normal,  though  it  does  not  sink  in  water.  It  has  a  boggy 
feel,  pitting  is  ofceerved  on  pressure  and  on  section  a  seroiis 
or  sero-sanguinolent  fluid  exudes  from  the  cut  surface. 

The  cavMB  of  pulmonary  edema  is  not  well  understood. 
It  may  be  due  to  the  increased  tension  in  the  pulmonary  cir- 
culation as  the  result  of  cardiac  weakness.  Obstruction  to  the 
outflow,  following  left  ventricular  weakness  or  aortic  stenosis, 
creates  an  increased  arterial  tension  as  well  as  a  right  heart 
paralysis  and  both  of  these  favor  pulmonary  edema.  Toxic 
and  infectious  diseases,  together  with  blood  changes,  impair 
the  nutrition  of  blood  vessels  and  as  a  result  the  vessel-walls 
suffer  an  increased  permeability  which  favors  pulmonary 
edema.  Pneumonia,  valvular  heart  disease,  anemia,  nephritis, 
cerebral  hemorrhages  and  acute  infectious  diseases  alike  pre- 
dispose to  heart  weakness  and  are,  therefore,  etiological  factors 
in  the  development  of  this  diseased  condition.  Vasomotor  relax- 
ation is  another  cause  which  may  favor  this  perversion. 
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The  aymptotns  of  edema  of  the  lungs  include  first  of  all 
the  dyspnea  which  is  proportionate  to  the  degree  of  involve- 
ment. A  cough  is  usually  attended  by  bronchorrhea  and  the 
sputum,  which  is  expectorated  with  difficulty,  is  usually  copi- 
ous, frothy  and  blood-stained  when  congestion  is  a  factor.  The 
sputum  is  sometimes  raised  only  by  great  effort,  and  may  be 
so  tenacious  that  laryngeal  obstruction  is  imminent.  In  the 
inflammatory  type  fever  may  be  pronoujiced,  the  pulse  being 
accelerated  and  weak,  the  extremities  are  cold  and  cyanosis  is 
a  typical  symptom.  The  physical  signs  will  aid  the  investi- 
gation of  the  symptoms.  Dulness  is  recognized  over  the  af- 
fected area,  broncho-veeicular  breathing  displaces  the  normal 
vesicular  murmur  and  small  liquid  rales  are  audible  on  inspi- 
ration and  at  the  be^nning  of  expiration  over  the  seat  of  in- 
volvement. 

The  diagnosis  rests  to  a  great  extent  upon  the  bilateral 
dulness  at  the  base  of  each  lung,  the  bubbling  rales  in  this 
vicinity  and  the  absence  of  fever  unless  the  disease  assuinea 
an  inflammatory  type,  or  is  associated  with  infections.  Hydro- 
thorax  will  be  differentiated  by  the  change  in  the  upper  level 
of  dulness  when  the  position  of  the  patient  is  altered.  Moist 
rales  are  also  absent  in  hydrothorax.  Broncho-pneumonia  is 
accompanied  by  fever,  the  areas  of  dulness  are  more  sharply 
defined  and  the  sputum  is  glairy  and  tenacious.  The  prog- 
nosis depends  upon  the  gravity  of  the  causative  disease  and 
the  promptness  with  whic^  relief  is  obtained. 

The  treatment  includes  primarily  the  removal  of  the  cause. 
If  the  cause  happens  to  depend  upon  faulty  cardiac  action  we 
must  give  special  and  continuous  attention  to  this.  The  only 
way  to  care  for  a  weak  heart  is  to  stimulate  persistently  with 
strychnia  (gr.  1/60)  or  digitalin  (gr.  1/100)  hypodermatically 
every  three  or  four  hours  with  atropin,  or  other  cardiac  and 
respiratory  stimulants  until  we  are  positive  the  heart  can  per- 
form its  work.  Sucb  active  purgatives  as  elaterin,  croton  oil 
or  calomel  may  give  great  relief  by  causing  profuse  watery 
stools.  Change  in  position  is  a  mandatory  requirement,  for 
by  this  procedure  the  blood  can  not  gravitate  to  the  dependent 
parts.  We  too  frequently  allow  our  pneumonia  patients,  as 
well  as  those  suffering  with  other  diseases,  to  lie  on  the  back 
or  assume  one  position  for  too  long  a  time.  Venesection,  cup- 
ping, diuresis  and  diaphoresis  are  also  essential  features  of  the 


426  DISEASES  OP  THE  RESPIRATORY  SYSTEM. 

treatment  Tlie  homeopathic  remedies  mentioned  under  the 
treatment  of  pneumonia,  cardiac  and  other  diseases  which  favor 
edema  shoiild  be  used  according  to  their  indications. 

Hemoptysis. — This  term  properly  applies  to  a  pulmonary 
or  bronchial  hemorrhage.  It  refers  to  the  expectoration  of 
blood  in  large  or  small  quantities,  which  may  come  from  the 
bronchial  mucous  membrane  of  the  smaller  tubes,  or  from  the 
lung  parenchyma.  Hemorrhage  from  the  mouth,  posterior 
naree,  larynx  or  trachea  may  be  confused  with  true  hemoptysis. 

Etiology. — Pulmonary  tuberculosis  should  always  be  sus- 
pected as  a  cause  for  it  is  the  most  common  though  not  the 
only  cause.  When  hemoptysis  appears  early  in  the  disease, 
it  probably  arises  from  extreme  congeetion  in  the  small  bronchi ; 
later  it  may  occur  from  the  erosion  of  a  pulmonary  blood 
vessel  J  still  later,  if  a  cavity  be  its  source,  it  will  be  mixed 
with  debris.  Pulmonary  congestion  may  give  rise  to  slight 
hemoptysis,  and  this  may  be  aided  by  a  mitral  lesion  of  the 
heart.  Hemorrhagic  infarction,  croupous  pneumonia,  fibrin- 
ous bronchitis,  carcinoma  and  gangrene  of  the  lung  may  all 
contribute  to  hemorrhagic  expectoration.  Acute  infection, 
aortic  aneurysms,  atheromatous  blood  vessels,  gout  and  inter- 
stitial nephritis  as  well  as  hemophilia,  purpura  hemorrhagica 
and  anemia  may  also  be  predisposing  causes.  Traumatism  af- 
fecting the  chest,  paroxysmal  coughiog  as  observed  in  whoop- 
ing cough,  obstruction  from  emboli  or  ttimors  and  aneurysm  of 
the  pulmonary  artery  may  give  rise  to  hemorrhage  from  the 
lungs.  Vicarious  menstruation  may  also  assume  the  form  of 
hemoptysis  but  is  very  rare. 

Patholofy. — lu  ordinary  cases  the  hemorrhage  is  due  to 
the  rupture  of  the  finer  capillaries  in  the  bronchial  mucous 
membrane.  The  weakness  and  the  over-distention  of  the  cap- 
illary walls  permit  this  in  association  with  bronchitis  and  any 
cardiac  disease.  Destructive  changes  in  the  lung  parenchyma 
may  lead  to  the  erosion  of  a  lai^r  vessel.  We  find  this  condi- 
tion in  cases  of  tuberculous  destruction  or  ruptured  aneurysm. 
The  mucous  membrane  at  autopsy  presents  a  swollen  and 
puSy  appearance;  occasionally  it  looks  anemic  from  the  con- 
tinuous hemorrhage.  A  marked  spot  of  hemorrhage  is  often 
detected  or  small  ecchymotic  areas  are  visible.  The  alveoli 
may  be  filled  with  blood  or,  in  case  of  a  cavity,  a  considerable 
amount  of  coagulum  may  cover  the  bleeding  point. 
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Symptoms.— The  occurrence  of  hemorrhage  i 
by  few  premonitory  signs.  The  patient  may  experience  a  salty 
taste  in  the  mouth  and  a  cough  may  precede  the  expectoration 
of  blood.  In  ordinary  cases  the  blood  appears  only  in  the 
blood-stained  sputum  which  followa  the  cough.  In  other  cases, 
when  the  hemorrhage  is  extreme,  there  may  be  no  cough  and 
only  the  symptoms  of  shock — ^feeble  pulse,  subnormal  temper- 
ature, pallor  and  prostration  are  prominent.  Usually  the  pa- 
tient is  restless  and  depressed.  More  rarely  fever  and  deli- 
rium may  follow.  Slight  hemorrhages  may  take  place  from 
time  to  time  when  no  structural  change  afiFects  the  arteriea 
or  the  patient  may  experience  only  one  severe  hemorrhage 
when  there  is  no  organic  cause.  When  pulmonary  ivberculosis 
is  present  the  hemorrhage  is  liable  to  be  severe  and  will  prob- 
ably be  repeated  at  intervals.  Attending  this  we  shall  find 
the  other  symptoms  of  phthisis  or  they  will  rapidly  develop 
after  the  hemorrhage,  which  may  often  be  r^arded  as  the 
premonitory  sign.  Usually  the  blood  is  bright  red  in  color 
and  very  frothy.  When  there  is  a  large  cavity  in  the  lung, 
the  hemorrhage  may  be  so  severe  as  to  cause  death.  The 
blood  may  be  swallowed  and  vomited,  thus  leading  to  the  sua- 
picion  of  gastric  ulcer,  or  it  may  pass  into  the  intestine,  giv- 
ing a  dark  color  to  the  stools. 

Differential  Slini.  — In  the  slight  hemorrhages,  with 
little  coughing,  we  may  £nd  the  heart  at  fault,  or  there  may 
be  a  persistent  bleeding  from  an  aneurysmal  dilatation.  When, 
however,  the  aneurysmal  sac  ruptures,  there  is  generally  a  pro- 
nounced bleeding  into  the  respiratory  tract  which  is  suddenly 
fatal.  Ulceration  in  the  bronchial  mucosa  will  give  sli^t  hem- 
orrhages, but  in  cases  of  emphysema  or  chronic  bronchitis  there 
may  be  occasional  coagula  with  the  signs  of  casts.  Traumatittm 
may  cause  trivial  hemorrhages  which  may  be  accoimted  for 
by  chest  injuries  and  vicarious  bleeding  has  been  mentioned 
in  cases  of  perverted  menstruation.  (Generally  we  shall  detect 
moist  rales  in  the  larger  bronchi  or  marked  signs  of  the  de- 
struction of  lung  parenchyma.  When  pulmonary  tuberculosis 
is  the  cause  the  progressive  symptoms  of  that  disease  will  con- 
firm that  physical  condition.  Episiaxis  may  confuse  us  when 
the  blood  enters  the  naso-pharynx  and  causes  a  cough  to  expel 
it.  An  examination  of  the  posterior  nares  will  settle  this. 
Laryngeal  hemorrhage  is  not  excessive  and  is  mixed  with  much 
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mucus.  Hemorrhages  from  Ike  mouth  ought  also  to  be  reo- 
ognized  by  local  examiaation.  In  hematemests  the  blood  is 
coagulated,  dark  in  color  and  acid  in  reaction;  it  is  expelled 
by  vomiting.  Prune-juice  sputum  generally  characterizes  pul- 
monary cancer.  In  pulmonary  hemorrhage  we  shall  usually 
find  the  aerated  and  clear  blood  which  is  alkaline  in  rea;lion ; 
it  is  invariably  thrown  from  the  mouth  by  the  act  of  cough- 
ing. In  addition  to  all  of  these  differentiating  points  a  care- 
ful physical  examination  will  reveal  the  pulmonary  involve- 
ment. 

Profoosit. — As  hemoptysis  is  bo  often  a  forerunner  of 
phthisis,  we  should  invariably  look  upon  it  as  an  unfavorable 
symptom.  It  may  be  possible  to  stop  the  bleeding  in  mild 
cases,  but  subsequently  the  graver  pulmonary  features  may 
appear. 

Treatment. — The  treatment  will  depend  greatly  upon  the 
physical  condition  of  the  patient,  the  extent  of  the  hemorrhage 
and  the  cause.  In  all  cases  absolute  quiet  must  be  preserved 
and  the  patient  must  be  kept  in  bed.  The  food  should  he  of 
the  simplest  character  and  no  stimulating  or  hot  drinks  should 
be  permitted.  Expectoration  should  be  aided  by  the  posi- 
tion of  the  patient  and  every  local  and  specific  agent  within 
our  reach.  Morphin  hypodermatically  may  be  necessary  for 
its  sedative  action.  The  temperature  of  the  room  should  be 
low,  the  extremities  should  be  kept  warm  and  yet  the  patient 
should  not  be  burdened  by  excessive  bed-clothing.  Coo!  drinks 
and  bits  of  ice  should  be  administered  by  Ihe  mouth  frequently. 
The  icebag  should  be  applied  to  fbe  chest  in  the  majority  of 
cases.  Cardiac  sedatives  should  always  be  employed  to  pre- 
vent any  undue  pulmonary  arterial  pressure.  Aconite  will 
be  our  first  indicated  remedy  on  account  of  the  nervous  excite- 
ment and  for  the  sake  of  the  arterial  sedation.  The  coagu- 
lability of  the  blood  may  be  increased  by  nitric  acid,  gallic  acid 
and  the  acetate  of  lead.  Calcium  chlorid  (grs.  5-20)  in  solu- 
tion may  also  be  given  four  times  daily  to  increase  the  coagula- 
bility of  the  blood,  Hamamelis,  ipecac,  arnica,  phosphorus 
and  ferrum.  phos.  are  worthy  of  consideration  at  all  times, 
China,  geranium,  trilUum,  sahina,  ipecac  and  millefolium  will 
be  called  for  according  to  indications.  Erigeron  and  secale 
should  also  he  thought  of,  Hydrastin  hydrochloraie  is  one  of 
the  best  remedies  for  long  continued  use  and  such  remedies  aa 
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digitalis,  convallaria,  crategus  and  adonis  vemalis  will  be  called 
into  use  when  the  heart  is  at  fault. 

Pneomorrhafla. — Pulmonary  apoplexy  cixists  when  hem- 
orrhage takes  place  into  the  air  cells  and  the  lung  tissue.  This 
may  or  may  not  be  attended  by  injury  of  the  lung  parenchyma. 
When  the  parenchyma  is  lacerated  the  hemorrhage  will  be 
diffuse,  but  when  there  is  no  parenchymal  rupture  the  effused 
blood  will  be  circumscribed  within  the  air  cells  and  the  in- 
terstitial tissue.  Diffuse  pulmonary  apoplexy  follows  the  rup- 
ture of  a  thoracic  aneurysm  which  is  attached  to  the  lung  sur- 
face. Penetrating  thoracic  wounds  are  most  frequently  the 
cause  of  pneumorrhagia. 

Sfinptoma. — The  symptoms  of  pulmonary  apoplexy  arc 
not  well  defined.  The  diffuse  form  may  give  expression  to  a 
profuse  hemoptysis,  pronounced  dyspnea,  cyanosis  and  collapse. 
The  physical  signs  will  give  evidence  of  sudden  and  extensive 
lung  consolidation.  The  circumscribed  form  will  be  recognized 
with  difficulty.  The  prognosis  is  unfavorable,  as  gangrene  and 
abscess  frequently  result,  should  death  not  occur  as  the  result 
of  the  hemorrhage. 

TreatmeDt. — Treatment  does  not  offer  much  encourage- 
ment. The  patient  should  be  kept  absolutely  quiet  in  bed,  as 
the  object  is  to  encourage  the  formation  of  a  clot  if  possible. 
Cold  applications  to  the  chest  and  bits  of  ice  in  the  mouth 
offer  some  relief  in  arresting  the  hemorrhage.  Ergot  should 
not  be  employed,  though  it  is  possible  to  obtain  some  help 
from  such  remedies  as  secale,  ipecac,  hamamelis  and  hydrastin 
hydrochlorate,  in  the  second  or  third  potencies.  The  cardiac 
stimulants  should  be  employed  when  demanded,  but  at  best  a 
fatal  termination  is  to  be  looked  for. 

Palmonary  EmboUsm. — This  occurs  as  the  result  of  an 
embolic  or  thrombotic  obstruction  of  the  pulmonary  arteries. 
Hemorrhagic  infarction  takes  place  most  frequently  as  the 
result  of  stasis  when  the  pulmonary  circulation  is  feeble.  Dis- 
eases of  the  lungs  and  heart  are  the  most  common  predisposing 
causes,  thrombi  in  the  right  heart  and  the  systemic  veins  often 
being  the  source  of  the  emboli.  Infectious  emboli  may  give 
rise  to  pulmonary  abscesses  and  hemorrhage  infarction. 

FatholotT- — "Embolic  infarctions  are  firm,  airless,  brown 
or  black,  wedged-shaped  masses,  with  their  bases  usually  at 
the  pleura,  which  soon  becomes  lustreless  and  covered  with  a 
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delicate  layer  of  fibrin."  They  may  be  single  or  multiple, 
usually  small  in  size,  and  are  located  most  frequently  at  the 
back  of  the  lower  lobe  though,  in  rare  instances,  a  greater  por- 
tion of  the  lung  may  be  involved.  Leukocytes  and  red  blood- 
eorpusclea  are  found  in  the  air  cells  and  the  alveolar  septa. 
Edema  and  collateral  congestion  are  often  present  and  rarely 
a  pneumonic  consolidation  is  in  evidence. 

Symptoms. — Dyspnea  appearing  suddenly,  the  patient 
making  frantic  efforts  to  get  air,  is  the  most  characteristic 
symptom.  Hemoptysis  is  the  next  important  symptom  and  is 
usually  present  in  case  of  mitral  disease.  A  cottgh  attended 
by  chest  pain  then  follows,  in  which  the  patient  expectorates 
a  dark,  gelatinous  and  mucoid  sputnm.  Many  times  death 
occurs  before  any  suggestive  symptoms  develop.  This  is  al- 
ways true  when  occlusion  of  a  large  branch  of  the  pulmon- 
ary artery  occurs.  In  other  instances  death  may  quickly  fol- 
low the  appearance  of  extreme  dyspnea,  syncope,  convulsions 
and  loss  of  consciousness.  The  physical  sigris  in  the  case  of 
a  well  defined  consolidation  following  the  embolism  consist 
in  increased  fremitus,  dulness,  moist  rales  and  bronchial  breath- 
ing. These  signs  are  often  negative  in  case  of  small  and 
deep  seated  infarctions  and  the  physical  symptoms  are  always 
liable  to  be  influenced  by  the  presence  of  bronchitis,  edema 
and  collateral  consolidation.  A  friction  sound  will  always 
favor  the  diagnosis.  Fever  may  or  may  not  be  present  and 
cardiac  enfeeblement  with  all  its  train  of  symptoms  is  liable 
to  he  present  in  every  case. 

Diagnosis  and  Prognosis. — The  disease  is  diagnosed  by 
the  etiological  history  and  the  sudden  appearance  of  dyspnea, 
cough,  bloody  expectoration,  chest  pain,  the  loss  of  conscious- 
ness, convulsions  and  the  physical  findings  which  reveal  a 
well  defined  consolidated  spot  in  the  lung.  The  prognosis  is 
usually  grave  though  the  absorption  of  the  embolism  is  not 
impossible  in  which  case  the  symptoms  gradually  subside. 
Gangrene  and  abscess  are  possibilities  in  the  case  of  bacterial 
invasions.  A  fibroid  change,  which  leads  to  contraction  and 
occasional  calcification,  sometimes  ensues. 


CHRONIC  INTERSTITIAL  PNEUMONIA. 

This  is  a  chronic  disease  of  the  lungs  in  which  there  is 
an  increase  of  connective  or  fibrous  tissue.     It  is  also  termed 
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fibroid  induration  and  ciirhoBie  of  the  lung.  It  occurs  both 
as  a  primary  and  as  a  secondary  disease,  the  latter  being  more 
frequently  met  with. 

Etlolofy  and  Palholoty. — The  disease  is  rarely  primary 
and  generally  follovrs  prolonged  inflammatory  conditions  of 
the  lungs.  Pulmonary  tuberculosis,  emphysema  and  adhesive 
pleuritiB  predispose  to  it.  Delayed  resolution  following  lobar 
pneumonia  is  an  exciting  cause;  the  exudate  which  fills  the 
air  cells  is  organized  into  connective  tissue.  Atelectasis  from 
compression  may  often  be  an  associate  cause.  Induration  ex- 
tending into  the  lung  tissue  as  a  result  of  broncho-pneumonia 
is  a  most  frequent  cause.  Tuberculosis  in  its  various  degen- 
erative phases  may  predispose  to  it  and  the  same  may  be  said 
of  the  fibrinous  bands  resulting  from  adherent  pleural  mem- 
branes. 

Symptoms. — Cough  which  is  gradually  aggravated  as  the 
disease  progresses  is  a  constant  sign.  There  may  be  a  mucous 
or  sero-mucous  expectoration.  Dyspnea  is  a  persistent  symp- 
tom and  pain  may  attend  the  fibroid  development.  General 
emaciation  and  asthenia  are  also  present. 

Physical  Siins. — The  affected  side  of  the  chest  is  retracted 
while  a  compensating  emphysema  is  noticed  on  the  opposite 
side.  The  side  involved  is  fixed  during  respiration  and  the 
heart  is  drawn  toward  the  affected  side.  When  the  right  side 
is  implicated  the  apex  of  the  heart  will  be  drawn  beyond  the 
right  of  the  sternum  and  when  the  left  lung  ia  affected  the  apex 
will  be  displaced  to  the  left.  The  ribs  are  approximated,  the 
intercostal  spaces  are  obliterated,  the  chest  is  shrunken  and 
the  shoulder  droops,  all  of  these  symptoms  resulting  from  the 
fibrous  contraction. 

By  palpation  the  loss  of  expansile  power  and  increased 
tactile  fremitus  may  be  recognized.  Percussion  generally  re- 
veals the  dull  note  of  consolidation,  while  auscultation  reveals 
the  bronchial  breathing  which  may  become  sonorous  or  caver- 
nous, and  various  dry  and  moist  rales  may  be  beard. 

Prognosis  and  Treatment. — The  disease  generally  runs  a 
chronic  and  uneventful  course.  Death  is  hastened  by  this  dis- 
ease, usually  resulting  from  some  intercurrent  complication 
such  as  pneumonia  or  from  valvular  insufficiency  and  cardiac 
dilatation.  The  treatment  applies  simply  to  maintaining  the 
general  health  and  to  the  relief  of  any  acute  disease. 
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BRONCHO-PNCUHONIA. 

This  is  a.  catarrhal  inflammation  of  the  terminal  bronchi 
and  the  air-vesicleB  which  form  a  pulmonary  lobule,  hence  the 
interchangeable  terms  broncho-pneumonia  and  capillary  bron- 
chitis. It  is  an  infectious  disease  and  should  be  olaasified 
under  that  head,  but  from  cuBtom  it  is  included  among  the 
pulmonary  diseases,  inasmuch  as  a  specific  organism  has  not 
yet  been  discovered. 

Ellolofy. — It  most  fre<iuently  affects  young  children  and 
the  aged,  being  generally  secondary  to  other  diseases.  It  de- 
velops by  extension  from  simple  acute  brouchitiB,  though  the 
inflammation  may  start  in  the  finer  tubes.  Ordinarily  it  is 
bilateral  and  affects  a  large  number  of  the  smaller  tubes.  Pre- 
vious attacks  of  bronchitis,  debility,  alcoholism  in  the  adult, 
and  cachectic  states  predispose  to  it.  Infectious  diseases  and 
rickets  are  common  factors  which  favor  it  in  children.  It 
may  also  develop  as  a  complication  in  typhoid,  smallpox,  ery- 
sipelas and  influenza,  seriously  affecting  the  prognosis. 

PalholotT. — The  lungs  in  broncho-pneumonia  appear 
mottled,  due  to  the  areas  of  atelectasis,  consolidation  and  em- 
physema; the  first  is  recognized  by  the  depression  and  the 
bluish  color;  the  second  are  pinkish  or  yellowish  in  color, 
while  the  emphysematous  areas  are  pale  in  color  and  crepitate. 
The  involvement  concerns  not  only  the  small  bronchi  and  the 
air-vesicles  but  extends  into  the  peribronchial  tissues  and  may 
there  cause  small  septic  foci.  The  exudate  fills  the  vesicles 
and  tubes,  rendering  them  airless,  and  is  composed  of  serum, 
red  cells,  epithelial  cells  from  the  bronchi  and  veBides,  leuko- 
cytes, bacteria  and  fibrin.  This  exudate  finally  undergoes 
resolution  and  its  elements  are  absorbed  or  expectorated.  Air 
again  enters  the  occluded  bronchi  and  air-vesicles  as  recovery 
takes  place.  Should  this  not  occur  connective  tissue  develops, 
which  may  finally  result  in  a  chronic  interstitial  pneumonia. 
Or  an  old  or  new  tuberculous  process  may  develop  and  the 
tubercle  bacilli  may  later  be  found  in  the  sputum. 

Sjrmptoms. — As  broncho-pneumonia  most  frequently  is  a 
secondary  disease,  its  symptoms  resemble  those  of  the  primary 
affection.  Whatever  this  may  be  there  is  usually  a  bronchitis 
of  the  larger  tubes.  Instead  of  this  clearing  up,  the  fever 
continues  or  suddenly  develops  and  is  accompanied  by  marked 
increase  in  the  respirations  (even  to  50  or  60  per  minute) 
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and  often  by  cyAoosis.  The  cough  becomea  diatressing,  fre- 
quent and  accompanied  by  expectoration.  The  pulso  is  accel- 
erated and  may  become  very  feeble  and  irregular.  The  pri- 
mary form  may  develop  suddenly  in  adults  and  resemble  acute 
catarrhal  bronchitis.  The  temperature  is  moderate  (101°- 
10i°  r.)  and  is  irregular.  The  cough  is  attended  with  a  tena- 
cious expectoration  and  may  be  blood  tinged. 

Physical  Si^a. — Rapid  and  labored  breathing  and  cya- 
nosis may  be  observed.  In  children  expiration  is  often  pro- 
longed and  grunting.  Cyanosis  may  be  marked.  Percussion 
sho^vs  dulncas  over  the  consolidated  areas,  though  it  may  be 
masked  by  hyper-resonance.  Auscultation  reveals  the  charac- 
teristic subcrepitant  and  sibilant  rales  heard  both  during  inspi- 
ration and  expiration  and  distinguished  best  at  the  base  and 
back  of  the  lung. 

Dlafnosia. — The  age  of  the  patient,  the  gradual  develop- 
ment of  the  symptoms,  the  preceding  bronchitis,  the  absence  of 
marked  bronchial  breathing,  the  bilateral  involvement,  the  sub- 
crepitant and  sibilant  rales,  the  increased  respiratory  efforts  and 
the  dyspnea  are  positive  signs  which  should  settle  the  diag- 
nosis. The  symptomatology  of  acute  simple  bronchitis  is  not 
confusing.  Lobar  pneumonia  is  usually  unilateral,  the  chill 
and  fever  are  more  pronounced  and  the  characteristic  stages 
are  well  defined,  while  the  pain  of  pneumonia  is  more  marked 
and  the  previous  signs  of  a  bronchitis  are  not  usually  found. 
Pulmonary  edema  points  more  directly  to  cardiac  or  renal 
complications.  Acute  phthisis  presents  generally  an  apes  con- 
solidation, a  more  irregular  temperature  and  the  tuberculous 
cachexia  may  be  present. 

Prognosis. — The  mortality  ranges  from  25  to  50  per  cent. 
It  is  always  a  serious  disease,  especially  in  young  children  and 
in  old  people.  Complicating  diseases  and  faulty  heredity  make 
it  more  unfavorable.  Persistent  dyspnea,  cyanosis  and  ooma 
are  grave  signs,  while  cardiac  disease  or  enfeeblement  are  seri- 
ous complications. 

Treatment. — The  general  care  demands  that  the  patient 
should  be  placed  in  bed  and  kept  there.  The  temperature  of 
the  room  should  be  maintained  at  65°  to  70°  F.  constantly,  and 
the  air  may  be  moistened  with  steam  in  case  of  a  persistent 
cough.  A  sufficiency  of  pure  air  is  a  constant  and  mandatory 
requirement.     The  cotton  jacket  may  be  applied  to  the  chest 
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and  kept  there  until  convalescence  ensues,  though  the  tendency 
of  recent  years  has  been  to  diBcard  all  chest  applications.  Hot 
fomentations  are  occasionally  serviceable,  hut  these,  too,  must 
be  used  with  care  not  to  excite  the  patient  or  encourage  taking 
cold.  A  hot  or  possibly  a  tepid  bath  with  gentle  friction  con- 
stantly maintained  is  essential  in  the  beginning  to  encourage 
rapid  toxic  elimination.  The  bowels  should  also  be  thoroughly 
emptied  and  diuresis  should  be  maintained  by  a  constant  and 
free  use  of  pore  water. 

The  diet  should  be  light  but  nutritious.  The  rapid  devel- 
opment of  the  disease  may  demand  stimulants  of  some  kind 
to  tide  over  the  depressing  stage ;  but  hot  beef  broth  or  whiskey 
added  to  milk  may  suffice.  With  children  it  may  be  best  to 
repeat  the  hot  bath,  taking  great  pains  after  this  to  wrap  them 
in  a  warm  blanket.  It  seems  almost  unnecessary  to  urge 
caution  regarding  exposure  to  drafts,  but  this  consideration  is 
often  overlooked. 

The  remedies  in  the  early  stages  should  be  those  su^ested 
in  simple  bronchitis.  Tartar  emetic  is  most  frequently  indi- 
cated and  covers  a  symptomatology  indicative  of  the  obstruc- 
tive features ;  it  also  relates  to  the  abundant  secretion  of  mu- 
cus causing  the  rattling  sound  and  the  difBcult  expectoration; 
the  third  decimal  potency,  in  four  grain  doses  frequently  re- 
peated for  a  time,  will  give  good  results.  In  older  patients,  in 
which  this  potency  does  not  cause  improvement,  it  may  be  well  to 
use  a  few  doses  of  the  second  decimal  potency,  always  being 
on  guard  lest  nausea  and  vomiting  are  induced.  The  arsenite 
of  antimony  may  many  times  favorably  supplant  this.  Bel- 
ladontui  is  very  often  indicated  for  the  fever  and  congestive 
signs  of  the  first  stage,  and  it  also  answers  well  for  the  con- 
vulsive tendency  which  may  be  observed  in  children  when  the 
fever  is  high ;  the  excessive  thirst  and  the  dry  spasmodic  cough, 
which  is  worse  at  night,  should  also  call  attention  to  this  rem- 
edy. Ipecac,  kali  bichromicum,  aniimonium  crudum,  sulphur, 
hepar  sulphur,  senega  and  opium  also  have  their  sphere  of  use- 
fulness. The  employment  of  any  opiate,  however,  should  be  con- 
sidered only  for  the  exhausting  and  obstinate  cough  as  it  is  lia- 
ble to  retard  the  progress  of  reaolntion.  Bryonia  is  often  indi-  . 
cated  in  the  early  stages  when  pain  is  a  factor  and  croupous 
symptoms  are  pronounced.  Aseleptaa  tuberosa,  aanguinaria  and 
kali  mur.  may  be  compared,  Silphium  aids  the  expectoration  of 
tenacious  mucus  in  much  the  same  manner  as  ammonium  mur., 
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which  may  be  useful  iu  the  later  stages.  Phosphorus,  atannum 
and  drosera  maj  be  prescribed  according  to  their  indications. 
In  this  connection  we  may  mention  again  the  use  of  apomor- 
phia.  Laurocerasus  has  some  efficacy  in  the  spasmodic  coughs 
characteristic  of  this  disease  wherein  dyspnea  and  coughing 
spells,  with  much  expectoration,  are  experienced.  Under  this 
remedy  there  is  a  constant  feeling  as  if  tenacious  mucus  were 
lodged  in  the  throat  and  could  not  be  loosened.  Creosotum 
may  be  indicated  when  the  symptoms  of  hoarseness  and  rough- 
ness are  pronounced.  Sambucus  is  a  good  remedy  when  the 
catarrhal  invasion  seems  to  affect  especially  the  nasal  and 
laryngeal  mucosa.  Squilla,  sanguinaria  and  spongia  may  be 
required  when  the  cough  becomes  extremely  irritable  and  there 
is  much  dryness  of  the  laryngeal  and  bronchial  mucous  mem- 
brana 

The  neceaaity  of  using  stimulants  when  cardiac  weakness 
appears  should  always  be  remembered.  For  this  purpose  it 
may  be  well,  at  all  times,  to  consider  the  use  of  strychnia  (grs. 
1/100-1/40).  Agaricin,  in  the  first  decimal  potency,  will  net 
well  as  a  sustaining  remedy  for  the  weak  heart  in  children. 
Caution  should  also  be  exercised  toward  keeping  the  patient 
extremely  quiet,  as  in  that  way  cardiac  protection  is  observed 
and  a  more  speedy  reparation  of  the  lung  involvement  is 
insured. 


EMPHYSEMA. 


This  term  properly  applies  to  extravasation  of  air  into 
the  interstitial  connective  tissue  of  the  lung.  The  interlobular 
and  vemcular  forms  may  be  considered  for  the  sake  of  study. 
The  former  is  due  to  the  escape  of  air  into  the  interlobular 
connective  tissue  as  the  result  of  a  rupture  of  air  cells.  In- 
juries, such  as  fractured  ribs  and  penetrating  chest  woimds, 
violent  exertion,  violent  paroxysmal  coughing  and  hysterical 
convidsions  may  produce  emphysema.  The  vesicular  form  is 
created  by  a  dilatation  or  enlargement  of  the  alveoli.  There 
are  three  classes  (1)  compensating,  (2)  hypertrophic  and  (3) 
.  atrophic. 

Campenaatlntf  Emphyiema.— This  condition  exists  as  a 
compensation  for  obstructions  in  other  portions  of  the  lung 
or  in  the  opposite  lung.     Pulmonary  tuberculosis,  lobar  pneu- 
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moniaj  adhesive  pleurisy  and  cirrhosie  of  the  lung  lead  to  the 
development  of  a.  compeneating  emphysema  in  the  healthy  Inng 
in  order  to  maintain  normal  function.  This  condition  is 
purely  a  physiological  exaggeration  and  does  not  establish 
any  pathological  condition.  The  symptoms  are  not  pronounced, 
except  as  they  are  observed  in  the  abnormal  functional  activity 
of  the  healthy  lung. 

Hypertrophic  Emphyaema.— Substantive,  idiopathic  or  the 
large-lunged  emphysema  of  Jenner  are  the  other  terms  given 
to  this  form  of  emphysema.  It  is  characterized  by  the  en- 
largement of  the  lungs  because  of  the  extreme  distention  of 
the  air  cells  and  the  pathologic  changes  in  the  alveoli.  It  is 
also  characterized  by  imperfect  aeration  of  the  blood  and 
marked  dyspnea. 

Ellolofy. — The  lung  elasticity  is  lost  on  account  of  a  per- 
sistent high  intra-alveolar  tension.  The  contractile  power  of 
the  lung  is  at  the  same  time  depreciated  so  that  permanent 
dilatation  naturally  follows.  A  congenital  impairment  of  the 
contractibility  of  the  alveoli,  together  with  any  unnatural  pres- 
sure within  the  air  cells  may  be  given  as  usual  primary  causes. 
When  the  nutritive  function  of  the  air  cells  is  impaired  any 
increase  of  intra-alveolar  air  pressure  may  create  the  overdis- 
tention.  This  is  particularly  possible  in  violent  attacks  of 
coughing;  the  extreme  muscular  compression  during  a  cough- 
ing paroxysm  which  causes  an  uudue  strain  upon  the  weak- 
ened lung  structures  and  the  atrophic  condition  of  the  walls 
of  the  air  cells  permits  an  emphysematous  distention.  The 
sternum  and  costal  cartilages  gradually  yield  until  the  thorax 
becomes  rotund.  The  disease  may  have  its  origin  during  child- 
hood. The  defect  in  elastic  fibre  development  or  congenital 
pulmonary  weakness  may  be  contributing  factors.  Asthma,  . 
bronchitis  and  whooping  cough  are  frequently  attending  causes. 
Occupation  should  also  be  considered,  as  heavy  lifting,  violent 
muscular  straining  or  the  extreme  lung  activity  demanded  of 
players  on  wind  instruments  or  glass  blowers  are  liable  to 
develop  it.  Heredity,  no  doubt,  has  its  influence  and  advanced 
life  must  of  necessity  contribute  a  loss  of  lung  elasticity  which 
favors  it. 

Pathology. ^ — The  imperfect  elasticity  is  the  most  charac- 
teristic sign ;  the  lunge  do  not  retract  normally  and  are  found 
at  the  autopsy  encroaching  upon  the  mediastinum.     The  color 
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18  changed  to  a  pale  gray  ■with  spota  of  dark  pigmentation. 
The  thorax  ia  enlarged  and  the  arch  of  the  diaphragm  is  de- 
preased.  The  substance  of  the  lung  tissue  is  soft  and  pits 
on  pressure.  On  section  it  is  found  to  be  dry  and  bloodless. 
The  dilated  air  vesicles  vary  in  size.  The  septa  are  partially 
obliterated,  the  alveolar  walls  are  thin  and  by  perforation  there 
may  be  a  communication  of  air  cells  causing  large  air  sacs. 
The  elastic  fibres  become  atrophied  while  the  smooth  muscular 
fibres  are  sometimes  hypertrophied.  The  capillaries  degen- 
erate and  the  epithelium  of  the  air  cells  undergoes  a  fatty 
metamorphosis.  Beneath  the  pleura  air  bubbles  may  be  found 
and  in  the  anterior  borders  of  the  lungs  air  blebs  or  bullae  are 
often  discovered. 

A  bronchitis  may  be  associated  with  emphysema  and  the 
bronchial  structure  is  liable  to  manifest  a  similar  degenerative 
condition.  The  heart  is  pushed  down  and  back;  hypertrophy 
and  dilatation  are  observed  in  the  right  heart  on  accoimt  of 
the  obstructed  pulmonary  circulation.  The  pulmonary  artery 
and  its  branches  become  atheromatous.  The  liver  and  other 
abdominal  organs  suffer  from  a  portal  stasis,  while  the  kid- 
neys may  show  vital  changes  from  the  same  cause. 

Synplomv. — The  characteristic  symptoms  appear  in  asso- 
ciation with  the  predisposing  disease,  particularly  bronchitis 
and  asthma..  Dyspnea  is  the  most  pronounced  sign  and  this 
depends  upon  the  degree  of  dilatation  in  the  air  cells.  The 
respiratory  effort  is  unusually  emphasized.  Cyanosis  is  a  fea- 
ture which  appears  as  the  result  of  cardiac  and  pulmonary 
insufficiency.  Cough  is  another  symptom  of  prominence  and 
jfl  noticed  mostly  in  conjunction  with  bronohitic  and  asthmatic 
attacks.  The  patients  invariably  find  that  excessive  exercise 
excites  the  dyspnea  and  other  attendant  symptoms.  The  dysp- 
nea finally  becomes  continuous,  with  slight  exacerbations. 
Orthopnea  may  exist  and  the  labored  reapiratiou  of  asthma 
may  frequently  appear.  In  these  conditions  we  find  the  ex- 
piration prolonged  and  labored ;  the  accessory  respiratory 
muscles  are  called  into  use  and  spasm  of  the  bronchial  tubes 
18  liable  to  take  place.  Circulatory  obstruction  is  evident  by 
the  tui^dity  of  the  face  and  neck.  This  disturbance  of  the 
systemic  circulation  may  give  rise  to  hemoptysis.  Patal  hem- 
orrhages have  occurred. 

The  general  symptoTna  of  emphysema  are  manifest  only 
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after  the  condition  has  existed  for  some  time.  There  iB  a 
gradual  Iobb  of  Qeah  and  strength,  the  patient  is  etoop-shouldered 
and  there  is  evidence  of  a  progressive  cyanosis.  Dilatation 
of  the  right  ventricle  is  a  frequent  sequela. 

Physical  Si<ll».— The  barrel-shaped  che$t  is  characteristic. 
The  sternum  and  the  costal  cartilages  bulge  and  the  prominence 
of  the  infraclavicular  and  mammary  regions  give  a  peculiar 
rotund  appearance  to  the  thorax.  The  clavicles  and  cervical 
muscles  are  prominent  and  the  stooping  posture  is  due  to  the 
antero-poaterior  curvature  of  the  spina  The  intercostal  spaces 
are  widened  and  depressed.  As  the  lungs  are  in  a  state  of 
extreme  expansion  the  respiratory  action  is  vertical.  The 
lower  thoracic  and  upper  abdominal  regions  may  be  retracted 
during  inspiration.  The  respiratory  effort  is  labored,  the  dia- 
phragm and  respiratory  muscles  undergoing  violent  activity. 
During  the  coughing  spasm  the  supraclavicular  lung  area  is  ex- 
cessively inflated,  causing  the  so-called  emphysematous  tumor. 
There  is  also  a  marked  increase  in  the  antero-posterior  diam- 
eter of  the  cheat. 

On  palpation  we  find  diminished  vocal  fremitus  and  a 
feeble  or  absent  cardiac  apex-beat.  The  engorgement  of  the 
right  ventricle  and  cardiac  displacement  creates  epigastric  pul- 
sation and  a  systolic  shock  over  the  ensiform  cartilage.  Per- 
cttssion  shows  hyper-reaonance  which  may  at  times  be  tympan- 
itic. The  cardiac  and  hepatic  areas  of  dulness  are  greatly 
obliterated  and  the  splenic  dulness  is  somewhat  lowered.  By 
auscultaiion  we  discover  a  short  and  feeble  inspiration  and 
prolongation  of  the  expiratory  sound.  The  normal  ratio  of 
the  two  sounds  ia  in  a  typical  case  exactly  reversed.  The  ex- 
piratory sound  is  often  harsh  and  may  be  accompanied  by 
both  coarse  and  moist  rSlea,  which  are  more  distinct  when  bron- 
chitis exists.  In  the  interlobular  variety  a  dry  friction  sound 
is  heard.  The  pitch  is  somewhat  lowered.  The  heart  sounds 
are  indistinct,  though  in  case  of  right  ventricle  dilation  a  tri- 
cuspid regurgitant  murmur  is  recognized. 

Diagnosis. — The  physical  signs,  the  characteristic  symp- 
toms defined  above,  the  long  duration  of  the  disease  and  the 
predisposing  conditions  of  heredity  and  occupation  will  make 
the  diagnosis  certain.  Pneumothorax  is  unilateral,  motion  is 
limited  on  the  affected  side,  the  percussion  note  is  amphoric 
and  the  development  is  sudden.     The  slower  course  of  emphy- 
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eems,  the  absenoe  of  fever  and  the  hTper-resonance  should  dis- 
ticguiBh  from  pleurisy  with  effusion,  wbieh  ia  usually  uni- 
lateral. 

Profnosia. — When  empbTsema  is  once  established  a  posi- 
tive cure  is  improbable.  If  taken  in  hand  during  the  incipient 
stage  some  relief  may  be  expected  from  measures  directed  to 
the  inciting  causes.  Attending  bronchitis,  pneiunonia,  RStlima 
or  cardiac  weakness  will  intensify  the  emphysematoua  symp- 
toma.  Benal  complications  make  the  prognosis  more  unfavor- 
able. While  the  patient  may  live  for  years  and  the  disturb- 
ing symptoms  may  from  time  to  time  improve,  any  intercur- 
rent disease  may  terminate  life. 

Treatment. — Our  first  effort  should  be  to  care  for  and 
remove  any  contributing  disease.  Thus  our  attention  will  nat- 
urally be  called  to  the  treatment  of  attacks  of  bronekitia  which 
invariably  aggravate  the  emphysema.  This  will  be  aooom- 
plisbed  by  the  measures  and  agents  outlined  under  that  disease. 
Any  occupation  which  excites  unusual  lung  activity  must  be 
given  up.  Any  hereditary  tendency  must  be  considered  care- 
fully. The  diet  should  be  studied  with  a  view  to  correct  any 
digestive  disturbance.  Alcohol,  irritating  and  rich  foods  must 
be  interdicted.  The  heart  should  be  protected  against  any 
unusual  strain  and  if  it  shows  any  evidence  of  failing  to  do 
its  work  remedies  should  be  immediately  given  to  supp^'t  it. 
The  nervous  system  should  be  relieved  from  any  unnacural 
excitement.  In  the  chronic  state  the  patient  should  be  in- 
structed in  practical  lung  gymnastics  and  an  outdoor  life  should 
be  encouraged. 

Asthma  and  violent  paroxysms  of  coughing  should  be 
treated  as  previously  outlined.  Phosphorus,  grindelia  robusta^ 
ammonium  mur.,  hepar  sulph.,  ipecac,  tartar  emetic,  silphium,, 
drosera,  calcarea  iodid,  kali  hydriodicum,  atropin  and  glonoin 
will  frequently  be  indicated.  The  heart  may  be  sustained  by 
strychnia,  spartein,  digitalis,  adonis  and  agaricin. 

Senile  Emphysema. — This  has  been  termed  the  small- 
lunged  emphysema  as  it  represents  a  senile  atrophy  of  the  lung 
parenchyma.  The  alveolar  walls  are  atrophied  to  such  an 
extent  that  the  air  cells  coalesce  and  as  a  result  large  air  sacs 
are  produced.  The  normal  amount  of  air  in  the  lungs  is  re- 
duced and  the  chest  cavity  is  not  filled  by  the  lungs.  The 
chest  is  contracted,  the  ribs  approximate  closely  and  none  of 
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the  marked  rotundity  of  the  hypertrophic  form  is  obeerred. 
The  Bjmptoma  are  decidedly  negative  and  no  treatment  is  of 
any  avail. 


GANGRENE  OF  THE  LUNGS. 

Etiolofy. — Pulmonary  gangrene  develops  only  when  the 
lung  tissue  is  sufficiently  depreciated  to  permit  infection  by 
inhalation  or  through  the  pulmonic  circulation.  Therefore, 
malnutrition,  renal  dieeaseB,  diabetes  or  protracted  fevers  favor 
it.  Lobar  pneumonia,  broncbiectasie  or  a  tuberculous  cavity 
may  act  as  local  causes,  as  may  thoracic  contusions,  esophageal 
oarcinoma,  tumor  or  aneurysmal  pressure  or  pulmonary  embol- 
ism. An  embolus  from  a  gangrenous  area  is  a  common  cause. 
Thrombosis  of  one  of  the  larger  branches  of  the  pulmonary 
artery  during  typhoid  may  produce  it.  Foreign  bodies  are 
the  most  frequent  causes  and  may  enter  the  lungs  during  swal- 
lowing, by  inhalation,  and  by  perforation  by  malignant  growths. 
The  entrance  of  the  bacteria  of  putrefaction  is  looked  upon 
as  a  possible  etiologic  factor.  Infective  diseases  of  the  mouth, 
pharynx  or  tongue  and  in  fact  any  systemic  poison,  may  be 
etiologic  factors. 

Palholoty< — Pulmonary  gangrene  may  occur  in  two  forms 
—as  a  diffuse  and  a  circumscribed  process.  The  diffuse  vari- 
ety is  rarely  observed.  It  may  appear  secondarily  to  the  cir- 
cumscribed form  or  in  conjunction  with  pneumonia  or  as  the 
result  of  occlusion  of  a  large  branch  of  the  pulmonary  artery. 
When  it  exists  an  entire  lobe  or  the  greater  portion  of  one 
lung  may  be  involved  in  the  gangrenous  degeneration.  The 
circutnscribed  form  shows  a  well  defined  line  of  demarcation 
between  the  gangrenous  and  healthy  tissue;  there  may  be  sev- 
eral similar  foci  in  the  same  lung.  The  lower  lobe  is  most 
frequently  affected  and  the  periphery  is  involved  oftener  than 
the  central  portion.  The  gangrenous  area  is  greenish-brown 
in  color,  and  as  softening  takes  place  a  cavity  containing  green- 
ish offensive  fluid  is  formed.  Outside  of  this  there  exists  an 
area  of  extreme  congestion  or  consolidation  and  still  outside 
of  this  there  is  a  zone  of  edema.  Embolic  gangrene  is  a  fre- 
quent example  and  it  is  generally  found  in  dose  proximity  to 
the  pulmonary  pleura.  Large  vessels  may  be  involved,  thus 
causing  hemorrhage  and  the  pleura  may  be  perforated,  oans- 
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ing  pyo-pneumothorax.  Circumscribed  abecese  of  the  lung  hae 
a  peculiarly  intimate  relation  to  cerebral  abBcesB. 

Symptoms. — The  symptome  vary  according  to  the  primary 
process.  Irregular  fever,  emaciation  and  profound  prostration 
are  observed  but  are  not  diagnoBtic.  Vomiting,  sweating,  diar- 
rhea and  the  pulmonary  symptoms  of  the  complicating  disease 
may  be  evidence.  Severe  pain  exists  when  the  pleura  is  in- 
volved. Dyspnea  is  variable.  Hemoptysis  is  liable  to  exist 
in  certain  caseB.  Cough  may  be  present  and  accompanied  by 
a  horribly  fetid  and  profuse  expectoration.  The  sputum  sepa- 
rates into  three  layers,  the  upper  being  frothy,  mucopurulent 
and  grayish-yellow  in  color,  the  middle  layer  is  clear  and 
watery,  while  the  bottom  layer  is  of  a  greenish-brown  color, 
containing  shreds  of  lung  tissue,  blood  and  pus. 

The  physical  signs  are  not  marked  in  obscure  cases,  but 
when  the  lesion  is  clearly  defined  the  signs  of  consolidation 
are  soon  followed  by  the  evidence  of  a  cavity.  Bronchitis  is 
recognized  and  moist  bronchial  rales,  which  are  often  coarse, 
and  cavernous  rales  are  present. 

Diagnosis.— The  physical  findings  and  the  symptoms  de- 
fined above,  together  with  the  horrible  fetor  of  the  breath  and 
the  characteriBtic  sputum  will  be  guiding  indications.  In^ 
fetid  bronchitis  the  symptoms  are  more  favorable  and  slower 
in  development,  while  the  fetor  of  the  sputum  and  the  breath 
IB  not  so  pronounced. 

Projnofis. — A  fatal  result  is  liable  to  occur  in  the  space 
of  a  week  or  ten  days.  There  are  rare  recoveries  from  the 
circumscribed  form.  The  causes  of  death  are  found  in  hem- 
orrhage,  eidiaustion,  peritonitis,   pleurisy  and  pneumothorax. 

Treatment. — The  patient's  strength  must  be  sustained  by 
stimulants  and  nourishing  foods.  Antiseptic  inhalations  have 
been  suggested  as  valuable.  Creosote,  iodin,  carbolic  acid  and 
broTtiin  are  useful  for  this  purpose.  The  surgical  treatment 
by  incision  and  drainage  has  been  reported  as  successful  in 
a  number  of  cases  and  our  greatest  hope  lies  in  these  measures. 


ABSCESS  OF  THE  LUNGS. 
Etiolofy. — A  circumscribed  collection  of  pus  in  the  lungs 
may  exist  in  association  with  other  diseases.     There  may  be 
a  predisposing  condition  when  malnutrition  is  present.     Strep- 
tococci, the  diplococcus  pneumoniae  and  Friedlander's  bacillus 
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have  been  found.  A  single  abscesa  may  derelop  from  a  frac- 
tured rib  or  other  chest  injuriea.  Pneumonia  is  a  freqnent 
cause.  Perforation  of  the  lung  as  the  result  of  carcinoma  of 
the  esophagus,  absceas  of  the  liver  or  auppurating  hydatids 
may  reault  in  pulmonary  abscess.  Multiple  abacesses  come 
from  pyemic  infection  following  emboli,  hemorrhagic  infarc- 
tion, sappuratiog  bronchial  glands  or  other  infections.  For- 
eign bodies  and  purulent  pleurisy  are  sometimes  causes. 

Patholofy^ — Pus  and  degenerated  lung  tissue  are  the  char- 
acteristic pathological  signs.  The  abscesses  vary  in  size;  a 
whole  lobe  of  the  lung  may  be  involved  and  rupture  into  the 
pleura  may  take  place,  but  more  commonly  they  range  in 
size  from  that  of  a  filbert  to  that  of  a  small  orange.  The 
walls  are  irregular  and  ragged  bat  in  old  cases  they  may  be 
composed  of  firm  fibrous  tissue.  The  suppurative  process  may 
occur  as  a  diffuse  purulent  infiltration. 

Symptoms. — The  usual  signs  of  pyemic  infection  may  gen- 
erally be  recognized  in  the  chills,  the  hectic  fever"  and  the 
persistent  sweating.  Especially  valuable  is  the  history  of  an 
antecedent  pneumonia  or  septic  process.  The  sudden  discbarge 
of  a  large  amount  of  purulent  sputum  will  aid  in  making  the 
diagnosis.  The  odor  is  offensive,  but  not  aa  bad  as  in  gan- 
grene of  the  lung  or  fetid  bronchitis.  Particles  of  lung  tissue 
and  elastic  fibres  may  be  found  in  the  pus.  The  physical 
diagnosis  may  reveal  the  presence  of  consolidation  and  cavities 
if  they  are  of  fair  size.  This  is  possible  only  when  the  abscess 
is  large.  The  prognosis  is  usually  unfavorable,  as  the  systemic 
infection  is  liable  to  be  extreme  before  the  abscess  is  discovered. 
Abscess  following  pneumonia  is  more  favorable  than  any  other 
form. 

Treatment. — When  abscess  exists  in  the  lungs  we  should 
resort  to  every  means  possible  to  sustain  the  patient's  strength. 
Stimulation  by  whiskey  is  probably  our  best  measure  for  this 
purpose.  Tonics  may  he  of  some  value  in  certain  cases;  sus- 
taining food  is  a  necessity.  Antiseptic  inhalations  are  recom- 
mended containing  such  drugs  as  creosote,  thymol,  etc.,  and 
may  be  serviceable.  Surgery  seems  to  be  our  best  resort  and 
this  is  particularly  true  when  the  abscess  is  situated  near  the 
surface.  Such  remedies  as  echinacea,  arnica,  bryonia,  hepar 
stUphur,  sulphur,  iodoform,  gtuiiacol,  siUcea,  cinchona  and 
araenieum  iodid  should  be  considered,  and  may  aid  much  in 
combating  the  symptoms  aa  they  develop. 
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PNEUMONOKONIOSIS. 

This  term  is  used  to  define  those  forms  of  lung  fibrosis 
or  chronic  interstitial  pneumonia  due  to  the  inhalation  of  dust 
in  various  occupations.  Anth/rticosis  is  referred  to  as  a  coal 
miner's  disease;  aideroais  is  the  term  employed  when  the  dis- 
ease is  excited  by  the  inhalation  of  metallic  dust  and  chalicosia 
is  due  to  the  inhalation  of  mineral  dusts. 

AnthracoBts  is  a  characteristic  form  of  the  disease  and  it 
is  observed  in  its  most  typical  form  in  those  regions  in  which 
the  atmosphere  is  well  laden  with  the  carbon  particles.  When 
the  ciliary  action  of  the  mucous  membrane  is  impaired  these 
dust  particles  gain  entrance  to  the  lungs  with  the  inspired  air. 
These  pierce  the  mucosa  and  reach  the  lymph-spaces  and  the 
lymph  vessels  and  from  this  point  they  are  conveyed  to  more 
remote  points  by  the  leukocytes.  Arnold  says  that  they  are 
"first  carried  to  the  lymph-nodules  surrounding  the  bronchi 
and  blood  vessels ;  to  the  interlobular  septa  beneath  the  pleura, 
where  they  lodge  in  and  between  the  tissue-element ;  and  along 
the  laiger  lymph-channels  to  the  substernal,  bronchial  and 
tracheal  glands,  in  which  the  stroma-cells  in  the  follicular  cord 
dispose  of  them  permanently  and  prevent  them  from  entering 
the  general  circulation."  In  rare  instances  the  carbon  particles 
may  enter  the  general  circulation  when  the  bronchial*  glands 
become  adherent  to  the  pulmonary  veins.  Chranic  bronchitis 
succeeded  by  emphysema  usually  follows  the  primary  anthra- 
cosis,  though  the  presence  of  carbon  particles  in  the  proto- 
plasmic cells  may  be  the  only  changes  observed  in  the  lungs. 
A  chronic  interstitial  inflammation  follows  as  the  result  of  Uie 
proliferation  of  the  connective-tissue  elements.  This  fibroid 
change  starts  in  the  peribronchial  lymph-structures,  and  may 
involve  the  bronchial  and  tracheal  glands.  The  affected  part 
of  the  lung  is  coal-black  in  appearance,  solidified  and  airless ; 
the  alveolar  walls  may  be  thickened  and  pleuritic  adhesions 
may  also  exist  The  areas  of  fibrosis  vary,  large  portions  of 
lung  tissue  often  being  implicated.  Cavities  containing  a  dark 
fluid  may  appear  as  the  result  of  necrotic  softening.  Pulmon- 
ary tuberculosis  is  a  common  sequela  of  this  disease. 

Chalicosia  is  observed  among  those  who  work  at  stone 
cutting,  or  it  may  be  found  among  the  scissor  and  knife  grind- 
ers. Interstitial  changes  similar  to  those  of  anthracosis  take 
place  in  the  pulmonary  connective-tissue.     Fibrous  nodules 
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haTiDg  a  gray  center  and  dark  periphery,  and  diffuse  sclerotic 
areas  are  the  characteristic  phases  of  the  pathology.  These 
are  dense  and  are  cut  with  difficulty.  The  cut  surface  usually 
has  a  gray  color,  and  a  polished  appearance. 

Siderosis  is  recognized  among  those  who  follow  the  occu- 
pation of  dyeing,  ironsmithing,  etc.,  the  term  referring  to  a 
collection  of  iron  oxid  in  the  lungs.  Similar  conditions  may 
be  noticed  among  grain  shovelers,  cotton  spinners  and  cigar 
makers.  The  pathological  changes  are  similar  to  those  of  the 
other  forms  of  this  disease,  except  the  color  of  the  affected 
areas  is  red  instead  of  black. 

Symptoms. — Chronic  brmichitis  is  the  characteristic  con- 
dition which  follows  prolonged  exposure  to  these  exciting  causes. 
In  rare  instances  the  onset  may  be  characterized  by  an  acute 
bronchitis.  Emphysema  soon  succeeds  the  chronic  bronchitis, 
while  symptoms  of  asthma  and  dyspnea  may  appear.  The 
sputum  in  anthracosis  is  dark,  in  chalicosis  particles  of  silica 
will  be  found  upon  microscopical  investigation,  while  in  side- 
rosis the  expectoration  is  red  in  color.  The  mucopurulent 
characteristics  of  the  sputum  soon  develop  and  the  bacillus 
tuberculosis  may  be  present  later.  The  physiad  signa  are  those 
of  bronchitis  with  emphysema  to  which  may  be  added  those 
of  intastitial  pneumonia  and  even  cavity  formation  in  seme 
cases. 

Dlafnosis,  Profnosis  and  Treatment.— The  history  of  the 
case,  the  character  of  the  spntum,  the  signs  of  bronchitis  and 
emphysema  and  later  the  evidence  of  developing  phthisis  will 
usually  suffice  to  make  the  diagnosis.  The  prognosis  is  only 
favorable  providing  climatic  and  hygienic  changes  may  be 
made  before  the  disease  is  well  advanced.  The  pathologic 
condition  favors  the  development  of  tuberculosis  end  new 
growths.  Treatment  should  consider  a  change  of  occupation 
and  a  residence  in  a  climate  where  pure  air  is  obtainable.  So 
far  ae  remedies  are  concerned  they  are  the  same  as  are  indi- 
cated in  the  different  forms  of  bronchitis. 


PULMONARY  CARCINOMA. 

Malignant  growths  in  the  lungs  are  generally  secondary 
to  a  simitar  development  in  other  parts  of  the  body  though 
they  may  rarely  be  a  primary  affection.  All  forms  of  carci- 
noma may  exist.     It  may  occur  also  by  extension  or  contiguity. 
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Etlolofy. — The  cause  of  primary  cancer  is  the  same  as 
when  it  appears  in  other  parts  of  the  body.  The  female  is 
afflicted  more  than  the  male,  as  secondary  carcinomas  most 
frequently  follow  a  similar  malignant  growth  in  the  breast. 
Extension  of  carcinoma,  by  continuity  or  contiguity  or  through 
the  blood  or  lymph  channels,  is  the  source  of  development.  The 
disease  rarely  appears  before  middle  age.  Heredity  is  claimed 
as  a  predisposing  factor. 

Pathology* — Encephaloid  epithelioma  and  scirrhus  are 
the  usual  varieties  of  the  primary  form.  Of  these,  epitheliomas 
are  more  common.  Primary  cancer  is  generally  unilateral  and 
may  involve  the  greater  portion  of  one  lung.  The  upper  part 
of  the  lung  and  the  pleura  are  most  frequently  involved,  while 
the  neighboring  glands  usually  manifest  a  simultaneous  inva- 
sion. The  secondary  forms  are  characterized  by  small  and 
multiple  nodules  which  are  distributed  throughout  both  lungs. 
Those  of  softer  character  display  a  degenerative  condition  in 
the  central  portion  of  the  tumor. 

SymiitoniS. — The  symptoms  present  various  features  de- 
pending upon  the  degree  of  carcinomatous  development  and 
the  location  of  the  growth.  Pain  may  be  observed  when  the 
pleura  is  invaded.  As  the  tumor  develops  respiration  is  in- 
terfered with  and  later  compression  may  interfere  with  nor- 
mal circulation.  The  compression  may  become  so  extreme 
as  to  invade  the  esophagus  or  press  upon  the  recurrent  laryn- 
geal nerve,  thus  causing  dysphagia  or  aphonia  and  hoarseness. 
Bronchitis  is  an  attending  symptom  of  great  frequence  and 
a  constant  cough  may  be  in  evidence.  Dyspnea  and  cyanosis 
are  present  when  the  pulmonary  function  is  depreciated  or 
when  compression  obstructs  the  pulmonary  circulation.  Other 
symptoms  resemble  the  general  features  of  carcinomatous  de- 
velopment. 

Physical  Sitns. — These  depend  greatly  upon  the  character, 
size  and  location  of  the  tumor.  The  thoracic  walls  become 
unduly  prominent  in  the  case  of  large  growths,  and  some  evi- 
dence of  a  tumor  may  be  noticed  by  inspection.  Thoracic 
edema  and  enlargement  of  the  cervical  and  axillary  glands  are 
valuable  signs.  The  tactile  fremitus  is  diminished  or  absent, 
the  percussion  note  ia  flat  and  auscultation  reveals  friction 
sounds.  The  respiratory  sounds  are  greatly  weakened  and 
bronchial  breathing  or  signs  of  a  lung  cavity  may  exist. 
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Diainoais. — The  general  hietory  and  the  pbTsical  eigns 
jnst  mentioned  will  aid  in  making  a  diagnosis.  Ptiimonary 
txihereulosis  is  differentiated  b;  the  febrile  and  physical  signs 
of  that  disease,  but  more  particularly  by  the  microscopic  exam- 
ination.    Fibroid  induration  has  a  slower  course. 

Prognosis. — The  inevitable  tendency  of  this  disease  is 
toward  asthenia,  emaciation  and  death,  the  latter  occurring  in 
from  six  months  to  one  or  two  years.  It  may  be  due  to  hem- 
orrhage, asphyxia  or  asthenia. 

Treatment, — As  operative  treatment  is  impossible  our  at- 
tention must  be  directed  to  the  relief  ot  symptoms  as  they 
appear.  Possibly  the  X-rays  may  be  of  some  value  in  giv- 
ing relief  from  pain. 


HYDATIDS  OP  THE  LUNGS. 

These  occur  generally  as  a  secondary  invasion  from  some 
other  organ.  The  liver  is  most  frequently  the  seat  of  origin 
and  the  lungs  are  invaded  by  perforation  through  the  dia- 
phragm or  by  way  of  the  circulation.  In  addition  to  the 
symptoms  which  characterize  the  involvement  of  the  liver  we 
may  observe  pain  in  the  chest,  an  irritating  cough  and  some- 
times bloodstained  expectoration.  The  physical  signs  will 
show  a  lung  consolidation  or  a  pleural  effusion.  The  vocal 
fremitus  is  dimiuiahed,  expansion  is  imperfect,  percussion 
shows  dulness  and  the  respiratory  murmur  is  absent  To  make 
a  positive  diagnosis  we  must  find  some  evidence  of  the  eclii- 
noooccus  in  the  sputum.  The  affection  is  incurable  and  may 
be  attended  by  serioua  suffering  as  the  growth  attains  large 
size.  The  treatment  yields  little  hope  unless  an  operation 
may  be  performed  when  the  lung  periphery  is  the  seat  of  the 


DISEASES  OF  THE  PLEURAE. 


PLEUBISY. 


Pleurisy  or  pleuritis  is  an  inflammation  of  one  or  both 
pleural  membranes  and  is  subject  to  various  classifications  ac- 
cording to  etiologic  and  pathologic  conditions.  It  may,  there- 
fore, be  considered  as  a  primary  or  a  secondary  inflammation 
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and  may  be  characterized  according  to  the  infectious  agent 
ae  tuberculoua,  septic,  carcinomatouB,  etc.  A  pathologic  dif- 
ferentiation recognizes  a  local  or  general  pleurisy  and  again 
a  plastic  pleurisy  or  pleurisy  with  effusion.  A  further  divi- 
sion according  to  duration  gives  rise  to  such  terms  as  acute, 
subacute  and  chronic  pleurisy. 

The  cause  of  pleurisy  may  be  traced  to  some  micro-organ- 
ism, or  its  toxic  product.  The  bacillus  of  tuberculosis,  the 
streptococcus  pyogenes,  the  staphylococcus,  the  diplococcos 
pneumoniae,  the  typhoid  bacillus,  the  gonococcus,  the  ameba- 
ooli,  the  bacillus  of  influenza  and  of  anthrax  as  well  as  Fried- 
lander's,  and  the  colon  bacillus  hare  all  been  found  in  the 
exudate.  In  case  of  empyema  we  shall  «q>ect  to  find  the 
micrococcus  lanceolatus  and  the  streptococcus  as  the  particular 
causative  agents. 


ACUTE  PLASTIC  PLEURISY. 

Etlolofy. — This  is  the  dry  or  fibrinous  form  of  pleurisy 
and  may  appear  as  a  primary  or  secondary  disease.  In  the 
primary  form  it  is  of  rare  occurrence  and  usually  may  be 
traced  to  a  latent  infection  which  is  excited  by  some  acute 
irritation.  Exposure  to  cold,  changes  in  the  weather  and 
traumatism  are  r^arded  as  factors  which  induce  it.  The 
aecondary  form  is  more  common  and  OHUally  arises  by  ex- 
tension from  adjacent  oi^ans  like  the  lungs.  Therefore,  pneu- 
monia and  broncho-pneumonia  are  usually  the  primary  causes 
of  this  secondary  condition.  Other  diseases  of  the  lung  like 
cancer,  abscess,  gangrene  and  hemorrhagic  infarcts  may  induce 
it  when  the  lung  surface  becomes  involved.  It  is  a  frequent 
attendant  of  the  chronic  form  of  pulmonary  tuberculosis,  and 
may  arise  by  extension  from  a  hepatitis,  pericarditis  or  even 
from  a  general  peritonitis  by  way  of  the  lymphatics.  Chronic 
alcoholism  and  nephritis  are  also  r^arded  as  predisposing 
factors. 

Patholoty' — The  affected  part  of  the  pleura  shows  a 
marked  circumscribed  inflammation,  a  dull  and  nonglistening 
surface,  while  minute  ecchymoses  are  observed  and  as  the 
exudate  increases  the  surface  becomes  rough  and  shaggy.  The 
exadate  may  became  thick  and  have  a  yellowish-gray  color. 
Numerous  embryonic    round  cells    also   are    included   in  its 
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meahes,  while  blood  vessels  and  connective  tissue  maj  consti- 
tute a  part  of  the  inflammator7  product.  Adhraion  of  the  op- 
posing surfaces  usually  takes  place,  though  absorption  of  the 
exudate  maj  occur  in  mild  forms. 

Syraptoms. — In  the  milder  forms  the  symptoms  may  not 
be  marked,  though  the  onset  is  usually  announced  by  a  chill 
or  chilliness  and  sharp,  sHtchtng  pains  in  the  affected  side. 
Inspiration  and  the  slightest  motion  always  aggravate  the  pain 
and  for  that  reason  the  patient  usually  lies  quietly  upon  the 
affected  side  or  supports  it  with  his  hands.  A  dry  and  dis- 
tressing cough  usually  attends,  while  the  inspiration  is  short, 
hurried  and  painful.  Fever  is  moderate  (lOl'-lOS"  P.)  and 
not  in  proportion  to  the  suffering.  The  pidse  is  small,  soft 
and  slightly  increased  in  frequency.  The  more  severe  cases 
are  ushered  in  by  a  pronounced  chill,  the  pain  is  excruciating, 
the  fever  is  high  (104°-105''  F.)  the  pulse  is  tense  and  erratic, 
while  prostration  is  profound. 

The  physical  signs  are  distinctive.  Inspection  will  reveal 
the  characteristic  respiration  and  the  restricted  movement  of 
the  affected  aide,  which  may  be  confirmed  by  palpation.  Aus- 
cultation will  detect  the  friction  sound  which  is  most  intense 
at  the  end  of  inspiration.  When  the  fibrinous  exudation  takes 
place  palpation  will  reveal  decreased  tactile  fremitus  while 
perciission  shows  a  slight  degree  of  dulness.  Auscultation  will 
disclose  the  peculiar  friction  or  rubbing  sound  during  inspira- 
tion and  expiration,  but  most  marked  upon  deep  inspiration. 

Dia^osis.— The  friction  sound  plus  the  cardinal  symp- 
toms mentioned  above  are  usually  sufficient  to  establish  a  diag- 
nosis. Intercostal  neuralgia  has  many  similar  symptoms,  but 
is  not  accontpanied  by  fever  and  friction  soimds,  and  is  further 
characterized  by  the  painful  pressure-points.  Pleurodynia 
may  possibly  be  mistaken  for  the  dry  form  of  pleurisy,  but 
the  absence  of  a  friction  sound  and  other  symptoms  of  pleurisy 
will  differentiate  it. 

Profnosis. — This  will  vary  in  accordance  with  the  severity 
of  the  attack.  The  ordinary  case  shows  a  subsidence  of  8,>Tnp- 
toms  in  a  few  days  and  the  pathologic  condition  should  dis- 
appear in  a  few  weeks,  under  proper  treatment.  One  attack 
naturally  predisposes  (o  another  and  repeated  seizures  may 
lead  to  pleural  thickening  and  adhesions.  The  lung  expansion 
is  liable  to  be  restricted  for  a  long  time  unless  proper  physical 
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exercises  are  employed.     Kepeated  attacks  of  pleurisy  always 
indicate  an  incipient  tuberculosis. 

Treatment* — Pain  is  generally  so  severe  that  morphin  may 
be  necess&iy  for  relief  and  for  the  same  purpose  it  is  essential 
to  keep  the  patient  in  bed  and  in  the  position  which  assures 
the  most  comfort.  Local  applications  are  not  always  required, 
though  nothing  gives  so  much  relief  as  the  constant  applica- 
tion of  the  icebag  over  the  circumscribed  spot.  Some  prefer 
hot  applications.  There  is  a  wide  difference  of  opinion  as 
to  the  efficiency  of  antiphlogistic  applications  and  poultices, 
though  some  still  prefer  them.  Strapping  the  chest  with  ad- 
hesive plaster  in  complete  expiration  usually  gives  much  relief. 
The  internal  remedies  which  are  surely  serviceable  are  aconite, 
belladonna,  veratrujn  viride,  cantharis,  hyronia,  capsicum  and 
camphor.  We  shall  also  influence  greatly  the  inflammatj)ry 
extension  by  the  employment  of  pulsatUla,  calendula,  hama- 
melis,  arnica,  Hypericum  or  other  indicated  remediee.  Later 
arsenicum  iodid,  iodin,  iodoform,  creosote,  mereurius,  hepar 
sulphur,  asclepias,  abrotanum  and  similar  remedies  are  re- 
quired. When  the  acute  symptoms  have  disappeared  and  con- 
valescence is  established,  the  patient  should  be  compelled  to 
practice  deep  breathing  to  regain  as  far  as  possible  the  normal 
function. 


SERO-FIBSINOUS  PLEURISY. 


This  is  the  most  common  form  of  pleurisy  and  is  also 
termed  according  to  its  pathologic  features,  pleiirisy  with  effu- 
sion or  subacute  pleurisy  in  which  there  is  a  variable  amount 
of  fluid  exudate  in  addition  to  the  fibrin. 

Etiolo^. — Sero-fibrinous  pleurisy  may  be  a  primary  dis- 
ease, though  it  is  more  frequently  a  secondary  condition.  The 
etiological  factors  are  the  same  as  in  the  dry  form,  but  its 
severity  depends  largely  upon  the  physical  condition  of  the 
patient  and  the  disease  to  which  it  is  secondary.  Exposure 
to  cold  and  wet,  injury,  diseases  of  the  lung  and  many  of  the 
acute  infections  are  predisposing  and  possibly  primary  causes 
of  the  disease,  but  the  direct  cause  can  be  traced  to  some 
micro-o^anism,  the  most  frequent  of  which  is  the  tubercle 
bacillus,  it  being  present  in  about  75  per  cent  of  these  cases. 
This  infection  may  originate  in  the  pleura,  but  most  frequently 
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begins  in  the  lungs.  More  rarely  it  developa  secondary  to  a 
tuberculous  peritonitis.  Wliile  it  is  safe  to  assume  that  a 
majority  of  the  cases  of  pleuritie  are  due  to  tuberculosis,  the 
bacteriological  examination  of  the  sero-fibrinous  exudatej  ac- 
cording to  Leube,  rarely  reveals  the  presence  of  the  micro- 
organisms. In  isolated  cases  pnenmococci,  staphylococci,  tu- 
bercle bacilli  and  streptococci  are  found  in  the  characteristic 
exudate.  Very  frequently,  however,  the  activity  of  the  pyo- 
genic bacteria  causes  the  exudate  to  become  purulent.  In 
addition  to  tuberculosis,  pneumonia  and  pericatditis  as  pri- 
mary diseases,  typhoid  fever  and  rhetmiatiBm  may  predispose 
to  this  form  of  pleurisy. 

Pathology. — The  sero-fibrinons  exudate  is  sbimdant,  the 
greater  part  of  the  pleura  on  the  affected  side  being  involved. 
The  fibrin  is  not  alone  found  in  the  fluid,  but  is  distributed 
also  on  the  pleural  surfaces.  While  the  exudate  is  usually 
thin,  it  is  sometimes  very  thick,  forming  creamy  layers  or 
curd-like  masses  on  the  dependent  parts.  It  has  a  peculiar 
lemon  color,  though  it  may  become  dark  brown.  In  the  ma- 
jority of  cases  it  is  clear  or  slightly  turbid,  depending  upon 
the  number  of  formed  elements.  When  there  are  no  adhesions 
the  fluid  always  gravitates  to  the  most  dependent  part  of  the 
pleural  cavity.  The  amount  of  effusion  varies  from  1  to  8 
pints.  The  microscope  shows  the  presence  of  leukocytes,  shreds 
of  fibrin,  red  blood  oorpuBcles  and  rarely  cholesterin,  uric 
acid  and  sugar.  The  fluid  is  rich  in  albumin,  which  may 
be  detected  by  boiling,  or  may  coagulate  spontaneously  upon 
standing. 

Compression  of  the  lung  takes  place  in  large  and  pro- 
longed effusions  and  in  extreme  instances  it  may  be  crowded 
up  and  back  against  the  vertebral  column  until  complete  ate- 
lectasis results.  Other  adjacent  organs  may  also  he  compressed, 
the  liver  being  crowded  down  in  right-sided  pleurisy;  when 
the  left  side  is  affected  the  heart  may  assume  more  of  a  trans- 
verse position.  Left-sided  effusions  are  also  liable  to  dis- 
place the  stomach  and  transverse  colon  downward.  Adhesions 
often  prevent  this  displacement. 

Symptoms.— In  the  majority  of  cases  the  onset  is  insidi- 
ous, though  in  some  cases  it  is  sudden,  as  in  the  acute  plastic 
variety.  A  stitching  pain  is  first  felt  in  the  affected  side, 
but  this  is  not  always  so  severe  as  in  the  plastic  form.     Many 
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times  it  oaaumeB  a  tearing  or  drawing  character  and  is  always 
excited  by  sadden  movemeot,  deep  breathing  and  hy  sneezing 
and  coughing.  The  intensity  of  the  pain  does  not  always  indi- 
cate the  severity  of  the  condition;  with  the  appearance  of  the 
effusion  it  gradually  subsides.  Dyspnea  is  one  of  the  promi- 
nent features.  The  respirations  are  shallow,  inspiration  is 
"catching,"  so  that  cardiac  disease  is  simulated.  In  case  of 
copious  and  rapid  effnsion  the  dyspnea  may  increase  even  to 
orthopnea.  Cyanosis  is  liable  to  be  associated  with  the  dysp- 
nea, though  there  may  be  little  respiratory  disturbance  when 
the  effusion  develops  slowly.  A  slight  cough  is  usually  pres- 
ent and  attending  this  there  may  be  a  little  mucoid  and  blood 
streaked  expectoration. 

The  constitutional  symptoms  are  usually  characterized  by 
moderate  fever  (101°-103°  F.)  and  a  rapid,  small  and  com- 
pressible pulse.  In  some  instances  the  temperature  is  of  the 
continued  type.  "There  is  a  leukocytosis  in  non-tuberculous 
pleuritis,  although  the  increase  in  the  white  cells  is  moderate." 
Anorexia,  headache,  weakness  and  constipation  may  cause  the 
patient  to  consult  his  physician.  The  urine  may  be  decreased 
in  amount  and  of  high  specific  gravity.  There  is  a  liability 
to  a^;rayation  or  remission  of  the  symptoms  according  to  the 
character  and  extent  of  the  efFusion. 

Physical  Sifna.— The  early  physical  signs  are  identical 
with  those  of  plastic  pleurisy.  During  the  stage  of  effusion 
it  will  be  possible  to  elicit  some  distinctive  signs  of  this  form 
of  pleurisy.  Inspection  discloses  the  restricted  respiratory 
movement.  As  the  effusion  increases,  bulging  of  the  affected  . 
side  is  apparent  with  obliteration  of  the  intercostal  spaces  in 
the  middle  and  lower  third  of  the  chest  wall;  the  apex  beat 
is  displaced  in  right-sided  pleurisy  to  the  left  of  the  left  mam- 
mary line,  and  in  left-side  pleurisy  to  the  right  of  the  right 
mammary  line.  In  extreme  right-sided  effusions  the  apex  beat 
may  be  pushed  beyond  the  left  vertical  nipple  line  into  the 
axillary  space  and  as  high  as  the  fourth  interspace.  In  left- 
sided  exudations  the  heart's  impulse  is  often  not  visible  or  it 
may  be  aeen  in  the  third  or  fourth  right  interspaces.  The 
decubitus  of  the  patient  is  also  a  characteristic  sign,  since  this 
is  usually  assumed  to  relieve  the  pain.  Palpation  confirms 
the  limitad  respiratory  movement,  the  obliteration  of  the  inter- 
coBtal  spaces  and  more  accurately  locates  the  apex.     The  most 
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important  sign  determined  hj  palpation  is  the  diminiflhed  or 
aboliahed  tactile  fremitus,  varying  according  to  the  amount 
of  effusion.  In  children  the  fremitus  may  be  obtained  during 
crying.  Adhesions  which  connect  the  pulmonary  and  the 
costal  pleura  may  prevent  diminution  of  the  tactile  fremitus. 
The  displacement  of  the  spleen  and  the  liver  are  also  deter- 
mined by  palpation.  Mensuration  is  also  a  valuable  adjuvant 
in  physical  diagnosis.  The  cyrtometer  will  detect  a  variance 
of  one-half  to  one  inch  in  the  two  sides  in  case  of  large  effusions. 

Percussion  is  the  moat  valuable  method  for  detennining 
the  presence  and  the  amoimt  of  effusion.  In  the  early  stages 
the  findings  are  not  marked,  but  as  the  accumulation  increases 
the  resonance  becomes  defective  until  absolute  flatness  appears. 
The  gradual  increase  in  the  height  of  the  effusion  will  be  de- 
termined by  frequent  percussion,  the  line  of  demarcation  always 
changing  with  the  ptraition  of  the  patient  unless  the  effusion 
is  circumscribed  by  adhesions.  The  upper  limit  of  the  fluid 
is  generally  higher  posteriorly  than  anteriorly  on  account  of 
the  dorsal  decubitus,  though  deviations  may  occur  in  every 
direction,  the  upper  line  of  dulness  often  presenting  a  wavy 
outline.  These  variations  are  often  due  to  adhesions  between 
the  pleural  surfaces.  In  the  subclavicular  region  a  tympanitic 
Qote  (Skoda's  resonance)  is  commonly  heard  with  pleural 
effusions.  In  copious  exudations  William's  tracheal  tone  and 
the  "cracked  pot"  sound  may  be  elicited  by  percussion  just 
below  the  clavicle. 

Auscuilalion  reveals  the  friction  sound  in  the  early  stages, 
but  this  disappears  as  the  effusion  develops.  The  breath  sounds 
are  weak,  distant  or  absent  over  the  affected  part,  while  bron- 
chial breathing,  increasing  in  intensity  toward  the  upper  border 
of  the  exudate  and  in  some  cases  of  a  metallic  character  is 
characteristic.  Bronchovesicular  breathing  is  noticed  above 
the  level  of  the  fluid,  and  the  breath  sounds  of  the  opposite 
side  are  intensified.  The  auscultated  voice  is  diminished  in 
intensity  over  the  effusion  and  bronchophony  can  be  obtained 
when  the  compressed  lung  is  adjacent  to  the  thoracic  wall. 
Egophony  is  frequently  distinguished  in  pleurisy  and  is  due 
"to  the  partial  compression  of  small  bronchi  which  causes  the 
sound  waves  of  the  voice  to  pass  the  neighboring  walls  with- 
out obstruction."  A  friction  sound  may  also  be  audible  in 
places  where  the  pleural  surfaces  are  in  contact. 
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The  stage  of  resorption  shows  many  changes  in  the  phys- 
ical findings.  The  affected  side  decreases  in  size,  the  inter- 
costal spaces  become  normal  and  the  respiratory  movement  grad- 
ually retams.  Retraction  may  take  the  place  of  the  previous 
bulging.  This  deformity  is  liable  also  to  lead  to  a  narrowing 
of  the  inferior  intercostal  spaces,  a  drooping  of  the  shoulder 
on  the  affected  side,  while  a  spinal  curvature,  with  the  con- 
vexity directed  to  the  sound  side,  may  also  be  observed.  Pal- 
potion  will  reveal  the  gradual  return  of  tactile  fremitus  and 
the  inspiratory  movement  of  the  chest  wall.  Mensuration  will 
note  the  return  to  normal  size  in  the  affected  side  and  per- 
cussion will  detect  the  gradual  yielding  of  the  flat  note  to  the 
normal  percussion  resonance.  Auscultation  will  give  the  most 
confirming  signs  of  improvement.  The  breath  sounds  grad- 
ually return  as  the  effusion  subsides.  As  the  fluid  disappears 
and  the  muscular  tonicity  is  regained  a  friction  sound  will  be 
detected  as  the  two  roughened  pleural  surfaces  come  into  con- 
tact during  respiration.  These  friction  murmurs  may  remain 
for  a  long  time  and  the  compression  may  permanently  affect 
the  lower  part  of  the  lung,  giving  rise  to  a  compensatory  em- 
physema in  the  upper  part.  Another  marked  feature  of  aus- 
cultation in  this  stage  is  the  gradual  return  of  the  normal 
heart  sounds. 

Other  Clinical  Varieties.— Hemorrhagic  pleurisy  is  char- 
acterized by  the  visible  presence  of  blood  in  the  serofibrinous 
.effusion.  The  causes  for  this  are  found  (1)  in  the  asthenic 
states  accompanying  malignant  forms  of  infectious  diseases; 
(2)  in  advanced  age  and  alcoholism;  (3)  in  tuberculous  plen- 
ritis  following  pulmonary  tuberculosis;  (4)  in  carcinoma  of 
the  pleura;  (5)  in  Bright's  disease  and  cirrhosis  of  the  liver. 

Diaphragmatic  pleurisy  is  the  term  used  when  the  in- 
flammation is  limited  partly  or  entirely  to  the  diaphragmatic 
pleura.  The  exudate  may  be  plastic,  serofibrinous  or  puru- 
lent, only  a  circumscribed  spot  being  usually  affected.  Lan- 
cinating pain  in  the  epigastric  region  is  the  most  pronounced 
symptom.  This  may  be  increased  by  deep  pressure  over  the 
point  of  insertion  of  the  diaphragm  at  the  tenth  rib.  Pain 
which  extends  from  the  anterior  extremity  of  this  rib  to  the 
sternum  and  xiphoid  cartilage  is  considered  as  pathognomonic. 
Deep  inspiration  always  augments  the  pain.  The  diaphragm 
is  fixed,  the  respirations  are  short,   and  severe  dyspnea,  re- 
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sembling  angina,  is  often  present.  Tlie  dyspnea  may  increase 
even  to  orthopnea.  A  troublesome  coiigk  maj  be  present,  while 
nausea  and  vomiting  are  not  uncommon.  Fever  is  often  a  pro- 
nounced feature  and  the  facial  expresaion  gives  evidence  of 
extreme  suffering. 

Encysted  pleurisy  is  characterized  by  the  circumscribed 
effusions  due  to  adhesions.  The  effusion  may  be  contained 
in  separate  pockets  or  loculi  which  often  communicate.  This 
condition  may  take  place  in  any  part  of  the  chest  and  is  ex- 
ceedingly puzzling  on  account  of  the  indefinite  symptomatol- 
ogy.    An  exploratory  puncture  alone  will  settle  the  diagnosis. 

Interlobular  pleurisy  takes  place  when  the  serous  aurfaces 
between  the  lobes  are  affected  by  the  inflammatory  process  and 
the  fluid  becomes  encapsulated  on  account  of  the  interlobular 
pleural  adhesions.  On  account  of  the  small  amount  of  fluid 
in  the  cysts  there  is  only  slight  intercostal  bulging  and  other 
suggestive  symptoms  are  not  in  evidence.  There  may  be  a 
flstulous  communication  with  a  bronchus  and  the  purulent  ex~ 
pectoration  may  be  the  first  sign  of  the  true  condition. 

OiAjnOBis. — The  symptoms  which  characterize  acute  plas- 
tic pleurisy  are  readily  recognized,  but  in  case  of  pleuritic 
effusion  it  is  not  always  an  easy  matter  to  make  a  correct 
diagnosis.  When  there  is  a  lai^  effiision  which  displaces 
neighboring  organs,  causing  bulging  and  immobilization  of  the 
affected  side,  it  is  not  difficult  to  make  the  diagnosis.  When, 
however,  the  effusion  is  not  excessive  and  the  physical  signs 
are  not  pronounced,  the  diagnosis  will  be  difficult.  It  is  nec- 
essary always  to  decide  whether  the  abnormality  is  an  effusion, 
a  retraction  or  compression  of  the  lung.  Pneumonia  must  be 
differentiated  most  frequently  and,  therefore,  a  thorough  exam- 
ination must  be  made.  In  pneumonia  a  short,  sharp,  and 
severe  chill  usually  introduces  the  fever;  in  pleurisy  the  onset 
is  marked  commonly  by  a  sense  of  chilliness  which  lasts  for 
some  time  and  rarely  by  a  distinct  chill.  In  pneumonia  the 
pain  is  usually  not  so  circumscribed  or  severe,  while  in  pleu- 
risy it  is  invariably  sharp,  "stitch-like"  and  localized.  In 
pneumonia  cough  is  an  early  symptom,  showing  the  rusty  apu- 
tum  in  the  first  stage ;  in  pleurisy  there  is  an  irritating  cough 
with  little  or  no  expectoration.  In  pneumonia  the  sputum 
reveals  the  pneumococcus  while  in  pleurisy  the  sputum  is  either 
negative  or  occasionally  reveals  the  tubercle  bacillus.     In  pneu- 
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monia  the  fever  iB  intense  and  declines  by  criaiB;  in  pleoriBj 
the  fever  is  moderate  and  continuous,  declining  by  lysis.  In 
pneumonia  the  countenance  is  congested,  herpes  appear  on 
the  lips  and  face,  leukocytosis  is  marked  and  prostration  is 
pronounced.  In  pleurisy  the  face  is  pale,  herpes  are  not  pres- 
ent, leukocytosis  is  absent  or  slight  and  the  prostration  may 
not  be  so  extreme. 

The  physical  signs  also  display  a  wide  differentiation.  In 
pneumonia  inspection  reveals  diminished  mobility  of  the  chest 
and  no  bulging,  while  in  pleurisy  with  effusion  thoracic  dis- 
tention is  marked.  On  palpation  in  pneumonia  the  tactile  fre- 
mitus is  accentuated  or  only  slightly  diminished ;  it  is  never 
abeeut  except  when  a  bronchus  is  plugged  and  it  ia  frequently 
intensified  after  a  vigorous  coughing  spell.  In  pleurisy  the 
tactile  fremitus  ia  diminiahed,  auapended  over  an  area  of 
marked  dulnesa,  or  entirely  lost.  On  percussion  in  pneumonia 
the  dulness  is  less  complete  and  does  not  change  in  the  altered 
position,  the  resistance  to  the  pleximeter-finger  is  slight  and 
occasionally  a  tympanitic  note  is  observed ;  neighboring  organs 
are  rarely  displaced  in  uncomplicated  pneumonia.  In  pleu- 
risy percussion  flatness,  with  resistance  to  the  finger,  ia  marked, 
and  the  area  of  this  flatness  changes  with  the  position  of  the 
patient,  and  if  the  effusion  be  large,  neighboring  organs  are 
invariably  displaced.  Auscultation  in  pneumonia  discloses 
ralee  in  the  first  and  third  stages  with  bronchial  breathing. 
In  pleurisy  the  bronchial  breathing  is  distant  and  rarely  ac- 
companied by  rales;  bronchophony  may  be  detected,  but  ego- 
phony  is  frequent.  The  most  characteristic  auscultatory  fea- 
ture is  the  friction  sound  which  is  heard  in  the  early  and  later 
stages.  Aspiration  in  pneumonia  yields  nothing  but  a  little 
blood  while  in  pleurisy  the  serum  is  a  positive  evidence  of 
the  disease. 

In  hemothorax  the  history  of  trauma,  aneurysm,  pulmon- 
ary gangrene,  etc.,  together  with  the  sudden  onset  and  the 
simultaneous  symptoms  of  internal  hemorrhage,  usually  mle 
out  pleurisy.  The  diagnosis  ia,  however,  confirmed  by  obtain- 
ing blood  by  one  or  more  exploratory  punctures.  Hydrothorax 
may  closely  simulate  the  effusion  in  pleurisy;  this,  however, 
usually  furnishes  a  history  of  nephritis  or  cardiac  disease,  it 
is  not  associated  with  fever,  the  bulging  ia  often  bilateral  and 
there  is  no  pain  or  friction  sound  as  in  pleurisy.     The  specific 
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gravity  of  the  fluid  in  bjdrothorax  is  less  than  1016,  while 
that  of  the  pleuritic  exudate  is  above  1017.  Tumors  and  eysta 
of  the  thorax  may  present  many  simulating  symptoms,  but 
the  history  of  the  case,  the  location  of  the  dulness  on  the  middle 
or  upper  part  of  the  lung  and  the  irregular  distention  should 
settle  the  doubt.  Abscess  of  the  liver  or  an  echinocoocus  cyst 
in  this  organ  may  also  cause  retraction  or  compression  of  the 
long.  The  history  and  the  character  of  the  symptoina  should 
naturally  point  to  hepatic  involvement.  In  either  of  these 
affections  of  the  liver  the  upper  line  of  dulness  is  usually  fixed 
and  exploratory  puncture  will  yield  a  fluid  which  may  be  dif- 
ferentiated after  careful  examination.  A  large  pericardial 
effusion  is  often  confused  with  a  left-sided  pleuritic  effusion. 
The  history  of  a  previous  infectious  disease  is,  however,  gen- 
erally obtained,  dyspnea  is  a  pronounced  symptom  and  the  heart 
is  not  displaced  to  the  right.  "Flat  tympany  is  obtained  in 
the  posterior  portion  of  the  axilla  and  good  pulmonary  res- 
onance at  the  base  in  the  postero-laterel  region  of  the  chest, 
differing  from  the  results  of  percussion  in  pleuritis."  (An- 
ders.) Mediastinal  and  pleural  tumors  are  difficult  to  dif- 
ferentiate from  exudative  pleuritis.  When,  however,  they 
grow  from  below  upward  the  dulness  extends  slowly  and  in 
an  irregular  manner  upward.  Evidence  of  pressure  on  nerves, 
blood  vessels  or  the  esophagus  is  usually  present,  but  aspiration 
is  the  most  positive  means  of  differentiation.  Peripleuritic 
abscesses  also  closely  simulate  pleuritis  with  effusion,  though 
the  symptoms  of  lung  compression  and  displacement  of  adja- 
cent organs  are  usually  absent,  while  the  bulging  of  the  inter- 
costal spaces  is  generally  restricted  to  the  area  of  dulness. 

In  establishing  the  diagnosis  of  a  pleurUic  exudate  it  is 
essential  to  demonstrate  whether  it  is  simple  or  purulent. 
While  the  aspirating  needle  will  decide  whether  it  is  a  serons, 
purulent  or  hemorrhagic  exudate  it  will  be  possible  to  recog- 
nize a  pyothorax  withotit  this  procedure.  A  septic  tempera- 
ture, intercurrent  chills,  sweating  and  general  asthenia  may 
usually  be  observed.  We  may  also  be  suspicious  of  the  puru- 
lent character  of  the  exudate  if  it  follows  pneumonia,  influ- 
enza or  pyemia.  While  these  features  of  diagnosis  are  always 
provisional,  they  are  at  least  guiding  features.  The  distinc- 
tion between  a  strict  tuberculous  pleurisy  and  the  rarer  simple 
forms  will  call  for  a  careful  study  of  the  symptoms  and  the 
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clinical  peculiarities  of  the  caae.  "A  high  proportion  of  lyra- 
phocytee  in  the  cells  found  in  the  effusion  is  indicative  of 
tubercolouB  origin."  (Anders.)  I.eukocytoeis  is  also  absent 
in  tuberculous  pleuritis.  Osier  says  "  a  sterile  fluid  indicates 
in  the  majority  of  coses  a  tuberculous  origin."  A  more  poei- 
tive  diagnosis  is  made  by  the  inoculation  of  a  guinea  pig  with 
the  exudate. 

Profo*sls. — This  depends  not  alone  upon  the  cause  of  the 
disease  and  the  general  condition  of  the  patient,  but  upon  the 
intensity  of  the  attack  and  the  involvement  of  adjacent  organs. 
The  proguosis  is  also  influenced  by  the  character  and  dura- 
tion of  the  primary  disease  j  if  the  pleurisy  is  a  symptom  of 
general  tuberculosis,  an  unfavorable  prognosis  should  be  given. 
If  it  is  only  a  simple  serofibrinous  pleurisy  prompt  evacuation 
of  the  fluid  may  permit  an  early  resolution.  If  the  liquid 
exudate  is  not  withdrawn,  or  there  is  any  mechanical  hindrance 
to  resorption,  the  disease  may  assume  a  subacute  or  chronic 
form  or  a  fatal  empyema  may  develop.  A  prolonged  compres- 
sion of  lung  tissue  may  create  serious  adhesions,  or  a  chronic 
bronchitis  or  emphysema  may  supervene. 

Treatment. — The  early  stages  of  this  disease  should  re- 
ceive the  some  therapeutic  attention  as  mentioned  under  the 
treatment  of  the  plastic  form.  Limitation  of  the  inflammaiory 
process  is  of  first  importance.  Por  this  purpose  external  appli- 
cations of  all  kinds  have  been  employed  with  the  object  of 
overcoming  inflammatory  extension  by  counter-irritation.  Sin- 
apisms, setons,  blisters,  cupping  and  poultices  are  not  so  uni- 
versally used  now  as  formerly.  The  icebag  is  probably  the 
'  best  local  agent,  both  for  the  relief  of  pain  and  the  limitation 
of  inflammation.  Tbe  mechanical  fixation  of  the  side  by  ad- 
hesive straps  carried  well  around  to  the  back  from  the  center 
of  the  sternum,  is  a  good  expedient.  lodin  persistently  applied 
locally  has  probably  a  good  influence  during  tbe  early  stages. 
It  may  be  used  in  ointment  or  with  ichthyol,  or  the  tincture  may 
be  painted  upon  the  skin.  Iodoform  cerate  is  worthy  of  trial 
when  a  tuberculous  history  is  given.  The  diet  in  these  cases 
should  be  of  a  light  and  nutritious  character,  limiting  as  much 
OB  possible  the  amount  of  liquids  in  order  to  favor  absorp- 
tion of  the  liquid  exudate. 

Internal  medication  has  been  employed  with  the  hope  of 
relieving  or  aborting  the  inflammation  which  causes  the  exu- 
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dation.  For  this  purpose  quinin,  opium  and  the  aalicylaiea 
have  been  extenBively  employed.  In  Ube  manner  diaphoretics, 
diuretics  and  salines  have  been  used  with  the  hope  of  secur- 
ing a  depletion  which  would  limit  or  reduce  the  effusion.  The 
homeopathic  principle  of  administering  remedies  in  accord- 
ance with  the  symptomatic  expression  of  a  pathology  is  cer- 
tainly efficacious  in  this  disease. 

Aconite  given  according  to  its  well  known  indications  is 
one  of  our  most  valuable  remedies  in  the  early  stages;  bella- 
donna frequently  succeeds  this  and  arnica  may  be  demanded 
when  traumatism  is  a  factor  in  the  development  of  the  pleurisy. 
Bryonia  and  carUharis  are  most  ef&cient  remedies  during  the 
stage  of  effusion.  It  is  a  question  which  of  the  two  remedies 
is  the  more  valuable,  but  my  preference  is  for  cantharis,  as  I 
believe  it  will  give  more  ready  relief  of  pain  and,  to  a  cer- 
tain extent  limit  the  effusion.  It  is  my  experience,  however, 
that  it  must  be  used  in  the  tincture  (m.  1-8)  every  two  to  four 
hours  in  order  to  obtain  prompt  relief.  If  the  two  remedies 
are  compared  it  is  my  belief  that  bryonia  will  be  indicated 
more  particularly  in  the  plastic  variety  of  pleurisy,  while  can- 
tharis is  useful  in  the  early  stages  of  a  rapid  and  profuse  exu- 
dation. This  will  be  characterized  by  a  frequent  cough,  dysp- 
nea, cardiac  palpitation,  profuse  sweats,  scanty  urine  and  great 
prostration.  Apis  mellifica  is  often  of  great  value  when  its 
characteristic  symptoms  are  in  evidence ;  not  alone  is  the  sting- 
ing pain  an  indication  for  its  use,  but  it  applies  particularly 
to  that  class  of  cases  in  which  edema  is  a  distinctive  feature 
and  anemia  is  an  underlying  factor.  Laryngeal  edema  is  also 
a  symptom  of  importance,  and  dyspnea,  with  a  terrible  sense 
of  suffocation,  is  a  common  complaint.  Baptisia,  lachesia  and 
rkus  tox  may  be  compared.  Arsenicum,  album  may  be  given 
when  there  is  no  response  to  bryonia,  cantharis  or  apis  mel- 
lifica and  tlie  patient  is  particularly  exhausted  and  restless. 
Arsenicum  iodid  is  a  better  form  of  the  remedy  in  the  slower 
developing  effusions  or  when  it  is  purulent  or  tuberculous. 
With  this  hali  iodid,  calearea  phos.,  hepar  sulphur  and  china 
may  be  compared.  When  there  is  a  rheumatic  or  gouty  asso- 
ciation we  shall  have  recourse  to  remedies  like  colchicin,  the 
salicylates,  rhus  tox,  ranuncidus,  siellaria  media,  etc.  When 
the  pleurisy  is  plastic  kali  carb.,  sanguiyiaria,  stannum  and 
tquUla  may  be  demanded  in  place  of  bryonia.     When  the 
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pleuritic  effufiion  is  Becondary  to  pneumoniB  and  there  is  that 
charactarietic  tightneea  which  is  iDcident  to  the  earl;  pneu- 
monic stage  phosphorus  and  ferrum  phos.  will  be  frequently  in- 
dicated, while  spongia  and  iodin  are  also  naeful.  Asclepias 
tuberosa,  or  pleurisy  root,  which  Hale  defined  bb  the  "lesser 
bryonia,"  has  a  decided  application  in  cases  which  are  not 
extremely  severe;  it  is  not  demanded  when  the  fever  is  very 
high.  In  case  of  a  purulent  tendency  there  may  be  use  for 
sulphur,  the  iodids,  silicea,  calcarea  ftuonea,  mercuriua,  tar- 
tar emetic  and  similar  remedies.  It  is,  however,  a  serious  mis- 
take, in  this  stage,  to  rely  entirely  upon  any  remedy  exclusive 
of  surgical  procedure. 

If  the  exudate  is  not  absorbed  with  comparative  prompt- 
ness it  is  best  and  essential  to  perform  paracentesis.  Every 
physician  should  be  prepared  to  do  this,  always  bearing  in 
mind  the  necessity  of  strict  asepsis.  This  operation  is  not 
only  successful  in  the  majority  of  cases  but  under  the  preeent 
aseptic  methods  it  is  free  from  danger.  After  proper  prep- 
aration has  been  made  with  the  patient  in  a  semi-recumbent 
position,  puncture  with  trochar  or  aspirating  needle  should 
be  made  in  the  mid-axillary  line  in  the  sixth  interspace  on 
the  right  side  and  the  seventh  interspace  on  the  left  side,  or 
just  below  the  outer  angle  of  the  scapula  in  the  seventh  right 
and  eighth  left  interspace.  The  needle  should  be  introduced 
with  a  sharp  thrust  close  to  the  upper  mai^n  of  the  rib  in 
order  to  avoid  the  intercostal  artery,  and  the  fluid  should  be 
withdrawn  slowly.  Thus  the  lung  gradually  expands  and  the 
heart  does  not  suffer  any  sudden  shock.  If  this  precaution 
is  not  taken  it  is  also  possible  for  a  sudden  and  fatal  pul- 
monary edema  to  appear,  following  the  congestion  which  arises 
from  the  sudden  flushing  of  the  paretic  capillaries.  The  fluid 
is  not  always  obtained  at  the  flrst  puncture  inasmuch  as  the 
costal  pleura  may  be  excessively  thickened,  the  fluid  may  be 
encapsulated  or  the  needle  may  encounter  a  thickened  fibrous 
band  or  be  blocked  by  the  exudate.  If  absorption  does  not 
take  place  after  the  first  withdrawal  of  fluid,  the  operation 
must  be  repeated.  When  the  effusion  is  directly  associated 
with  croupous  pneumonia,  particularly  in  the  aged,  it  should 
not  be  evacuated.  The  operation  should  be  stopped  immediately 
in  case  of  incessant  cough,  sudden  edema,  thoracic  constric- 
tion, intense  pain  or  syncope.     After  paracentesis  it  will  be 
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cecesBarj  to  continue  the  indicated  remedies  and  at  the  aame 
time  support  the  patient's  strength  by  a  judicious  diet,  rest, 
and  the  necessary  hygienic  measures.  A  tonic  may  be  re- 
quired the  same  as  in  the  convalescing  period  of  any  disease. 
When  the  heart  is  in  need  of  support  we  must  supply  that 
demand  with  our  indicated  cardiac  remedies. 


EMPYEMA. 


Purulent  pleurisy  has  been  termed  empyema  or  pyothoras, 
either  of  which  refers  to  a  suppurative  inflammation  of  the 
pleura. 

Eliolofy. — It  may  occur  as  a  sequence  of  acute  serofibrin- 
ous pleurisy,  as  the  result  of  a  purulent  change  in  the  fluid 
or  possibly  from  the  introduction  of  an  unclean  aspirating 
needle.  The  effusion  is  liable  also  to  become  purulent  when 
children  are  affected,  or  it  may  be  secondary  to  such  acute  and 
chronic  infections  as  pyemia,  scarlatina,  pneumonia,  tubez^ 
culosis,  typhoid,  measles,  etc.  Tuberculous  cavities  may  peiv 
f orate  the  pleura,  lymphatic  vessels  may  convey  the  infection 
from  distant  pyemic  tissues,  and  traumatism  following  the 
fracture  of  a  rib,  or  penetrating  wounds  are  also  possible  fac- 
tors. The  hacteriological  examination  will  reveal  the  presence 
of  streptococci  moat  frequently  when  the  disease  is  seoondary 
to  a  septic  process,  while  pneumococci  are  usually  found  when 
pneumonia  is  the  primary  cause,  and  in  such  cases  the  dis- 
ease generally  pursues  a  favorable  course.  Staphylococci  and 
tubercle  bacilli  are  also  present  in  some  cases. 

PalholotT' — In  post-mortem  examinations  the  effusion  is 
found  separated  into  two  layers,  a  clear,  greenish-yellow  serum 
above,  and  a  thick  or  cream-like  pus  below.  In  a  few  cases 
the  exudate  is  fibrinopurulent  and  in  pneumonic  empyema  the 
pus  is  generally  thick  and  creamy.  The  odor  is  sweetish,  but 
in  case  of  traumatism  it  is  fetid  and  much  more  so  when  gan- 
grene exists.  Microscopic  examination  confirms  the  purulent 
character  of  the  exudate  and  the  pleural  membranes  are  greatly 
thickened  with  granular  suppurating  surfaces.  Perforations 
are  common  in  old  cases  and  the  costal  pleura  may  be  the  seat 
of  erosions,  while  the  lung  tissue  involved  may  be  compressed. 

Symptoins. — When  the  disease  is  of  acute  character  the 
onset  is  sudden  and  is  characterized  by  a  severe  rigor,  high 


temperatnTe,  pain  in  tlie  affected  side  which  is  always  aggra- 
vated by  deep  inspiration  and  sudden  movement.  Extreme 
prostration  \ifiually  intervenes  very  aoon  and  dyspnea,  with 
or  without  cough  and  ezpectoration,  is  an  occasional  symptom, 
due  to  pressure  of  the  exudate.  In  the  chronic  form,  which 
is  more  common,  the  symptoms  are  more  obscure  and  insidious. 
The  general  symptoms  are  those  of  septic  infection.  Irregu- 
lar chills,  succeeded  by  fever,  profuse  perspiration,  pallor  and 
a  gradual  loss  of  flesh  and  strength,  are  usually  distinctive. 
Should  a  gangrenous  process  ensue  the  symptoms  may  assume 
a  typhoid  character.  Peptonuria  is  a  common  symptom  and 
tndican  is  frequently  found  in  the  urine.  A  leukocytosis  will 
be  revealed  by  blood  examination.  Perforation  may  take  place 
into  the  lung,  giving  rise  to  pneumothorax  or  the  rupture  may 
occur  into  the  pericardiimi,  peritoneum,  esophagus  or  stomach. 

The  physical  signs  are,  to  a  great  extent,  the  same  as 
those  in  pleurisy  with  effusion.  There  is  often  edema  of  the 
chest  wall,  the  subcutaneous  veins  are  quite  distinct,  the  inter- 
costal spaces  of  the  affected  part  are  liable  to  bulge,  local  red- 
ness and  fluctuation  are  occasionally  noticed  and  the  abscess 
may,  if  not  aspirated,  come  to  a  focus  and  rupture  externally. 
These  features  are  always  most  pronounced  when  children  are 
afflicted.  In  children  also  the  breath-sounds  are  inclined  **to 
be  loud  and  tubular  over  a  purulent  effusion  of  considerable 
size."  The  upper  area  of  dulness  changes  less  promptly  than 
in  the  case  of  serous  effusion  when  the  position  is  altered. 
Baccetli's  sign,  the  transmission  erf  the  whispered  voice  through 
a  serous  exudate,  may  aid  in  differentiating  serofibrinous 
pleurisy  from  empyema.  Senator  also  suggested  that  there 
is  a  greaier  displacement  of  the  heart  and  liver  in  empyema 
on  account  of  the  greater  weight  of  the  fluid.  Pneumothoraa: 
is  also  liable  to  attend  empyema,  particularly  in  case  of  lung 
perforation. 

DiatQOsis. — The  physical  signs  and  many  of  the  symp- 
toms are  ao  similar  to  those  of  pleurisy  with  effusion  that  an 
accurate  diagnosis  is  only  made  by  means  of  paracentesis  to 
determine  the  character  of  the  exudate.  When  pulsation  is 
present  tbe  effusion  may  be  mistaken  for  an  aneurysm  of  the 
thoracic  aorta.  The  absence  ef  the  vascular  symptoms  of 
aneaiysm,  the  location  of  the  pulsation  some  distance  from 
the  normal  aorta,  together  with  the  evident  physical  signs  and 
symptoms  of  empyrana  will  make  tbe  differentiation. 
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Prsfnosia. — The  disease  is  always  a  serious  one.  Incom- 
plete abeorptioQ  of  the  purulent  fiuid  is  uaual  imlesa  surgical 
measures  are  employed  and  it  ma;  be  a  soarce  of  grave  general 
infection.  Kupture,  externally  or  into  a  bronchus,  is  equally 
unfortunate.  A  favorable  diagnosia,  therefore,  depends  en- 
tirely upon  tlie  surgical  evaonation  of  the  purulent  fluid  and 
in  the  majority  of  cases  -which  are  operated  upon  with  aseptic 
care  a  cure  is  accomplished.  If  this  measure  is  not  adopted 
we  may  expect  our  patient  to  die  from  gradual  asthenia.  Asso- 
ciate conditions  like  phthisis  and  pericarditis  invariably  make 
the  diagnosis  more  unfavorable.  Double  empyema  is  always 
serious.  Children  respond  to  surgical  treatment  with  marked 
success.  Obliteration  of  the  pleural  cavity  by  adhesions  is 
liable  to  take  place  and  in  such  instances  there  may  be  retrac- 
tion of  the  affected  side.  This,  however,  may  be  overcome  by 
the  employment  of  proper  exercises  after  the  operation.  It 
has  been  said  that  the  spontaneous  evacuation  through  the 
chest  wall  favors  a  cure,  but  there  is  no  excuse  for  any  physi- 
cian to  allow  a  case  to  reach  this  stage. 

Treatment. — The  treatment  of  empyema  is  purely  sui^- 
cal.  The  patient  having  been  prepared  as  for  any  operation, 
the  chest  wall  is  opened  under  local  or  general  anesthesia  in 
the  fifth  or  sixth  interspace  in  the  anterior,  and  in  the  eighth 
or  ninth  interspace  in  the  posterior  axillary  line.  If  free 
drainage  can  not  be  obtained  by  simple  incision,  resection  of 
one  or  two  ribs  is  demanded.  The  cavity  should  not  be  irri- 
gated unless  the  fluid  has  a  foul  odor.  Normal  salt  solution 
or  a  2  per  cent  boric  acid  solution  are  preferably  used.  Drain- 
age tubes  should  be  inserted,  using  those  which  will  not  col- 
lapse. Abundant  dressings  should  cover  the  wound  and  these 
should  be  changed  as  soon  as  they  become  saturated  with  the 
discharge.  Special  measures  should  be  adopted  to  obliterate 
the  cavity,  to  prevent  adhesions  and  to  develop  the  collapsed 
long. 


CHRONIC  PLEUBISY. 


Chronic  pleurisy  occurs  in  two  forms  with  effusion  and 
without  effusion.  Chronic  pleurisy  with  effusion  may  be  of 
insidious  development  or  it  may  follow  an  acute  aeroflbrinous 
attack.     In  such  cases  the  fluid  remains  a  long  time  in  the 
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pleural  sac  without  undergoing  an;  special  change.  When  it 
is  large  in  amount  the  surrounding  organs  may  be  pushed  out 
of  place.  When  the  fluid  is  absorbed  or  removed,  contrac- 
tion of  the  affected  side  takes  place  on  account  of  the  organ- 
ized adheeive  bands  which  prevent  expansion  of  the  contracted 
lung.  The  symptoms  are  not  pronounced  and  aside  from  the 
slight  dyspnea  and  cardiac  excitement  upon  exertion  there 
are  few  subjective  symptoms.  Should  the  effusion  become 
purulent  we  may  expect  hectic  temperature,  sweating  and  other 
signs  of  septic  fever,  terminating  in  general  asthenia.  Such 
a  development  is  always  dangerous  and  abscess  of  the  brain 
may  also  be  a  secondary  and  fatal  termination  of  the  disease. 
The  physical  signs  are  similar  to  those  of  serofibrinous  pleu- 
risy. The  disease  may  remain  in  this  chronic  stage  for  a  long 
time  or  the  patient  may  die  from  some  intercurrent  disorder. 

The  chronic  dry  or  adhesive  pleurisy  may  follow  the  acute 
or  chronic  serofibrinous  form,  in  which  case  the  liquid  exudate 
is  absorbed.  The  fibrinous  portion  of  the  exudate  becomes 
oi^snized  until  the  thickened  pleural  layers  approximate  and 
form  firm  adhesions.  There  is  another  form  of  chronic  dry 
pleurisy  which  is  purely  idiopathic  inasmuch  as  there  is  no 
history  of  acute  symptoms.  The  patient,  in  these  cases,  is  only 
warned  of  the  pleurisy  by  the  sense  of  constriction.  Adhesion 
of  the  pleural  layers  also  exists,  though  the  exudate  Is  usu- 
ally so  slight  that  the  fibrinous  attachment  is  circumscribed. 
Retraction  of  the  lung  in  chronic  dry  pleurisy  is  not  usually  so 
pronounced  when  the  pleuritis  is  a  sequence  of  the  acute  form ; 
in  this  instance  the  fibrous  bands  are  not  so  firm  or  extensive 
that  they  decidedly  interfere  with  proper  lung  expansion.  If, 
however,  the  chronic  form  of  serofibrinous  pleurisy  precedes, 
or  if  empyema  ia  the  original  cause,  the  retraction  will  be 
extreme.  The  exudate  may  also  undergo  calcification.  In 
the  idiopathic  form  the  circumscribed  adhesions  may  be  of  tu- 
berculous origin  and  in  such  instances  tubercles  may  be  found 
in  the  thickened  pleura.  General  synechia  may  be  present  on 
one  or  both  sides. 

Symftoms. — Characteristic  symptoms  are  rarely  present 
and  except  for  the  restricted  expansion  of  the  affected  side 
and  the  feeble  respiratory  murmur,  the  disease  might  pass  un- 
recognized. The  physical  signs  are  by  no  means  reliable  or 
conspicuous.     Some  cases  will  clearly  reveal  the  immobility 
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and  contraction  of  one  side  compared  to  the  exaggerated  action 
and  diatenBion  of  the  opposite  side,  while  the  heart  may  he  con- 
spicuoualy  dieplaced.  In  some  cases  inspection  may  disclose 
a  spinal  curvature,  a  drooping  shoulder  and  a  retracted  thorax. 
The  tactile  fremitus  also  may  be  feeble  or  lost  over  the  affected 
area,  together  with  impairment  of  percussion-resonance.  In 
rare  instances  the  weakness  of  the  breath  sounds  are  out  of 
proportion  to  the  chest  restriction,  while  occasionally  a  fric- 
tion soimd  is  audible.  Vftsomotor  disturbances  are  occasionally 
observed  and  serious  cardiac  disorders  are  sometimes  present. 
Treatment. — Should  there  be  any  effusion  surgical  meas- 
ures are  required  for  its  evacuation.  Aside  from  this  it  will 
be  necessary  to  employ  remedies  in  accordance  with  the  symp- 
tom-complex, and  to  sustain  the  nutrition  of  the  patient.  Lung 
gymnastics  should  be  carefully  instituted  and  persistently  prac- 
ticed. A  climatic  change  is  often  required  and  the  physician 
should  always  be  on  guard  lest  pulmonary  tuberculosis  develop. 
If  tuberculosis  is  the  imderlying  disease  the  patient  should 
be  treated  with  special  reference  to  that  condition. 


PNEUMOTHORAX. 

Pneumothorax  is  that  uncommon  condition  in  which  air 
is  found  in  the  pleural  cavity.  The  term  sero-pneumothoraz 
is  also  used  when  serum  is  present ;  when  the  fluid  assumes  a 
purulent  character  the  term  pyo-pheumothorax  is  employed. 

Etlolofy. — Among  the  predisposing  causes  we  may 
mention  age,  as  older  people  are  more  frequently  afflicted  than 
children,  and  sex,  inasmuch  as  males  are  more  predisposed  to 
injury.  The  left  side  is  the  most  frequent  seat  of  the  disease 
and  emphysema  in  which  the  "superficial  air-sacs  are  dilated 
and  atrophied"  may  also  predispose  to  it.  Of  the  exciting 
causes  the  most  prominent  factor  is  a  perforating  wound  which 
lacerates  the  lung  and  pulmonary  pleura.  Fracture  of  the  ribs 
may  produce  pneumothorax,  while  the  rupture  of  a  tubercu- 
lous cavity  into  the  pleural  cavity  is  a  more  common  cause. 
Rupture  of  the  air  vesicles  during  violent  muscnlar  effort  has 
occurred  in  some  cases.  When  there  is  a  necrotic  condition  of 
the  lung  due  to  such  conditions  as  gangrene,  bronchopneu- 
monia, suppurating  bronchial  glands,  pulmonary  abscess  and 
echinococcus  cysts  pneumothorax  may  develop.     Perforation 
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of  the  diaphragmatic  pleura  by  maligoant  diseases  or  ulcer  of 
the  atomaoh  -or  colon,  or  as  the  result  of  abscess  or  malignant 
diseases  of  the  eaophagns,  are  occasionally  etiological  factors. 
A  peripheral  bronchiectasis  may  likewise  rupture  into  the 
pleural  sac  and  a  perforating  empyema  may  involve  the  visceral 
pleura,  the  Itmgs  and  bronchi.  A  "gas-forming  bacterium" 
sometimes  produces  pneumothorax  by  its  action  on  the  pleural 
exudate. 

Patholo^. — The  point  of  perforation  is  often  discovered 
to  be  the  rupture  of  a  tuberculous  cavity  or  callous  tubercle. 
Sometimes  it  is  impossible  to  locate  the  seat  of  rupture  or  to 
determine  the  cause.  Occasionally  it  is  possible  to  trace  a 
fistulous  connection  between  the  pleural  sac  and  the  bronchus. 
The  lung  is  compressed  and  camified,  the  heart  is  pushed  to  the 
opposite  aide,  thought  the  relation  of  its  parts  is  unchanged. 
The  spleen  is  also  liable  to  displacement  in  left-sided  pneumo- 
thorax. A  circumscribed  pneumothorax  may  exist  when  firm 
adhesions  limit  the  introduction  of  air.  A  purulent  or  sero- 
pnmlent  effusion  is  usually  found  in  the  pleural  cavity,  and 
is  generally  accompanied  by  infiammatory  changes. 

Symploms. — The  onset  is  usually  sudden  and  is  charac- 
terized by  agonizing  pain  in  the  affected  side.  Dyspnea  with 
intense  suffocation  and  cyanosis  follow  promptly,  the  severity 
of  these  symptoms  depending  upon  the  amount  of  air  entering 
into  the  pleural  sac  and  the  degree  of  lung  compression  result- 
ing. The  respirations  are  rapid,  the  pulse  is  frequent  and 
feeble,  the  temperature  may  drop  at  first,  owing  to  the  collapse, 
but  soon  rises  and  assumes  a  hectic  type  due  to  consequent  pleu- 
ritis,  which  is  often  purulent  Edema  of  the  hand  on  the  af- 
fected side  has  been  noticed.  The  character  of  the  symptoms 
depends  largely  upon  the  rapidity  with  which  the  air  enters  the 
pleural  sac  and  the  previous  condition  of  the  pleura  and  lung. 
In  some  instances  the  symptoms  are  much  modified,  particu- 
larly in  cases  of  chronic  phthisis. 

Physical  SlCns. — Inspection  shows  marked  enlargement 
and  immobility  of  the  affected  side  and  unnatural  mobility  of 
the  unaffected  side.  Palpation  reveals  diminished  or  alwent 
tactile  fremitus,  and  a  feeble  and  displaced  cardiac  impulse. 
The  percussion  note  is  resonant,  often  ringing  and  amphoric 
over  the  part  containing  air,  while  over  the  area  containing 
fluid  there  is  marked  dulness.     On  account  of  the  extreme 
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teQBion  which  checks  all  vibration  there  may  be  dulneas  over 
the  air-containing  space.  Biemer's  change  of  note  or  modifi- 
cation of  tympany  in  proportion  to  the  size  of  ihe  air-containing 
cavity  under  a  given  tension  may  be  observed.  A  "cracked 
pot"  sound  is  also  preeeiLt  when  the  pleural  cavity  freely  com- 
municates with  the  external  air.  Wintrich's  sign,  or  the  change 
in  pitch  of  the  percnssion  note  when  the  mouth  ia  opened,  may 
also  be  detected.  If  the  patient  assumes  the  upright  position, 
the  air-containing  space  is  enlai^ed  as  the  weight  of  the  fluid 
pushes  the  diaphragm  downward.  On  account  of  the  changed 
position  of  the  heart  there  is  usually  resonance  over  the  normal 
cardiac  region,  particularly  wlien  the  patient  is  in  the  recum- 
bent position.  The  liver  and  spleen  are  displaced  according 
to  the  side  affected  and,  hence,  the  normal  percussion  note  over 
these  organs  is  changed.  Auseuliation  recognizes  the  feeble  or 
absent  vesicular  murmur  over  the  part  affected  and  amphoric 
breathing  is  audible  in  case  of  open  pneumothorax.  "Metallic 
tinkling,"  a  sound  ascribed  to  the  dropping  of  fluid  from  the 
seat  of  perforation  into  the  fluid  below,  is  occasionally  heard. 
"Coin  dinting"  is  also  a  pathognomonic  sign;  this  is  heard 
with  the  ear  of  the  auscultator  at  the  back  of  the  chest,  while 
a  coin  placed  over  the  affected  side  in  front  is  tapped  by  another 
coin.  The  listening  ear  will  detect  the  intensified  echo  of  the 
coin  sound.  The  "Hippocratic  succusaion"  is  another  char- 
acteristic sign  which  is  elicited  by  shaking  the  patient  while  the 
ear  is  applied  to  the  chest,  a  distinct  splashing  sound  being 
beard. 

Diagnosis. — The  diagnosis  must  be  made  with  a  full 
knowledge  of  the  history  and  the  presence  of  the  distinctive 
physical  signs.  The  "coin-sound"  and  the  "succussion-splash" 
are  the  most  positive  physical  signs  while  those  elicited  by  in- 
spection, palpation  and  percussion  must  be  taken  into  careful 
consideration.  Large  tuberculous  cavities  in  the  lung  may 
closely  simulate  the  disease;  in  these  cases  there  is  immobility, 
but  the  chest  is  flattened  instead  of  bulging  and  the  apex  beat 
is  not  displaced.  Fremitus  is  increased  or  normal,  while  in 
pneumothorax  it  is  diminished  or  absent.  Percussion  gives 
tympany  or  a  "cracked-pot"  sound,  Wintrich's  sign  being  more 
pronounced  in  cavity,  but  the  coin  test  and  the  auccussion 
sotmds  are  not  present  as  in  pneumothorax.  Bronchial  breath- 
ing, increased  vocal  resonance  and  the  presence  of  rales  are  also 


lOOgle 


HYDROTHORAX.  467 

detected  in  pulmonary  cavity.  Bronchieetatie  cavities  may  be 
differentiated  by  percussion  dulnees  instead  of  tympany,  the 
abeence  of  bulging,  the  distinct  vocal  fremitus  and  pectoriloquy 
which  is  never  present  in  pneumothorax.  Diaphragmatic 
hernia  closely  resembles  pneumothorax  in  its  physical  signs 
and  symptoms.  Hernia,  however,  may  appear  and  disappear 
sudd^y.  Distension  of  the  atomaeh  may  cause  some  con- 
fusion, hut  the  limitation  of  the  physical  signs  to  the  region 
of  the  stomach  and  the  absence  of  thoracic  distention  will  over^ 
come  this  mistake.  Subphrenic  abscesB  is  usually  on  the  right 
side,  involving  the  diaphragm  above  the  liver.  It  is  usually 
attended  by  ulceration  of  the  stomach  and  circumscribed  peri- 
tonitis. The  heart  ia  not  displaced  and  the  bulging  is  entirely 
in  the  hypochondrium. 

Pratoaais. — The  disease  is  usually  incurable  and  often 
suddenly  fatal.  Much  depends  upon  the  cauae.  In  advanced 
phthisis  it  is  exceedingly  unfavorable.  Those  cases  occurring 
from  trauma,  lung  abscess  or  emphysema  sometimes  recover. 

TreatmeDt. — The  relief  of  pain,  aside  from  the  use  of  car- 
diac stimulants,  ia  the  first  object  of  treatment.  This  is  ac- 
complished best  by  the  hypodermatic  use  of  morphin  or  codein. 
Operative  procedure  ia  the  next  requirement  and  if  there  is 
a  aerofibrinous  effusion,  aspiration  is  demanded  but  if  the  effu- 
sion is  purulent,  perfect  drainage  must  be  obtained  by  costal 
resection  the  same  as  in  empyema.  When  the  pneumothorax 
eziflts  in  connection  with  phthisis  such  radical  measures  are 
rarely  advisable.  The  air  chamber  above  the  fluid  ia  sometimes 
tapped  by  an  aspirating  needle,  and  Unverricht,  in  cases  of  pul- 
monary fistula,  has  inserted  a  tube  into  the  pleural  sac,  thus 
allowing  free  entrance  of  air,  the  complete  collapse  of  the  lung 
and  dosing  of  the  fistula. 


HYDROTHOBAX. 

This  is  an  accumulation  of  transuded  serum  in  the  pleural 
cavity.  The  transadate  ia  a  clear  amber-colored  liquid  free 
from  fibrin,  though  choleaterin  and  a  few  endothelial  cells  may 
be  found  in  it.  It  contains  less  albumin  than  the  pleuritic 
exudate.  In  reaction  it  is  alkaline,  the  specific  gravity  is  low 
(1008-1013)  and  the  fluid  is  oonaidered  to  be  non-inflamma- 
tory in  character.     The  pleural  surfaces  are  amooth,  though 
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somewhat  pale  and  edematous.  The  hydrothorax  is  caused  by  a 
resistance  to  the  free  circulation  of  blood  throughout  the  pleura, 
and  it  is  most  frequently  the  result  of  chronic  nephritis  and 
valvular  heart  disease.  It  is  also  secondary  to  chronic  dysen- 
tery, diarrhea,  leukemia,  pernicious  anemia,  carcinoma,  mala- 
ria, syphilis  and  scurvy.  Carcinoma  of  the  pleura,  compression 
of  the  superior  vena  cava  or  thoracic  duct  from  any  cause  may 
develop  it. 

Symptoms. — The  general  symptoTnatotogy  partakee  of  the 
primary  disease  and  the  symptoms  directly  due  to  the  hydro- 
thorax  are  those  which  are  incident  to  the  mechanical  pressure. 
Thus  dyspnea,  often  terminating  in  orthopnea,  and  cyanosis 
are  the  most  pronounced  signs,  while  the  evidence  Of  a  feeble 
circulation  and  a  troublesome  cough,  are  quite  constant.  In 
many  instances  the  patient  is  subject  to  respiratory  disturbances 
which  resemble  attacks  of  asthma.  The  physical  signs  resem- 
ble those  of  pleuritic  effusion,  though  crepitant  rales  due  to 
retraction  and  partial  atelectasis  may  sometimes  be  heard  above 
the  effusion.  Hemothorax  is  a  condition  in  wliich  blood  takes 
the  place  of  the  serous  effusion  following  an  aneurysmal  rup- 
ture, wounds  of  the  bloodvessels  and  malignant  disease.  The 
physical  signs  and  symptoms  are  similar  to  those  of  hydro- 
thorax. 

Protoosis  and  Treatmeal. — The  condition  of  the  patient, 
the  character  of  the  primary  disease  and  the  promptness  of  the 
surgical  relief  affect  the  prognosis.  So  far  as  the  transudate 
itself  is  concerned  its  safe  removal  is  possible.  The  general 
treatment  is  in  line  with  that  of  pleurisy  with  efFusion  though 
strict  attention  must  be  given  to  the  cause  which  induces  it. 


NEOPLASMS  OF  THE  PLEURA. 

Morbid  growths  wliich  affect  the  pleura  are  exceedingly 
rare.  Both  carcinoma  and  sarcoma  may  exist,  their  clinical 
phenomena  being  identical.  Carcinoma  is  a  secondary  disease 
which  affects  the  pleura  by  direct  extension  of  primary  cancer 
of  the  lung.  Secondary  cancer  may  occasionally  arise  by 
metastasis  from  the  mammary  gland  or  from  the  lungs.  Pri- 
mary carcinomatous  involvement  of  the  pleura  is  an  exceedingly 
rare  condition. 

The  p^hologic  findings  reveal   circumscribed    areas  of 
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tbickening  or  tfae  neoplasms  ma;  asaume  the  form  of  papular 
projections  often'  developing  into  pedunculated  enlargements. 
In  size  the  growths  may  vary  from  that  of  a  pea  to  that  of  an 
apple.  The  neighboring  pleura  is  thickened,  often  adherent 
and  effusion  may  develop.  The  fluid  attained  by  puncture  is 
QBuaUy  hemorrhagic  in  character  with  a  color  varying  from  red 
to  reddish-black.  It  contains  an  abundance  of  fatty  degen- 
erated cells  and  large  endothelium  with  vacuoles  due  to  the 
degenerative  process  of  the  cancer  cells.  Sarcoma  occurs  some- 
times aa  a  primary  growth  "in  the  Bhape  of  the  so-called  endo- 
thelial carcinoma  of  Wagner,  which  starts  from  the  endothelial 
cells  of  the  lymphatics  and  connective  tissue."  Secondary  sar- 
comatous deposits  may  be  found  in  the  lungs,  lymphatic  glands, 
the  liver  and  muscles. 

The  symptoms  of  any  one  of  these  forms  are  not  pathog- 
nomonic, as  they  may  resemble  those  of  mediastinal  tumors  and 
chronic  pleuritis.  The  collective  symptomatology  supported  by 
the  rapidly  advancing  cachexia  and  the  demonstration  of  can- 
cer in  other  parts  of  the  body  are  the  only  objective  signs  which 
surest  a  diagnosis.  Often  it  is  impossible  to  recognize  the 
disease  until  the  extreme  loss  of  flesh  and  strength  and  the  dis- 
covery of  nodules  in  neighboring  localities  point  to  the  true 
condition.  The  hemorrhagic  character  of  the  effusion  will  help 
to  differentiate  from  the  ordinary  pleuritic  effusion.  Pain  is 
always  a  more  constant  feature  than  in  the  simple  chronic  pleu- 
risy. Chondroma,  lipoma  and  calcification  of  the  inflammatory 
pleural  products  are  also  occasionally  observed.  Echinoeoeeiu 
or  hydatid  disease  is  a  rare  pleural  involvement.  The  presence 
of  hydrothorax,  with  its  non-albuminous  fluid,  and  the  dis- 
covery of  booklets  and  fragments  of  the  hydatid  cyst  in  the 
aspirated  fluid  are  distinct  differentiations,  while  the  puralent 
character  of  the  fluid  is  also  diagnostic 

The  prognosis  is  always  unfavorable  and  the  treatment  is 
only  palliative. 

DISEASES  OF  THE  MEDIASTINUM. 

With  the  exception  of  diaeasee  of  the  heart,  aorta,  trachea 
and  esophagus,  mediastinal  disease  includes  all  those  morbid 
conditions  which  pertain  to  the  mediastinal  space.  Tumors, 
inflammation,  diseases  of  the  thymus  gland  and  mediastinal 
hemorrhage  may  be  considered. 
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Tmnars  ol  tke  Ntdlaatlnom. — Sarcoma  and  earcivama 
constitute  the  majority  of  these  neoplasms,  the  former  being 
most  frequently  observed.  Lymphadenoid  tumors,  fibroma, 
dermoid  cyst  and  hydatid  cyst  are  of  occasional  occurronoe, 
while  enchoudroma,  lipoma  and  gumma  are  even  more  rare. 
Primary  sarcoma  is  more  frequent  than  primary  carcinoma  and 
it  may  start  from  the  "renmant  of  the  thymus  gland,  from  the 
lymphatic  glands,  the  pleura,  the  lungs  or  from  the  Sbrous 
tissue  of  the  mediastinum."  The  esophagus,  bronchi,  lungs 
and  rarely  the  thymus  gland  may  be  the  primary  seat  of  its 
first  development.  Carcinoma  is  most  frequently  secondary  to 
carcinomatous  invasion  of  the  lymphatic  glands.  Mediastinal 
carcinoma  is  rarely  primary.  Females  are  most  commonly  af- 
fected and  it  occurs  usually  in  advanced  life. 

Symptoms. — Aside  from  the  vague  symptoms  of  cachexia, 
slight  dyspnea  and  some  substernal  pain,  the  early  symptoms 
are  not  indicative  of  the  developing  neoplasm.  When  pressure 
becomes  a  factor,  pain  will  be  marked  and  constant.  This  is 
not  always  severe,  though  it  persists  and  gradually  increases  in 
severity.  It  usnnlly  radiator  to  the  sides  of  the  chest  and  many 
extend  down  the  arm.  Dyspnea,  slight  in  character  at  first, 
soon  becomes  a  distressing  feature.  In  the  early  stages  this 
may  assume  an  asthmatic  cliaracter.  It  is  incident  to  pressure 
upon  the  trachea,  bronchus  or  the  recurrent  laryngeal  nerve. 
Cough  and  aphonia  are  usually  present.  Dysphagia  will  exist 
when  the  psophagus  is  the  scat  of  most  intense  pressure.  Pres- 
sure upon  the  vagus  or  the  sympathetic  will  give  rise  to  cardiac 
disturbances.  Compression  of  the  superior  vena  cava  or  sub- 
clavian will  induce  cyanosis  and  edema  of  parts  in  which  the 
venous  circulation  is  suppressed.  If  collateral  circulation  is 
not  well  established,  dilatation  of  the  superficial  veins  may 
result  from  the  venous  obstruction. 

The  physical  signs  are,  on  inspection,  a  diffuse  and  irreg- 
ular swelling  in  the  sternal  region.  If  extensive  erosion  takes 
place,  the  tumor  may  be  recognized  immediately  beneath  the 
skin.  It  is  only  in  the  advanced  stages  that  any  sternal  prom- 
inence is  noticed.  Palpation  detects  the  feeble  or  absent  frem- 
itus over  the  growth  and  a  pulsation  may  indicate  the  heart's 
apical  impulse.  Percvssion  elicits  dulness  even  in  the  earliest 
development,  but  this  will  vary  in  accordance  with  the  size  and 
giowth  of  fhe  tumor.     Auscultation  is  rather  negative  though 
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the  breath  eounde  and  vocal  fremitua  are  feeble  or  absent  while, 
in  rare  instances,  a  bruit  is  heard  over  the  aeat  of  the  tnmor. 
Should  pleural  effusion  attend  the  morbid  development  addi- 
tional physical  signs  will  be  recognized. 

Dlafnosis. — A  careful  study  of  the  history  and  outlined 
symptoms  will  be  of  guiding  Bignificance  though  it  is  always 
nece&sary  to  exclude  the  tumors  and  diseases  of  neighboring 
oi^ns  and  tissues.  Aneurysm,  with  its  softer  tumor,  longer 
course  of  development  and  the  strong,  heaving  and  expansile 
pulsation,  will  usually  be  differentiated  from  the  solid  medias- 
tinal tumor.  The  severe  diastolic  shock  which  is  detected  in 
aneurysm  is  absent  The  X-ray  may  help  in  substantiating  the 
evidence  of  a  morbid  growth. 

The  prognosis  is  always  unfavorable  and  treatment  avails 
us  nothing.  The  duration  of  the  disease  is  from  six  months  to 
a  year  and  one-half. 

Inflammation  Affecting  the  Hadlastinmn. — ^Inflammatory 
involvement  of  the  mediastinal  glands  and  connective  tissue  is 
of  occasional  occurrence.  Lymphadenitis  of  moderate  grade 
is  occasionally  observed  with  broncho-pneumonia  and  bronchitis 
following  such  infectious  as  measles,  influenza  and  whooping 
cough.  Tuberculous  lymphadenitis  has  been  mentioned  under 
its  appropriate  head.  Suppuration  of  the  mediastinal  lymph 
glands  may  take  place  as  the  result  of  a  local  specific  infection. 
This  is  not  generally  recognized  unless  there  is  perforation  of 
the  esophagus  or  a  bronchus  and  then,  as  in  all  cases  of  this 
kind,  a  fatal  result  is  to  be  expected.  Fortunately,  abscess  of 
the  mediaatinum  is  of  rare  occurrence  and  it  is  most  frequently 
located  in  the  anterior  part.  Traumatism  and  such  infections 
as  erysipelas,  rheumatic  fever,  measles  and  smallpox  are  the 
common  causes.  Suppurative  extension  from  neighboring  parts 
and  pulmonary  tuberculosis  are  marked  factors  in  this  form  of 
mediastinal  involvement. 

The  symptoms  of  acute  abscess  will  be  characterized  by 
pain  and  tenderness  in  the  sternal  region,  while  cough  and 
dyspnea  are  usually  present.  The  physical  signs  consist  in  per- 
cussion dulness  which  increases  with  the  abscess  development, 
while  palpation  may  detect  pulsation  and  fluctuation.  The  ab- 
scess may,  by  the  process  of  burrowing,  invade  the  trachea, 
esophagus  or  the  abdomen.     In  chronic  abscess  the  symptoms 
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may  simulate  more  closely  those  of  a  solid  tumor.  In  case  of 
a  spontaneous  cure  absorption  and  inapisaation  take  place. 

DiaCnosfs. — In  acute  abscess  the  sudden  onset,  the  rapid 
course,  and  the  suppurative  character  of  the  symptoms  will 
establish  the  differentiation  from  aneurysm,  while  palpation 
will  distinguish  the  more  solid  tumor.  An  exploratory  punc- 
ture will  confirm  the  diagnosis.  The  treatment  is  purely  sur- 
gical. 

Nfldiastinal  Bemorrfaate. — The  connective  tissue  of  the 
mediastinum  in  rare  cases  is  liable  to  hemorrhage  from  rupture 
of  aneurysms  of  the  arch  or  of  the  large  vessels  within  the 
thorax.  Traumatism  is  also  a  possible  factor  in  this  respect. 
The  hemorrhagic  diathesis  is  also  a  predisposing  cause,  tiiough 
it  is  difficult  to  differentiate  between  this  and  hemorrhage  into 
the  thymus  gland. 

Diseases  of  the  Hiymos  Oland. — The  thymus  gland  may 
be  subject  to  hypertrophy,  organic  growth  or  abscess,  thou^ 
it  is  extremely  difficult  to  detect  the  difference  between  these 
and  mediastinal  involvement  of  the  same  character.  Sudden 
and  fatal  dyspnea,  as  the  result  of  pressure,  is  about  the  only 
substantial  symptom.  Laryngismus  stridulus  and  the  so-called 
"asthma  thymicum"  are  auspicious  symptoms  when  this  gland 
is  enlarged. 
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DISEASES  OF  THE  PERICARDIUM. 


PERICARDITIS. 


Thia  ia  a  diseaae  whicli  ia  characterized  by  an  inflamma- 
tory invasion  of  the  pericardial  sac.  To  underatand  it  properly 
one  must  be  familiar  with  the  anatomical  atructure  of  the  peri- 
cardium. This,  we  must  remember,  is  a  cone  shaped  sac,  the 
base  of  which  rests  upon  the  diaphragm  while  its  apex  extends 
upward,  surrounding  the  cardiac  vessels.  The  external  layer  is 
thick  and  fibrous,  while  the  inner  layer  ia  thin  and  aerous  in 
character.  Areolar  connective  tissue  binds  the  pericardium  to 
the  heart  muscle.  The  pericardial  sac,  which  ia  almost  entirely 
covered  by  the  pleura,  contains  a  small  quantity  of  alkaline 
fluid.  The  varieties  of  pericarditis  are  described  as  acute,  plas- 
tic or  flbrinous,  serofibrinous,  purulent,  hemorrhagic  and  ad- 
hesive.    A  tuberculous  pericarditis  is  also  recognized. 

General  Etlolofy. — Primary  or  idiopathic  pericarditis 
rarely,  if  ever,  exists.  It  is  supposed  to  occur  in  children  when 
there  is  no  positive  sign  of  infectious  origin,  but  even  this  form 
may  be  subsequently  traced  to  a  bacteriological  cause  in  which 
the  bacillus  tuberculosis  is  a  frequent  factor.  Traumatism  may 
possibly  have  an  infiuence  in  inducing  the  disease,  but  an  in- 
fectious agent  will  usually  be  found.  Inflammatory  extension 
by  contiguity  from  adjacent  organs  may  sometimes  be  ob- 
served. Pleurisy,  pneumonia  and  inflammatory  invasions  of 
the  esophagus  or  bronchial  glands  are  most  prominent  in  thia 


Aa  a  secondary  process  we  shall  find  that  rheumatism  is 
a  most  prolific  cause.  In  fact,  pericarditis  may  complicate 
almost  any  stage  of  rheumatic  fever,  and  may  occlude  or  over- 
shadow the  typical  symptoms.     We  also  find  it  aaaociated  with 
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acute  tonsillitis  and  chorea.  It  may  also  develop  as  a  complica- 
tion or  as  a  sequela  of  scarlet  fever,  influenza,  pneumonia,  pye- 
mia, variola  and  other  infectious  diseases,  while  scurvy  and  dia- 
betes sometimes  predispose.  It  may  occur  in  the  later  stages  of 
parenchymatous  nephritis,  particularly  in  old  people;  as  in 
this  case  it  attends  a  disease  of  insidious  character,  the  physical 
signs  are  not  always  detected  with  easa  Pericarditis,  seooTi- 
dary  to  general  tuberculosis,  will,  doubtless,  be  more  fully 
recognized  as  pathologic  investigations  become  more  perfect. 
That  it  results  from  the  tuberculous  invasion  of  the  mediastinal 
glands  there  is  little  doubt;  and  pulmonary  tuberculosis  in  all 
probability  is  a  common  contributing  source  of  infection. 


ACUTE  PLASTIC  OR  FIBRINOUS  PERICARDITIS. 

This  form  of  pericarditis  is  the  most  common  variety  and 
rarely  proves  fatal  unless  unforeseen  complications  attend.  It 
is  almost  invariably  a  secondary  condition  and  is  characterized 
by  the  small  amount  of  fluid  exudate  and  the  predominance  of 
the  fibrinous  exudate. 

Patholofy. — The  membrane  at  flrst  is  smooth,  swollen  and 
injected;  ecchymotic  spots  may  appear  in  certain  areas.  The 
pathologic  process  may  show  local  or  general  distribution.  The 
exudate  may  simply  appear  as  a  roughened  condition  of  the 
pericardium,  or  it  may,  in  the  severer  types,  create  a  pro- 
nounced thickness  of  that  membrane.  As  this  exudate  becomes 
organized  the  constant  friction  of  the  opposing  surfaces  devel- 
ops a  peculiar  shaggy  appearance  which  has  been  defined  as 
the  "hairy  heart."  In  other  cases  the  exudate  may  appear  in 
the  form  of  ridges,  or  the  pericardium  may  seem  to  be  honey- 
combed. In  prolonged  cases  the  myocardium  is  liable  to  be 
affected,  giving  a  pale  and  turbid  appearance  to  the  muscle. 
Tubercular  granulations  are  often  found  in  this  form  of  peri- 
carditis and  a  slight  serous  effusion  will  be  detected  at  times. 

Symptoms. — The  symptoms  are  not  always  prominent  and 
are  mostly  indicative  of  the  complicating  disease.  The  peri- 
carditis may  be  detected  only  at  the  autopsy.  When  symptoms 
are  observed  the  patient  will  complain  of  a  sense  of  distress, 
constriction^  or  slight  pain  in  the  precordial  region.  The  pain 
is  most  marked  prior  to  any  effusion  and  extends  down  the  left 
arm,  into  the  back,  or  it  is  reflected  to  the  ensiform  cartilage 
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or  the  abdomen.  Pressure  over  the  pericardium  does  not  in- 
crease the  pain  in  the  average  caae.  Angiiial  symptoms  some- 
times develop.  Palpitation  and  dyspnea  are  generally  detected 
and  the  pulse  is  increased  in  frequency ;  it  becomes  weak  in  the 
later  period  of  the  disease  or  when  the  myocardium  is  affected. 
Slight  fever  may  exist,  thon^  this  depends  much  upon  the 
complicating  disease. 

Physical  Sifos. — Inspection  reveals  increased  vigor  of  the 
apex  beat.  Fiiction  fremitus  is  felt  at  the  base  during  the  early  ' 
period  of  the  disease.  Percussion  is  negative.  Auscvltation 
gives  a  distinct  friction  sound  which  is  superficial  and  lb  in- 
tensified by  the  pressure  of  the  stethoscope.  It  has  a  to  and  fro 
charact«r  and  loses  its  distinctness  by  deep  respiration  and 
postural  change.  The  quality  of  the  sound  varies ;  sometimes 
it  is  soft,  but  more  commonly  it  has  a  grating,  rubbing  or 
creaking  character.  With  few  exceptions  these  adventitious 
sounds  are  double ;  they  attend  the  rhythmic  movements  of  the 
heart,  but  are  not  generally  synchronous  with  the  heart  sounds 
as  their  duration  is  longer.  The  seat  of  maximum  intensity 
is  in  the  fourth  and  fifth  interspaces  to  the  left  of  the  sternum. 
The  sound  may  be  uinst  marked  at  the  base,  or  over  the  ascend- 
ing aorta,  and  sometimes  it  is  easily  detected  at  the  apex.  It 
may  be  heard  over  a  small  area,  or  it  may  be  transmitted  up  and 
down  the  sternum. 

DiatDOsis. — A  careful  study  of  the  physical  signs  enumer- 
ated above  will  aid  the  examiner  in  making  a  proper  diagnosis. 
We  must  differentiate  between  this  and  the  pericarditis  with 
effusion  by  the  characteristic  signs  which  show  the  presence 
of  a  fiuid  exudate.  Aortic  incompetency  may  simulate  the  peri- 
cardial rub,  but  it  will  be  distinguished  by  the  constant  char- 
acter of  the  murmur,  the  direction  of  its  transmission,  the 
arterial  phenomena  and  the  other  features  of  aortic  disease. 
Etidocardial  murmurs  are  not  affected  by  position  or  pressure 
and  rarely  simulate  the  pericardial  affection.  Pleuro-pericar- 
dial  friction  is  diagnosed  by  its  disappearance  when  the  breath 
is  held ;  it  has  no  to-and-f ro  character  and  is  intensified  during 
respiration. 

ProCnoslB.— The  prognosis  is  favorable  so  far  as  life  is 
concerned,  but  adhesions  may  seriously  complicate  the  condi- 
tion, as  the  two  layers  of  the  pericardium  may  become  ag- 
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ghitinated.     TIub  condition  also  may  be  the  forerunner  of  the 
chronic  fonn. 

Treatment. — The  patient  should  be  kept  absolutely  quiet 
in  bed.  The  diet  should  be  bland  and  the  amount  of  liquids 
should  be  limited  to  avoid  over-disfention  of  the  vessels.  Car- 
diac pain  may  call  for  hot  compresses  or  possibly  the  icebag. 
The  bowels  should  be  emptied  by  enemas  or  carthartics  if  any 
constipation  is  present.  In  case  of  extreme  cardiac  excitement 
it  will  be  necessary  to  use  heart  stimulants.  For  this  purpose 
airyckn'Ui  (gr.  1/60-1/30)  is  our  best  tonic  and  it  should  ba 
given  at  leaet  three  or  four  times  daily.  Later  dtgitiUis,  adonis 
or  conveUlaria  may  be  demanded. 

The  homeopathic  remedies  usually  indicated  at  first  are: 
Aconite,  which  covers  the  fever,  dry  surface,  thirst  and  also  the 
cardiac  and  mental  excitement.  It  especially  relates  to  the 
precordial  pain  and  the  sense  of  constriction.  Spigelia  is  in- 
dicated more  particularly  when  the  symptoms  assume  an  an- 
ginal character,  and  the  pain  radiates  down  the  chest  and  the 
left  arm.  Rhus  tax  may  be  thought  of  in  this  respect,  but  there 
is  an  underlying  toxic  state.  Veraium  viride  and  glonoin 
should  be  used  with  the  idea  of  inducing  arteriole  dilatation. 
Bryonia  and  cantharis  will  invariably  relieve  the  excruciating 
pain  in  the  primary  stage.  Gelsetnium  is  also  related  to  the 
deep  seated  muscular  pains  which  attend  the  rheumatic  form 
of  invasion.  Colchicin,  sodium  salicylate,  halmta,  gaultheria, 
potassium  iodid,  and  argcntum  nitricum  will  be  of  service  in  ac- 
cordance with  their  indications.  When  the  nervous  symptoma 
are  extreme  it  may  be  well  to  resort  to  the  use  of  a  sedative 
unless  relief  is  obtained  by  indicated  remedies. 


SEKO-FIBRINOUS  PERICARDITIS. 

This  form  of  pericarditis,  in  which  the  effusion  of  senun 
into  the  pericardial  sac  is  the  characteristic  feature,  attends 
or  follows  the  dry  or  plastic  form.  It  is  not  to  be  presumed, 
however,  that  every  case  of  dry  pericarditis  terminates  with  a 
liquid  exudate.  It  is  secondary  to  rheumatism,  renal  diseases 
and  eruptive  fevers.  Pneumonia  and  tuberculosis  are  often 
predisposing  causes  and  typhoid  fever  is  possibly  a  causative 
factor.  In  fact,  the  causes  are  the  same  as  in  the  plastic  or 
dry  variety. 
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Pathology. —Following  the  plastic  eKudation  a  second 
etage  of  secretion  exists,  iu  which  there  is  a  variable  amount  of 
effusion  neually  serous  or  serofibrinous  in  character  in  which 
pus  or  blood  may  be  mingled.  It  begins  as  a  fibrinous  deposit 
on  the  visceral  pericardium  and  as  the  serum  and  fibrin  increase 
in  amount  they  gravitate  to  the  pendant  portion  of  the  sac. 
The  quantity  of  serous  effusion  may  vary  from  two  to  four 
ounces  to  two  or  three  pints,  in  which  case  it  pushes  the  heart 
upward.  The  membrane  is  thickened  in  proportion  to  the 
amoimt  of  fibrin  in  the  exudate.  In  the  favorable  cases  the 
aerum  is  slowly  absorbed,  leaving  the  lymph  to  form  adhesions 
between  the  visceral  and  parietal  membranes  which  tend  to 
obliterate  the  pericardial  sac.  Sometimes  the  serum  is  not  ab- 
sorbed and  then  a  chronic  pericarditis  with  effusion  may  per- 
sist for  some  time.  If  a  purulent  exudate  is  present,  as  in  sep- 
ticemia, puerperal  fever,  tuberculosis  and  nephritis,  the  vis- 
ceral pericardium  may  be  eroded  and  the  cardiac  muscle  finally 
degenerate.  Even  in  the  ordinary  case  following  rheumatic 
fever,  there  may  be  an  inflammatory  extension  from  the  vis- 
ceral layer  into  the  heart  structure.  The  serofibrinous  va- 
riety does  not,  however,  generally  cause  much  myocardial  de- 
generation. In  protracted  cases  the  muscular  stroma  may  be- 
come softened,  favoring  atropliy  or  dilatation.  When  the  fibrin 
element  predominates,  the  tendency  is  toward  cardiac  hyper- 
trophy. 

Symptoms. — We  are  liable  to  overlook  the  symptoms  of 
this  form  of  pericarditis  until  the  effusion  has  become  pro- 
nounced. The  signs  of  the  acute  attack  may  be  clearly  defined 
as  before  enumerated,  yet  as  they  subside  we  may  be  blinded 
by  the  often  slowly  developing  exudate.  Precordial  oppression 
and  pain,  of  varying  character,  will  be  experienced  early.  If 
the  pleura  is  also  affected,  the  pain  may  be  severe.  Dyspnea 
is  a  sign  of  increasing  effusion,  due  to  compression  of  the  left 
lung  and  the  right  ventricle,  thus  disturbing  the  cardio-pulmo- 
nary  circulation.  For  the  same  reason  we  shall  find  deficient 
blood  aeration  with  feeble  peripheral  circulation.  General 
cyanosis  and  dropsy  may  be  present.  From  this  mechanical 
cause,  we  shall  invariably  discover  a  small,  feeble  and  irregular 
pnlae.  During  inspiration  the  radial  pulse  may  become  quite 
small  or  disappear  (pulsus  paradosus).  When  the  effusion 
develops  slowly  the  pulse  does  not  show  such  marked  changes, 
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but  when  it  is  rapid  and  excessive  the  mechanical  oppression  is 
BufScient  to  cause  pronounced  alteration  in  the  pulsd.  When 
plastic  pericarditis  exists  the  heart's  action  is  accelerated,  but 
as  the  fluid  accumulates  there  is  irregularity  of  rhjthm,  inter- 
mittency  and  often  reduplication  of  the  second  sound.  The 
exudate  pressure  may  be  so  extreme  that  the  esophagus  and 
recurrent  laryngeal  nerves  are  pressed  upon,  caiising  difficult 
deglutition  and  aphonia. 

Fever  is  not  a  prominent  symptom ;  the  temperature  rarely 
reaches  103°  F-,  though  it  may  be  ushered  in  by  chilliness  or 
rigors.  The  best  observers  have  advised  ue  to  look  out  for 
pericarditis  when,  in  rheimiatic  fever,  there  is  an  accession  of 
fever  without  the  extension  of  inflammation  to  additional  joints. 
Nervous  symptoms  have  been  discovered  during  the  course  of 
this  disease,  which  later  may  suggest  melancholia  or  maniacal 
delirium.  Headache  and  mild  delirium  are  frequent  symp- 
toms and  convulsions  and  coma  may  occur,  particularly  in 
young  subjects. 

Physical  Sifns. — Inspection. — The  skin  and  mncous  mem- 
branes are  slightly  cyanotic.  The  cervical  veins  are  prominent 
and  pulsate.  The  expression  is  anxious.  The  respirations  are 
rapid,  labored  and  often  irregular.  The  patient  lies  in  bed 
with  the  head  and  shoulders  elevated,  or  may  assume  a  sitting 
posture.  Precordial  bulging  may  be  noticed  in  young  patients 
and  sometimes  in  cases  with  abundant  exudation  in  older  peo- 
ple. The  diaphragm,  depressed  by  the  pericardial  exudate, 
may  carry  down  the  left  lobe  of  the  liver.  The  apex  beat  is  at 
first  exaggerated  in  impulse  and  later  is  displaced  upward  and 
outward,  becoming  gradually  weaker  and  more  diffuse.  When 
the  pericardial  sac  becomes  filled  the  apex  beat  may  disappear. 
The  respiratory  expansion  of  the  left  side  is  frequently  dimin- 
ished and  when  the  effusion  is  extreme  there  may  be  epigastric 
bulging. 

Palpation. — By  this  we  learn  that  the  apex  beat  is  dif- 
fused, feeble  and  displaced  upward ;  its  location  may  vary  with 
the  patient's  position.  A  friction  fremitus  may  be  palpable  at 
the  cardiac  base  in  the  early  stage  of  effusion  or  when  absorp- 
tion of  the  serum  has  taken  place.  Fluctuation  can  not  plainly 
be  detected.     In  large  effusions  the  liver  is  easily  palpated. 

Percussion. — The  chief  revelation  of  percussion  is  the 
increase  in  the  area  of  cardiac  dulness.     It  gives  the  triangular 
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outline  representing  the  shape  of  the  pertcardinin  with  base 
downward  and  the  apex  extending  upward  to  the  second  inter- 
space. Laterally  the  dulness  is  distinguished  for  one-half  inch 
or  more  to  the  right  of  the  sternum  and  more  than  twice  the 
distance  to  the  left.  As  the  effusion  continues  the  transverse 
area  of  dulness  increases  and  may  extend  as  far  as  the  nipple 
on  the  right  and  to  the  axillary  line  on  the  left ;  the  pericardial 
apex  will  then  be  pushed  up  as  far  as  the  first  interspace,  while 
the  base  will  descend  much  below  the  transverse  nipple  line. 
It  is  possible  that  an  emphyeematoue  lung  may  to  a  great  extent 
occlude  the  positive  outlines  of  the  pericardial  effusion.  Posi- 
tion will  change  the  area  of  dulness.  The  presence  of  vocal 
fremiiia  will  help  to  differentiate  from  pleuritic  effusion.  The 
margins  of  the  lung  surrounding  the  heart  may  be  retracted 
and  the  heart  carried  forward  or  dilated,  thus  causing  an 
increase  in  the  area  of  dulness,  which  may  not  be  due  to  the 
effusion. 

Auscultation. — The  friction  sound  which  is  characteristic 
of  the  dry  form  is  beard  only  indistinctly  at  the  base  or  apex. 
In  the  majority  of  these  cases,  however,  this  sound  may  be 
detected  early,  though  it  is  feeble.  If  there  is  absorption  of 
the  liquid  this  sound  will  be  restored  unless  there  is  abatement 
of  the  inflammatory  feature.  The  normal  heart  sounds  are 
gradually  weakened,  the  aortic  and  pulmonary  disappearing 
last.  Cardiac  rhythm  is  also  perverted.  In  many  cases 
broncho-vesicular  breathing  may  be  beard  over  the  lower  lobe 
of  the  left  lung,  on  account  of  the  compression  at  this  point. 

Course  and  Doratlon. — The  course  and  duration  of  this 
disease  will  vary  in  accordance  with  the  severity  of  the  affection. 
In  some  cases  the  exudation  is  rapidly  formed  and  excessive 
in  quantity.  In  other  cases  the  periods  which  define  the  drj', 
effusive  and  absorptive  stages  are  short  and  atypical.  The 
absorption  of  the  fluid  is  often  of  long  duration.  Cardiac 
hypertrophy  or  dilatation,  atrophy  or  degenerative  changes 
may  follow  the  chronic  form.  An  adherent  pericardium  is  a 
common  sequela.  The  temperature  disappears  by  lysis  when 
recovery  begins.  Fatal  termination  is  indicated  by  a  persistent 
fever  or  sudden  hyperpyrexia  followed  by  marked  dyspnea, 
cyanosis  and  failing  circulation.  Active  delirium,  restlessness, 
insomnia,  subeultus  and  involuntary  action  of  the  sphincters 
presage  a  sudden  sinking  of  vital  forces. 
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DiaCnoBia. — The  diagnoBiB  of  pericarditis  is  often  difficult. 
The  typical  case,  if  watched  throughout  its  developing  stages, 
maj  be  ooirectlj  diagnosed  if  the  case  is  giren  careful  atudy". 
The  physician  is  often  called  when  the  disease  has  existed  for 
some  time  and  when  varioua  complications  are  liahle  to  mask 
the  characteristic  features.  In  general  we  may  say  that  the 
presence  of  the  friction  sound,  the  triangular  area  of  peri- 
cardial dulnesB  with  possibly  precordial  bulging  with  circu- 
latory disturbance  as  above  mentioned  ought  to  settle  the  diag- 
nosis. We  must  differentiate  the  following  diseasea:  Endo- 
carditis will  be  recognized  by  a  sound  which  is  synchronous 
with  the  heart  sounds ;  that  is,  they  precede,  follow  or  replace 
the  systolic  or  diastolic  sounds.  Endocardial  murmurs  are 
more  diffusible  and  extend  to  the  left  or  tight  of  the  cardiac 
region;  they  are  also  transmitted  along  the  arteries.  The 
endocardial  sound  is  less  superficial  than  the  pericardial  and 
it  is  not  affected  by  the  patient's  change  of  position. 

Cardiac  dilatation  presents  an  impulse  which,  particularly 
in  thin  chested  people,  is  visible,  wavy  and  palpable,  though 
feeble  and  is  not  accompanied  by  effusion.  The  heart  sounds  in 
dilatation  are  clear  though  weak,  in  contradistinction  to  the  dis- 
tant and  muffled  sounds  in  pericarditis.  No  perceptible  fever 
or  pain  attends  the  typical  dilatation,  though  there  may  be  the 
history  of  a  chronic  valvular  disease  with  all  its  concomitant 
symptoms.  Acute  serofibrinous  pleurisy  on  the  left  side  often 
simulates  an  attack  of  pericarditis  and  the  two  diseases  may  co- 
exist. The  pain  of  pleurisy  is,  however,  more  incisive ;  the  per- 
cussion dulness  extends  lower  and  farther  to  the  left ;  the  pleu- 
ritic friction  sound  is  heard  lower  and  is  synchronous  with  the 
respiratory  movements;  it  ceases  in  the  temporary  suspension 
of  respiration. 

ProfnoBis. — ^We  may  say  that  the  ordinary  case  of  peri- 
carditis with  effusion  terminates  favorably,  providing  the  gen- 
eral condition  of  the  patient  is  not  decidedly  below  normal  and 
the  virulence  of  the  affection  is  not  unusual.  Cases  associated 
with  rheumatism,  pneumonia  and  other  tractable  infections, 
yield  generally  to  early  and  thorough  treatment.  Pus  in  the 
exudate  always  makes  the  case  more  unfavorable.  Accompany- 
ing nephritis  should  always  cause  an  unfavorable  prognosis. 

TreitmeDt — The  treatment  of  pericarditis  with  effusion 
should  look  toward  the  subjugation  of  the  inflammatory  inva- 
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sion,  tlie  legolation  of  cardiac  actirit;,  the  relief  of  pain  and 
diatress  and  the  removal  of  the  exudate,  if  necessary,  hy  sur- 
gical means.  Absolute  Test  in  bed  and  perfect  quiet  are  also 
mandatory  requirements.  The  regulati(»i  of  cardiac  action 
requiree  great  caution  from  the  fact  that  sudden  depression  is 
exceedingly  dangerous.  The  coal  tar  derivatives  should  never 
be  resorted  to  for  this  purpose.  The  icebag  is  still  our  safest 
method  of  sedation.  In  some  cases  we  shall  still  find  the 
hot  application  or  possibly  the  almost  obsolete  poultice  effica- 
cious. The  hot  flannel,  or  warm  cotton  or  wool  applications 
may  be  better  in  other  cases.  Opium  internally,  or  a  poultice 
sprinkled  with  laudan\im,  is  still  a  means'  for  local  relief. 
Dovera'  powder,  in  five  grain  doses,  codein  or  morphin  are  often 
essential  internal  remedies.  Some  specialists  still  advocate  the 
use  of  leeches  and,  no  doubt  to  advantage  in  certain  cases.  The 
same  may  be  said  of  bleeding  from  the  arm  when  the  circula- 
tion is  embarrassed  and  the  pulse  is  irregular ;  it  may  be  even 
more  positively  indicated  when  there  is  arterial  anemia,  tc^ther 
with  venous  congestion. 

Stimulation  is  a  subject  demanding  the  most  careful  con- 
sideration when  the  pulse  is  weak  and  the  cardiac  power  is  per- 
sistently failing.  Strychnia  (gr.  1/60-1/30)  hypodennatically 
administered  is  on  the  average  the  best  agent  for  this  purpose. 
The  combined  tablet  of  digitalin,  strychnia  and  nitroglycerin 
may  be  needed  in  some  cases.  Spartein  sulphate  (gr.  1/10)  is 
alflo  a  valuable  remedy  for  this  purpose.  If  the  heart  is  em- 
barrassed by  the  excessive  effusion,  it  is  not  wise  to  resort  to 
stimulation  except  after  the  removal  of  the  exudate  which  is  a 
mechanical  cause  of  the  trouble.  Paracentesis  is  essentially  a 
surgical  procedure  and  should  not  be  performed  by  anyone  but 
a  surgeon  except  in  emergency.  The  indications  for  this  are 
found  when  the  heart  is  greatly  embarrassed  in  its  action,  and 
grave  dyspnea  suggests  a  serious  compression.  The  explora- 
tory incision  under  aseptic  precautions  may  be  resorted  to 
if  the  physical  and  objective  signs  are  not  sufficiently  con- 
finning.  The  fourth  or  fifth  intercostal  space,  about  an  inch 
to  the  left  of  the  Bt«mal  margin,  is  the  place  for  this.  The 
aspirating  needle  or  trocar  should  be  employed  for  the  slow 
withdrawal  of  the  serous  or  serofibrinous  fluid.  If  this  should 
be  purulent  a  pericardial  incision  should  be  made  in  the  same 
place,  a  soft  drainage  tube  should  be  inserted  and  the  cavity 
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may  be  washed  out  with  a  warm  normal  salt  or  boric  acid 
solution.  This  again  should  be  done  by  a  competent  sur- 
geon. There  are  some  practicians  who  still  hold  to  the  idea 
of  using  a  blister  followed  by  hot  poultices  for  the  relief  of 
large  effusiona>.  This  may  possibly  be  employed  when  other 
measures  seem  inadequate.  Mercurial  inunctions  have  been 
advocated  for  the  slowly  disappearing  effusions.  Much  may 
be  done  to  reduce  the  effusion  by  increasing  elimination 
through  the  akin,  kidneys  and  bowels.  Oaseara  and  the  com- 
pound lapaciie  pills,  which  relieve  the  liver  of  its  torpidity,  are 
worthy  of  trial.  Calomel,  in  half  grain  doses,  is  permiBsible  in 
obstinate  cases.  The  diet  should  he  extremely  simple  and  fluids 
should  not  be  given  in  large  amounts  lest  the  effusion  be 
increased.  Best  is  as  imperative  here  as  in  any  other  cardiac 
affection. 

The  internal  medication  should  apply  to  the  predisposing 
disease,  the  cardiac  perversion  and  the  relief  of  the  effusion. 
As  the  cause  may  bo  frequently  traced  to  rheumatic  fever  we 
shall  be  obliged  to  give  this  line  of  treatment  precedence.  The 
salicylates  have  been  employed  almost  exclusively  in  the  past, 
but  are  supplemented  now  by  many  other  remedies.  Possibly 
in  some  obstinate  cases  with  a  rheumatic  history,  we  may  obtain 
relief  from  gradually  increasing  doses  of  sodium  salicylate. 
This  is  best  given  after  meals,  beginning  with  five  grain  doses 
and  increasing  to  fifteen  or  twenty;  it  should  be  given  with 
plenty  of  water.  Golchicin  with  m.ethyl  salicylate  ie  a  recent 
preparation  having  some  advocates.  The  objection  to  any 
salicylate  lies  in  the  gastric  disturbance,  which  often  discounts 
all  its  supposed  utility.  Potassium  iodid  is  still  looked  upon 
as  a  valuable  remedy  whenever  specific  taint  or  a  doubtful  dys- 
crasia  underlies  the  disease  manifestations.  It  is  undoubtedly 
also  efiBcient  in  reducing  the  effusion.  Strontium  iodid  may  be 
considered  in  the  same  category. 

Golchicin  is  also  a  serviceable  remedy.  Qoodno  claims 
that  it  is  "a  valuable  preventive  of  rheumatic  pericarditis." 
A  solution  of  one  grain  of  Merck's  colchicin  to  one  ounce 
of  alcohol  is  the  preparation  used.  Three  to  five  drops  of 
this  are  given  every  three  or  four  hours.  The  dose  should 
be  gradually  increased  to  the  point  of  gastro-intestinal  dis- 
turbance. Spigelia  is  one  of  the  most  useful  remedies  from 
the  very  first  indication  of  the  disease;  one  of  its  common 
symptoms  is  a  neuralgic  pain   in  the  cardiac  region,  which 
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radiates  down  the  arm  and  is  attended  with  cardiac  palpi- 
tation. Aconite,  hryonia,  apis,  arnica  and  veratum  viride 
would  naturally  be  indicated  in  the  early  stage  of  effusion 
when  the  cardiac  excitement  is  due  to  the  first  inflammatory 
invasion.  These  remedies,  with  the  exception  of  aconite  and 
apis,  I  have  not  found  successful  in  any  potency  higher  than  the 
first  decimal.  Cannabis  sativa  will  often  relieve  the  precordial 
pain  when  it  is  of  a  violent,  piercing  character  and  the  patient 
displays  much  mental  escitement.  Cactus  grand,  will  also  con- 
trol many  of  the  early  symptoms  when  the  rheumatic  disorder 
causes  unnatural  heart  action  and  there  is  the  reaction  of 
exhaustion  to  the  extent  that  the  heart  feels  oppressed  as  if  by 
a  heavy  hand.  The  cardiac  perversion  will  be  regulated  by  the 
remedies  naturally  indicated  in  accordance  with  its  physio- 
logical disturbance.  Digitalis,  convallaria,  kalmia^  adonis 
vemalis.  naja,  etc.,  will  generally  answer  this  purpose,  though 
the  support  of  strychnia  may  sometimes  be  needed. 

The  remedial  relief  of  the  effusion  will  call  for  prompt  and 
persistent  attention.  The  best  diuretic  action  is  obtained  by 
one  to  two  drachm  doses  of  infusion  of  digitalis  every  three 
or  four  hours,  and  in  severe  cases  I  give  equally  often  ten 
grain  doaes  of  diureiin.  Hydragogin  is  even  a  better  remedy 
than  digitalis.  The  patient  may  take  small  quantities  of  dis- 
tilled water  daily  and  in  some  instances  this  may  be  given 
more  freely.  Effervescent  allcalithia,  in  teaspoonful  doses,  may 
favor  the  increase  of  urine.  Apocynum  tincture  (m.  10-20)  or 
possibly  the  aqueous  solution  in  larger  doses,  may  also  encour- 
age diuresis.  Stigmata  maydis  in  twenty  drop  doses  of  the 
fluid  extract  will  also  help  to  obtain  this  result.  In  addition  to 
this  we  should  also  resort  to  the  regular  use  of  high  normal 
salt  enemata  and  the  hot  bath  at  stated  intervals.  Apia, 
arsenicum,  caniharis  and  elaterium  are  good  remedies  when 
indicated  and  will  surely  aid  in  reducing  the  effusion.  Aa  a 
standard  remedy  for  this  purpose  we  shall  find  frequent  use 
for  potassium  acetaie  (grs.  10-15)  every  three  or  four  hours. 
Potassium,  iodid  is  also  serviceable.  This  should  be  giten  in 
increasing  doses  of  the  saturated  solution. 


PURULENT  PERICARDITIS. 

This  diseaae  has  also  been  termed  empyema  of  the  peri- 
cardium. The  cause  is  generally  traced  to  some  acute  infec- 
tious disease,  thoagh  it  may  follow  the  sero-fibrinous  form. 
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Many  times  we  find  it  associated  with  the  tuberculous  pTocesa, 
while  the  pneumococcns,  gottoooocus  and  p7<^penic  bacteria 
have  also  been  found  in  the  pus.  The  pericardial  membrane 
is  thickened  and  granular,  while  the  myocardium  may  become 
softened  and  show  fatty  degeneration. 

Symptoms. — In  addition  to  the  typical  symptoms  of  peri- 
carditis with  effusion,  we  shall  have  the  febrile  signs  which 
usually  attend  the  development  of  pus.  There  will  be  rigors 
and  high  temperature,  with  cold  sweats  and  pronounced  pros- 
tration. The  small,  rapid  and  irregular  pulse  attended  by  the 
peculiar  temperature  curve  of  the  suppurative  type,  will  clearly 
define  this  condition.  It  runs  a  rapid  course  and  the  result  is 
almost  invariably  nnfavorable.  The  symptoms  of  the  primary 
cause  will  generally  be  associated  with  the  typical  signs  of  sup- 
puration, 

Dlafnoais. — The  diagnosis  should  be  confirmed  by  the 
symptoms  mentioned  above  and  the  additional  evidence  obtained 
by  exploratory  incision  or  aspiration. 

Pro(008ls. — It  will  be  necessary  to  give  an  unfavorable 
prognosis  in  every  case  of  this  kind. 

Treatment — This  is  essentially  a  surgical  disease,  as 
drainage  of  the  pericardium  is  necessary.  The  general  treat- 
ment will  be  similar  to  that  of  serofibrinous  pericarditis.  Such 
internal  remedies  as  hepar  sulphur,  arsenicum  iodid,  sulphur, 
iodoform  and  mercurius  may  be  used  with  some  degree  of  suc- 
cess. One  to  three  grain  doses  of  methylene  blue  may  also  be 
given.  Boric  acid,  benzosol  and  beta  naphtol  may  be  con- 
sidered for  their  antiseptic  action. 


ADBESIVE  OS  CHRONIC  PERICARDITIS. 

It  has  been  supposed  by  some  that  this  form  of  pericarditis 
exists  independently  of  the  acute  form,  inasmuch  as  it  is  some- 
times very  difiicult  to  discover  any  preceding  acute  symptoms. 
That  it  succeeds  the  acute  variety  there  is  hardly  any  douDt 
It  may  follow  the  plastic  form  or  it  may  appear  after  the  absorp- 
tion of  the  effusion.  The  adhesions  may  consist  only  of  a  few 
fibrinous  bands,  or  the  opposing  membranous  surfaces  may  be 
firmly  adherent  for  their  entire  surfaces  or  in  limited  areas. 
Often  the  result  may  be  a  completely  obliterated  sac,  due  to  an 
excessive  thickening  of  the  layers.     Calcareous    development 
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may  be  present  or  attendant  valvular  lesions  may  create  marked 
hypertrophy  of  the  heart.  The  myocardium,  too,  may  Buffer 
a  conBiderable  degeneration.  The  complete  adhesions  occur 
most  frequently  in  children.  Chronic  tnberculons  pericarditis 
may  precede  or  follow  this  condition. 

Symptoms. — We  do  not  often  find  characteristic  subjective 
symptoms,  except  as  they  relate  to  the  primary  cause.  Func- 
tional veaknesa  will  be  recognized  early  and  if  there  ia  an  aseo- 
ciate  valvular  lesion,  we  shall  discover  an  apical  murmur. 
Degenerative  changes  in  the  heart  muscle  may  be  in  evidence. 
Venous  stasis,  dropsy  and  dyspnea  may  reveal  the  weakness  of 
the  right  ventricle,  while  the  pulse  will  be  rapid,  irregular  and 
of  low  tension.    The  pulsus  paradoxus  may  be  noted. 

Physical  Slfns. — Inspection  may  show  a  depression  or 
pitting  in  the  intercostal  spaces  over  the  heart  or  a  retraction 
of  the  chest  wall  over  the  apex,  synchronous  with  the  heart's 
systole,  may  be  noticed.  This  is  more  pronouneed  during 
inspiration,  and  may  be  detected  also  by  palpation.  We  must 
remember  that  apical  retractions  may  be  detected  in  coimection 
with  other  diseases  of  the  chest.  A  diastolic  shock  my  be  found 
which  is  due  to  the  cardiac  rebound  during  diastole,  and  is  con- 
sidered a  more  positive  sign.  The  collapse  of  the  jugulars 
during  diastole  (Friedreich's  sign)  is  a  physical  phenomenon 
of  some  value,  though  this  may  be  observed  in  cardiac  dilatation 
without  adhesions.  The  fixed  position  of  the  apex  beat  when 
the  patient  is  turned  on  the  left  side  is  a  valuable  diagnostic 
sign.  The  character  of  the  cardiac  impulse  is  sometimes  wavy 
and  undulatory. 

Percussion  shows  an  increase  in  the  area  of  cardiac  dul- 
ness,  especially  upward  and  to  the  left.  On  account  of  adhesions 
between  the  pleura  and  pericardium  this  area  of  dulness  may 
be  fixed  and  uninfluenced  by  deep  inspiration.  Auscultation 
does  not  give  any  valuable  diagnostic  signs  that  are  peculiarly 
distinctive.  There  is  sometimes  heard  a  group  of  loud  mur- 
murs caused  by  the  "jogging"  cardiac  action.  Other  murmurs 
will  relate  to  the  complicating  valvular  lesion.  The  physical 
signs  of  hypertrophy,  dilatation  and  myocarditis  are  to  be  dis- 
covered and  differentiated  whenever  they  may  appear. 

Prognosis. — This  will  depend  upon  the  extent  of  the 
adheaions,  the  age  and  the  physical  condition  of  the  patient, 
and  the  degree  of  structural  change  which  may  develop  in  the 
cardiac  muscle. 
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Treatment. — We  can  not  expect  to  accomplish  much  by 
treatment  except  through  the  aymptomatio  prescribing  of.  rem- 
edies for  the  valyular  conditions  ^hich  maj  arise.  This  la  sim- 
ply a  mechanical  difficulty  and  except  for  the  general  care  of 
the  patient  we  can  do  but  little. 


HTDROPERICASDIUM. 


This  condition  has  also  been  termed  a  dropsj  of  the  peri- 
cardium, inasmuch  as  a  serous  transudation  is  found  in  the 
pericardium  without  any  inflammatory  invasion  of  the  pericar^ 
dial  mraibrane. 

Etiology. — Hydropericardimn  is  frequently  associated 
with  general  cardiac  or  renal  dropsy.  It  is  observed  in  con- 
nection with  advanced  chronic  nephritis,  in  which  cases  it  may 
appear  suddenly.  It  is  also  a  post-scarlatinal  complication, 
though  it  may  follow  any  infection.  Hydrothorax  may  pre- 
cede it.  Mechanical  pressure  from  mediastinal  tumors,  aneu- 
rysm or  thrombosis  may  be  a  predisposing  factor. 

Palheloty. — There  is  no  evidence  of  pericardial  inflam- 
mation. There  may  be  a  slight  pericardial  thickening  due  to 
interstitial  edema.  The  effusion  is  light  yellow  in  color  with 
a  slight  amount  of  albumin  and  no  flbrin.  There  may  be  an 
admixture  of  blood  when  the  capillary  vessels  are  impaired. 
The  lungs  may  be  compressed  when  the  effusion  is  large.  When 
the  exudate  is  milky  the  condition  is  termed  chlyopericardium. 

Symptoms. — Dyspnea  is  a  characteristic  symptom  due  to 
the  effusion  which  is  often  greater  than  is  found  in  pericarditis. 
The  area  of  percussion  dulness  is  increased  and  varies  with 
the  patient's  position.  Friciion  sounds  are  absent.  The  con- 
atHutioTial  symptoms  are  related  to  the  causative  cardiac  or 
renal  disease. 

Diafnosis  and  Profnosls. — The  history  of  the  case  and  the 
symptoms  defined  above  should  help  in  making  the  diagnosis. 
The  prognosis  will  depend  upon  the  cause,  the  complications 
and  the  extent  of  the  effusion. 

Treatment. — The  case  may  be  treated  similarly  to  those 
of  pericarditis  with  effusion.  Paracentesis  may  be  performed, 
sometimes  with  favorable  results.  The  following  remedies  may 
be  used  for  internal  medication:  Sulphur,  silicea,  calcarea 
ftuortea,  arsenic,  apis,  lachesis,  digitalis,  apoeynum  and  stro- 
.  phanthus. 
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HEHOPERICABDIUH. 

Hemorrhage  into  the  pericardinni  ia  a  rare  disease.  It 
may  result  from  injuries,  such  as  gunshot  wounds  and  stabs, 
or  from  rupture  of  the  heart,  dependent  on  cardiac  anenrysms 
or  fatty  degenerations ;  again  it  may  come  from  perforation  of 
the  sac  by  aneur^ms  of  the  aorta  and  coronary  arteriee.  The 
aneurysmal  rupture  ia  rapidly  fatal,  while  rupture  of  the  heart 
muscle  may  not  result  in  death  quite  so  soon.  The  aymptomt 
depend  much  upon  the  rapidity  with  which  the  blood  escapes 
into  the  pericardium.  The  symptoms  of  efFuaion,  with  marked 
dyapnea  and  cardiac  failure,  appear  very  early  in  a  majority 
of  the  cases.    Pericarditis  may  follow  if  death  ia  delayed. 

The  diagnosia  before  death  is  a  difficult  matter,  except  as 
we  may  know  by  previous  examination  that  an  aneurysm  or 
degenerative  condition  existed.  Sudden  pain,  dyspnea  and 
failure  of  circulation,  together  with  a  rapidly  increasing  area 
of  dulness,  will  suggest  this  disease. 

The  prognosis  and  treatment  will  give  but  little  hope. 
Some  help  may  come  from  remedies,  but  this  will  only  be  tem- 
porary. Aspiration  has  been  suocessfolly  performed,  but  rarely 
gives  relief. 


PNEUMOPERICAHDIUM. 

The  presence  of  air  in  the  pericardium  is  a  rare  affeotioo. 
Pus  is  also  found  in  conjunction  with  the  air,  hence  the  term 
pyopneumopericardium  is  properly  used  in  this  case.  We  may 
look  for  the  causes  in  the  existence  of  wounds  or  in  fistulorns 
connection  between  the  lungs  and  pericardium;  tuberculosis 
and  empyema  may  be  factors  in  this  respect.  The  decomposi- 
tion of  liquid  pericardial  effusiona  baa  been  urged  as  a  possible 
cause.  Abscees  in  the  liver  or  mediastinum  or  ulcerations  from 
malignant  growths  may  also  be  the  cauae  of  pneumopericar- 
dium. 

Symptoms. — The  symptoms  simulate  those  of  acute  peri- 
carditis with  effusion,  but  the  dyspnea  is  more  severe.  The 
physical  signs  are  distinctive;  the  precordia  is  distended; 
tympanitic  percussion-resonance  is  distinguished  in  the  pre- 
cordial region.  Atisculiation  discovers  a  peculiar,  splashing, 
metallic  sound,  caused  by  the  movements  of  the  heart  in  the 
fluid  contents  of  the  pericardium.     These  sounds  may  be  heard 
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at  some  distance  from  the  patient.  The  heart's  action  ia  ^ery 
weak  and  ia  exaggerated  by  the  sitting  position.  The  prognosia 
is  grave  and  treatment  yields  little  relief. 


ENDOCARDITIS. 

By  this  term  we  mean  an  inflammation  of  the  lining  mem- 
brane of  the  heart.  As  this  is  usually  confined  to  the  Talvee, 
it  is  often  defined  as  a  valvular  endocarditis.  It  occnre  either 
in  the  acute  or 'chronic  form.  Under  the  first  bead  we  recog- 
nize (a)  simple  acute  endocarditis  and  (b)  ulcerative  or  malig- 
nant endocarditis.  The  chronic  form  represents  an  interstitial 
endocarditis  of  slow  formation  in  which  we  shall  find  a  sclerotic 
change  that  affects  the  valves  most  decidedly. 


SIMPLE  ACUTE  ENDOCAHDITIS. 

Etiolofy. — There  is  no  doubt  of  a  bacteriological  origin 
in  most  cases  of  endocarditis.  While  the  micro-organism  can 
not  easily  be  found  in  certain  cases,  we  still  have  reason  to 
believe  that  infection  is  the  cause  of  most  diseases  of  this  kind. 
Therefore,  it  is  essentially  a  secondary  disease.  Acute  rheu- 
matic fever  is  its  most  prolific  cause,  many  writers  claiming 
it  ia  present  in  sixty  to  eighty  per  cent  of  the  cases.  The  young 
are  particularly  predisposed  after  even  a  slight  attack  of  rheu- 
matic fever.  Endocarditis  may  be  the  chief  symptom  of 
rheumatic  fever  when  the  articular  signs  are  not  in  evidence. 
We  will,  however,  observe  the  moat  characteristic  cases  when 
the  articular  involvement  is  severe.  The  relation  to  tonsillitis 
and  chorea  will  tend  to  confirm  the  association  of  these  dis- 
eases with  rheumatism.  All  specific  fevers  probably  predis- 
pose to  endocarditis,  though  we  shall  discover  that  it  is  asso- 
ciated with  scarlet  fever  more  frequently  than  with  typhoid, 
diphtheria,  measles,  variola  and  varicella.  Oonorrheal  rhfur 
matism  may  predispose  to  it,  and  sometimes  it  is  secondary  to 
syphilis.  Ptieumonia  and  pulmonary  tuberculosis  contribute 
a  small  proportion  of  cases.  Parenchymatous  nephritis,  dia- 
betes, gout,  ulcerative  carcinoma  and  the  suppurative  diseases 
furnish  occasional  causes.  General  debility,  the  pregnant  and 
puerperal  state  are  regarded  as  possible  sources  of  endocardial 
infection.  Injuries  to  the  valves  and  the  chordae  tendineae,  as 
well  as  infiemmatory  extension,  may  be  regarded  as  rare  causes. 
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A  form  known  as  acvie  recurrent  endoccrditis  may  follow  a  pre- 
existing Bclerotic  endocarditis.  Men  are  suppoeed  to  suffer  with 
this  disease  more  frequently  than  women,  and  in  this  respect 
w©  may  state  that  alcoholism  probably  accounts  to  a  great 
extent  for  this. 

Patboloty. — The  pathological  process  is  characterized  by 
vegetations  in  the  form  of  excrescences  varying  from  a  small 
point  to  a  pea  in  size  or  even  larger.  They  ai-e  found  chiefly 
on  the  valvular  surfaces  near  the  margins  and  opposing  the 
blood  current.  They  often  form  a  row  of  "beadlike  out- 
growths" and  may  involve  the  tissues  surrounding  the  valves. 
Sometimes  the  chordae  tendineae  are  alone  affected.  The  mitral 
segments  are  most  frequently  involved  and  the  vegetations  will 
be  found  on  the  auricular  side.  Should  the  aortic  valves  be 
involved,  we  shall  find  the  vegetations  on  the  ventricular  sur- 
face. These  abnormalities  may  be  merely  an  elevation  of 
morbid  tissue,  or  the  vegetations  may  be  attached  by  pedicles 
which,  being  easily  detached,  predispose  to  embolism  of  some 
distant  blood  vessel.  Should  endocarditis  be  a  possibility  dur- 
ing fetal  life,  the  tricuspid  valves  would  more  naturally  furnish 
a  location,  as  the  right  heart  is  then  the  active  part. 

In  the  miid  form  the  valves  are  simply  swollen  and  smooth, 
and  finally  the  v^etation  is  absorbed  or  a  small  indurated  mass 
remains.  On  the  area  of  infiltration  a  layer  of  fibrin  is  often 
deposited  which,  being  easily  separated,  may  cause  further 
inflammatory  trouble  either  in  the  heart  or  distant  blood  vessels. 
The  new  growth  may  degenerate  and  undergo  calcification. 
The  morbid  process  may  invade  the  cardiac  walls  or  the  cell 
proliferation  may  terminate  in  the  ulcerative  variety.  The 
more  common  termination  is  the  chronic  or  sclerotic  valvulitis. 
The  friction  caused  by  the  blood  current  against  the  roughened 
valves  aids  the  inflammatory  development  caused  by  the  micro- 
organisms and  their  toxins. 

The  pathogenic  factors  which  develop  the  disease  are 
claimed  to  be  the  staphylococcus  pyi^nes  aureus,  diplococcus 
pneumoniae,  the  streptococcus  pyogenes  and  sometimes  the 
bacillus  coll  communis,  the  gonococcus,  the  bacillus  diphtheriae, 
the  bacillus  of  Eberth  and  possibly  other  micro-oi^anisms. 

Symptoms.—  -Definite  symptoms  are  not  always  obtained 
and  many  times  early  sn^estions  of  the  disease  are  obscure 
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until  the  inflammatoiy  invasion  affects  the  cardiac  walls.  lu 
an  attack  of  articular  rheumatism  or  tmj  other  inf ectioua  dis- 
ease the  heart  should  be  examined  dail^  to  detect  an;  b^^inning 
endocarditis.  Precordial  pain,  dyspnea  and  cardiac  palpitation 
with  moderate  fever  (101°-103°  F.)  are  the  early  characteristic 
symptoms.  The  pain  is  not  always  sharp  or  lancinating; 
usually  it  is  only  a  dull  precordial  distress.  With  diildren  it 
may  be  referred  to  the  epigastrium.  The  dyspnea  may  be 
parozysmal  or  constant  The  labored  breathing  may  be  attended 
by  impaired  circulation.  The  pulse  is  generally  excited  at  first, 
but  later  becomes  weak  and  insular.  Cardiac  enf eeblemeut, ' 
with  arrhythmia,  is  a  supplementary  suggestion  of  the  disease. 
A  rapid  rise  of  temperature  is  a  confinning  sign. 

Phyaical  Sitnu.— Inspection. — The  area  of  visible  impulse 
may  be  increased,  though  usually  it  is  normal.  As  the  heart 
beomieB  weaker  the  pulsations  are  less  distinct  Cyanosis  and 
distention  of  the  vessels  of  the  neck  are  rare  symptoms.  Palpor 
Hon. — The  endocardial  thrill  may  be  felt  by  the  band.  The 
increased  impulse  of  the  early  stage  and  the  lessened  intensity 
of  the  later  stage  may  also  be  frequently  detected.  Beonrrent 
endocarditis  associated  with  previous  hypertrophy,  may  pre- 
sent a  heaving  apical  impulse.  With  acute  dilatation  this  may 
be  greatly  weakened.  Percussion  will  reveal  a  normal  area 
of  dulness,  though  this  may  be  increased  transversely  when 
dilatation  occurs.  Auscultation  discloses  the  most  character- 
istic feature  of  endocarditis.  This  is  the  soft  blowing  systolic 
murmur  heard  best  at  the  apex,  because  the  mitral  valves  are 
generally  the  seat  of  the  lesion.  In  the  early  stages  there  is 
little  transmission  of  the  sound  as  the  inflammatory  changes 
are  not  thoroughly  established;  this  may  develop  later.  The 
intensity  increases  with  the  progress  of  the  disease.  The  mur- 
mur is  caused  by  the  insufficiency  of  the  mitral  valves  or  the 
roughened  endocardium  of  the  ventricle.  Prolongation  of  the 
first  cardiac  sound  is  another  confirming  sign.  Aortic  accentua- 
tion and  later  pulmonary  accentuation  may  be  recognized.  An 
aortio  murmur  sometimes  coexists,  and  a  relative  incompetency 
of  the  tricuspids  may  give  rise  to  a  short  and  low-toned  mu> 
mur  over  the  tricuspid  orifice.  In  rheumatic  cases  these 
murmurs  may  become  very  harsh. 

Dlafnoiis. — If  the  signs  mentioned  above  are  found  in 
the  physical  examination  a  diagnosis  should  be  arrived  at  with- 
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oat  much  doubt.  Acute  febrile  diaeaaea  may  yield  a  similar 
murmur,  but  these  will  be  beard  best  over  the  aortic  area,  while 
the  endocardial  murmur  is  located  over  the  mitral  area  and  at 
the  apex.  In  pericarditis  we  shall  not  be  able  to  easily  settle 
the  differentiation  on  account  of  the  confusing  pericardial  fric- 
tion sound  and  the  subsequent  presence  of  effusion.  When, 
however,  the  pericardial  and  endocardial  conditions  co-exist, 
the  endocardial  murmur  will  be  distinguished  first.  The  frio- 
tion-sound  in  pericarditis  is  more  superficial  and  is  affected  by 
'  postural  change  and  local  pressure.  The  murmur  established  in 
conjunction  with  a  gradual  hypertrophy  following  a  neurotic 
cause  will  be  differentiated  by  the  preceding  tachycardia  and 
the  symptoms  which  define  the  causative  disease.  The  relative 
mitral  murmur,  which  follows  an  aortic  lesion  or  a  protracted 
disease  like  anemia,  will  be  louder  and  less  uniform  in  charac- 
ter j  in  this  case  there  will  be  only  a  slight  accentuation  of  the 
pulmonary  second  sound  and  a  small  and  irr^ular  pulse.  The 
functional  murmurs  are  generally  heard  best  at  the  cardiac  base. 

Protfnosil. — The  danger  in  endocarditis  depends  greatly 
upon  the  primary  disease.  Without  complicating  conditions 
the  ordinary  case  should  respond  to  prompt  and  careful  treat- 
ment. The  development  of  a  permanent  mitral  lesion  is  the 
greatest  danger.  Embolism,  albuminuria  and  hemiplegia  are 
liable  to  follow  an  endocardial  attack. 

Treatment. — Best  is  a  most  essential  measure.  The  great- 
est danger  in  the  early  stages  of  the  disease  comes  from  over- 
exertion and  excitement.  The  diet  should  be  nourishing,  but 
light.  Nitrogenous  food  is  preferred  and  an  excess  of  liquids 
should  be  interdicted.  Protection  against  taking  cold  should 
always  be  advised.  Kany  practicians  claim  that  the  patient 
should  be  kept  between  woolen  blankets,  but  it  is  often  possible 
to  maintain  warmth  without  this  irritating  covering.  To  some 
wool  is  decidedly  unpleasant.  The  warm  bath  is  always  a 
healthy  cardiac  sedative,  but  we  should  be  on  guard  against  its 
depressing  tendency.  Some  light  stimulant  may  be  needed 
following  this.  Systematic  regular  sponging  may  be  more 
beneficial,  as  it  is  not  attended  with  so  much  nervous  excite- 
ment. The  nervous  system,  should  always  be  watched  carefully. 
The  early  treatment  of  the  primary  disease  is  important. 
Rheumatic  fever  (the  treatment  of  which  has  already  been  out- 
lined) will  demand  much  attention  in  this  respect    For  pre- 
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cordial  pain  we  should  not  forget  the  hot  application  or  possibly 
the  icebag. 

During  the  early  Bymptoma  we  shall  be  obliged  to  relieve 
the  pain  and  the  nervous  excitoment,  Bryonia  or  spigelia  will 
generally  suffice  in  this  respect,  though  cimicifuga  and  rhus 
tox  should  not  be  neglected.  Spigelia  should  naturally  be  pre- 
ceded by  aconite.  Rhus  tox,  I  believe,  is  too  frequently  neg- 
lected in  these  cases ;  its  relation  to  rheumatic  and  toxic  condi- 
tions should  lead  to  its  use.  Besides,  the  restlessness  and 
general  debility,  accompanied  by  relief  from  motion,  are  par-  * 
ticularly  suggestive.  The  tendency  to  erysipelatous  inflamma- 
tions and  the  swelling  of  the  extremities  which  arccharacter- 
istic  of  this  remedy  represent  the  low  febrile  condition  which 
so  often  prevails. 

Arnica,  rhododendron  and  ranunculus  should  be  com- 
pared for  their  distinctive  symptoms.  After  rhus  tox  we  shall 
often  observe  the  usefulness  of  gelsemium,  which  pertains  to  a 
more  decided  general  muscular  weakness  with  chills,  pain  and 
paralytic  prostration. 

Laurocerasus  will  be  indicated  for  the  spasmodic  throat 
and  chest  contractions,  and  also  for  the  suffocative  attacks  which 
are  in  evidence  during  great  nervous  excitement  or  when  dys- 
pnea is  pronounced.  These  symptoms  will  he  associated  with 
some  pain  in  the  precordial  region,  while  cyanosis  is  liable  to 
follow,  Kalmia  displays  similar  symptoms,  but  there  is  more 
pain  in  the  cardiac  region.  Cactus  will  evince  more  weight  in 
connection  with  the  pain,  the  patient  often  complaining  of  the 
"heavy  hand"  over  the  heart.  Kali  carb.  comes  under  this  cate- 
gory, only  it  will  be  called  for  when  tissue  depletion  is  more 
complete  and  tliere  is  frequent  cardiac  palpitation  because  of  it. 

Stimulation  of  the  heart  may  be  necessary,  though  this 
should  be  avoided  as  much  as  possible,  particularly  if  there  is 
myocardial  degeneration.  Digitalis,  eonvallaria,  strychnia, 
nitroglycerine  and  spartein,  together  with  other  remedies  pre- 
viously mentioned,  must  be  considered  here.  Whiskey  and 
the  aromatic  spirits  of  ammonia  may  be  temporarily  sufficient 
for  this  purpose.  Ammonium  carb.,  in  frequently  repeated 
doses,  may  be  sufficient  in  this  respect.  The  violent  action  of 
the  heart  will  be  easily  regulated  by  veratrum  viride,  and  while 
this  remedy  should  be  given  in  tincture  doses,  it  should  not  be 
pushed  too  far,     I  use  twenty  to  thirty  drops  in  one-faalf  glass 
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of  water,  two  teaspoonsful  every  hour.  For  the  nervoua  mani- 
festations which  spend  their  force  directly  upon  the  heart,  I 
know  of  no  better  remedies  than  agaricin  and  ammonium  vol., 
in  the  second  decimal  potency. 

As  the  acute  symptoms  subside  we  shall  obtain  good  results 
in  restoring  the  heart's  function  by  the  use  of  remedies  which 
tend  to  encourage  absorption  or  elimination  of  the  pathologic 
exudate.  -  Here  we  may  resort  to  the  use  of  kali  iodid,  iodin, 
sjiongia,  arsenicum  iodid,  baryta  iodid  and  strontium  iodid. 
Aurum  dilorid,  mercurius,  sviphur,  lachesis,  and  the  calcareas 
may  be  used  under  similar  conditions.  The  aim  should  be  to 
protect  the  valves  and  the  myocardium  from  any  further 
destruction  or  perversion  and,  for  this  purpose  it  will  often 
be  necessary  to  study  carefully  the  pathologic  status  and  the 
clinical  symptoms.  More  than  this,  we  must  carefully  indi- 
vidualize and  diagnose  the  peculiarities  of  the  patient's  phys- 
ical makeup,  for  these  are  truly  important  in  the  management 
of  the  case. 


ULCERATIVE  ENDOCARDITIS. 

Various  definitions  have  been  given  to  this  particular 
affection  of  the  endocardium.  Malignant  endocarditis,  acute 
septic  endocarditis  and  diphtheritic  endocarditis  are  the  terms 
which  have  been  used  interchangeably.  It  is  an  extreme  form 
of  endocardial  inflammation  due  to  infection,  and  is  charac- 
terized by  its  tendency  to  terminate  in  perforative  ulceration 
and  disorganization  of  cardiac  tissue. 

Etiology. — The  disease  is  always  a  secondary  one  and 
while  it  is  caused  by  a  definite  micro-organism,  we  shall  invari- 
ably find  that  the  symptoms  and  the  lesions  of  the  acute  form 
precede  its  development.  The  streptococcus  pyogenes  is  prob- 
ably the  specific  irritant.  The  bacillus  diphtberiae,  the  staphyl- 
ococcus, the  bacillus  coli  communis,  the  bacillus  anthracis,  the 
pnemnocoocus,  the  gonococcus  and  other  organisms  must  also 
be  recognized  as  possible  causes.  Typhoid  fever,  scarlet  fever, 
erysipelas,  chorea,  tuberculosis  and  Bright'a  disease  may  fur- 
nish the  infective  material  which  enters  a  healthy  heart  by  way 
of  the  blood  current  and  attacks  the  valves  or  endocardium. 
The  valves  may  become  infected  when  they  are  in  a  healthy 
condition  or  the  disease  process  may  be  encouraged  by  an  exist- 
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ing  Talrulitis.  Age  and  sex  are  predisposing  factors.  On 
acooant  of  the  paerperal  state  we  may  diBcover  it  oftener  in 
women.    Middle  life  and  childhood  furnish  the  most  cases. 

Pathology. — The  lesion  will  be  found  most  frequently  on 
the  auricular  surface  of  the  mitral  valveB  or  on  the  ventricular 
surface  of  the  aortic  valves.  This,  of  course,  is  due  to  the  fact 
that  the  primary  endocardial  inflammation  which  predisposes 
has  already  affected  that  part  of  the  viscus.  In  the  early  stages 
vegetations  form,  which  later  undergo  necrosis.  Ulceration 
is  a  common  result  of  this  inflammation ;  if  it  is  superficial,  it 
involves  the  endocardium  and  the  valves ;  if  deep,  it  affects  the 
cardiac  walls  and  septum,  causing  resulting  perforation  in  some 
cases.  Sometimes  abscesses  form  at  the  base  of  these  vegeta- 
tions and  these  may  rupture  and  produce  extensive  suppurative 
lesions  and  systemic  sepsis.  As  the  blood  enters  the  abscess 
cavity  it  will  cause  the  endocardium  to  pouch  out,  forming  an 
aneurysmal  dilatation  of  the  valve.  If  there  is  perforation  of 
the  valve  or  the  wall,  the  extravasation  may  be  more  extensive 
and  serious.  The  vegetations  may  be  detached  in  small  or  la^e 
masses  and  convey  the  infective  material  to  distant  organs  or 
cause  dangerous  embolisms.  The  spleen,  kidneys  and  brain 
often  suffer  from  this  infection.  In  the  same  way  the  serous 
cavities  are  liable  to  a  simitar  septic  invasion. 

Symptomatolo^.— We  shall  not  And  the,  typical  symptoms 
of  the  simple  variety  when  this  stage  of  infection  is  reached  or 
when  the  suppurative  factor  is  the  cause.  Often  the  early  signs 
are  confusing.  A  marked  intensity  of  the  inflnmmatory  process, 
constitutional  infection  and  embolic  complications  will  charac- 
terize the  true  symptomatology.  Subjective  symptoms  often 
pertain  to  other  organs  than  the  heart,  while  the  local  symptoms 
may  he  entirely  at«ent,  or  be  noticed  only  as  a  slight  precordial 
distress.  Various  types  have  teen  accepted  as  representative 
of  the  different  varieties  of  the  symptomatology.  For  instance, 
a  typhoid  variety,  not,  however,  exactly  similar  to  typhoid 
fever  is  recognized  by  the  initial  onset  with  chills  and  rigors, 
which  are  repeated  at  intervals  for  several  days.  An  irregular 
fever  follows  and  there  ia  progressive  prostration,  sweating, 
emaciation,  marked  nervous  disturbances,  gastro-intestinal  irri- 
tation with  tympanites,  diarrhea  and  eruptions  simulating  the 
rose  spots  of  typhoid.  Delirium  and  coma  may  also  be  present. 
A  cardiac  murmur  may  or  may  not  be  found. 
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A  pyemic  group  oi  cases  forms  aoother  class.  Here  the 
iniection  oi  the  primary  disease  is  characteriBtic.  CMUa,  fever 
and  sweats  are  pronounced,  and  in  many  respects  the  features 
of  malaria  are  in  evidence.  Progressive  anemia  will  be  noticed 
and  the  general  depression  is  extreme.  A  valvular  lesion  may 
be  detected  or  it  may  be  masked  by  the  pronounced  systemic 
symptoms.  Dyspnea,  palpitation  and  cyanosis  are  sometimes 
present. 

A  cardiac  type  indicates  a  recurrent  malignant  endo- 
carditis. This  means  a  new  endooarditie  established  on  the 
lesion  of  a  previous  one.  The  secondary  infection  eomes  from 
streptococci  or  other  organisms.  The  onset  is  abrupt  and  dis- 
tinguished by  a  chill ;  the  temperature  may  reach  104°  F.  or 
higher,  and  will  show  an  irr^ular  or  intermittent  curve.  The 
old  murmur  may  become  louder  and  more  blowing  in  character, 
though  in  some  instances  this  can  not  be  appreciated.  The  signs 
of  failing  compensation  may  be  suddenly  manifested  and  dysp- 
nea, cyanosis  and  dropsy  may  bring  on  a  sudden  collapse. 
Sometimes  we  find  a  case  with  similar  symptoms  running  a 
subacute  course. 

Cerebral  cases  constitute  another  variety  under  this  head. 
Here  the  features  of  suppurative  meningitis  will  be  presented. 
The  symptoms  will  point  almost  entirely  to  the  brain  affection 
without  many  indications  of  a  cardiac  lesion  or  a  primary 
infectious  cause.  In  fact,  all  varieties  of  infectious  endocarditis 
will  furnish  more  symptoms  referable  to  remote  organs  and 
general  sepsis  than  to  endocardial  ulceration.  Infarctions  of 
the  brain,  spleen,  kidney,  liver,  lungs  and  other  organs  will 
present  signs  of  local  involvement,  together  with  symptoms  of 
systemic  infection.  The  temperature  will  show  periods  of 
hyperpyrexia,  followed  often  by  sudden  apyresia.  The  eardiac 
signs  will  frequently  be  negative. 

Physical  SUns- — The  physical  examination  will  not  help 
us  so  much  as  the  proper  interpretation  of  the  symptoms.  The 
physical  signs  are  often  entirely  negative  eo  far  as  the  heart 
is  concerned.  A  systolic  murmur  may  be  detected  if  it  is  not 
masked  by  other  symptoms.  The  second  sound  is  sometimes 
accentuated. 

IHafnoBil. — It  is  not  an  easy  matter  to  recognize  malig- 
nant endocarditis,  unless  we  give  a  painstaking  study  to  all  the 
predisposing  causes,  as  well  as  to  the  symptomatology.    If  we 
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can  find  a  chronic  valvular  lesion  in  addition  to  the  general 
sjmptoma  outlined  above,  we  may  be  reasonably  sure  of  our 
diagnoeis  of  malignant  endocarditis.  The  supplementary  signs 
of  emboliBm  will  be  of  value.  It  is  very  difficult  to  distinguish 
between  this  disease  and  pyemia.  Malaria  is  established  posi- 
tively only  by  a  blood  analysis.  Typhoid  fever  will  be  the  most 
difficult  to  differentiate.  Septic  endocarditis,  however,  has  a 
rapid  onset  and  is  marked  by  a  chill  and  high  fever,  which  has 
no  regular  temperature  curve.  Constitutional  symptoms  gen- 
erally precede  and  are  more  severe.  Precordial  pain  and  some- 
times a  systolic  murmur  show  the  cardiac  involvement.  The 
profound  prostration  which  begins  early  is  different  from  the 
gradual  emaciation  of  typhoid.  In  m^ignant  endocarditis  the 
blood  shows  the  presence  of  a  septic  leukocytosis,  while  typhoid 
reveals  a  decrease  in  the  number  of  leukocytes  and  the  typical 
Widal  reaction. 

Protnosls. — The  typical  cases  generally  terminate  in 
death.  Usually  this  occurs  after  the  first  two  or  three  weeks. 
The  cases  which  recover  are  at  present  regarded  as  benign  in 
character.  The  cases  met  in  association  with  old  cardiac  lesions 
may  respond  to  careful  treatment. 

Treatment. — The  principal  aim  in  the  treatment  will  be 
to  nourish  the  patient  as  much  as  the  febrile  condition  will  per- 
mit and  to  give  remedies  which  will  meet  the  septic  condition. 
Arsenicum  alb.  will  be  thought  of  first,  as  it  represents  the 
asthenic  character  of  the  disease.  It  is  best  given  in  the  third 
decimal  potency.  This  may  also  be  given  in  the  form  of 
Fowler's  solution,  or,  better,  in  combination  with  iron  and 
strychnia.  Lachesis  and  crotalus  should  be  considered  in  this 
group.  Quinin  and  chinoidin,  as  well  as  the  arsenaie  of  china, 
together  with  agaricin,  eupaiorium  and  cedron,  may  be  pre- 
scribed for  the  adynamic  state,  simulating  malarial  fever  with 
its  chills  and  copious  sweats.  Baptisia,  gelsemium,  bryonia, 
echinacea  and  rhus  tox  will  conform  to  the  typhoid  symptoms, 
I  should  also  use  methylene  blue,  stUol  or  benzosol,  the  same  aa 
in  typhoid  conditions. 


CHRONIC  ENDOCARDITIS. 

This  is  a  sclerosis  which  affects  the  valves  and  leads  to  a 
deformity  of  the  s^iments  on  account  of  the  contractions.  It  is 
an  insidious  process  which  may  be  a  seqnela  of  the  acute  form 
or  possibly  it  may  start  as  a  subacute  inflammation. 
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EtIoUty. — Acute  and  chronic  rheamatism  doubtlesB  play 
a  large  part  in  the  causation  of  thia  disease.  Some  cases,  how- 
ever, may  originate  from  a  very  mild  form  of  valvulitis  which 
is  often  overlooked  until  the  chronic  condition  is  established. 
The  other  infectious  diseases  contribute  their  share  to  the 
chronic  variety,  but  rheumatism  exceeds  all  other  causes,  par- 
ticularly in  children.  Prolonged  or  excessive  muscular  exer- 
tion is  also  a  factor  in  the  early  cardiac  debility  which  leads  to 
thia  chronic  stata  The  slowly  developing  interstitial  change 
may  also  depend  upon  syphilis,  malaria  or  other  causes  for  its 
start.  Chemical  irritants,  such  as  uric  acid,  alcohol,  lead,  etc., 
may  be  included  under  this  head  and  mechanical  influences 
may  have  something  to  do  with  the  initial  cause.  Arterio- 
sclerosis, chronic  nephritis,  and  even  trauma,  may  be  looked 
upon  as  conditions  which  lead  up  to  this  pathologic  state.  Pre- 
disposing encouragement  may  lie  in  a  hereditary  depreciation, 
or  a  malformation.  Age  and  sex  may,  in  certain  instances, 
have  something  to  do  with  the  creation  of  a  physiologic  per- 
version which  ends  in  chronic  valvulitis. 

PalholoCy. — The  pathologic  change  will  be  noticed  in  the 
endocardiom  covering  the  valve  alone  or  in  the  endocardium 
of  the  wall.  Usually  it  is  in  the  valve.  The  edges  and  bases 
of  the  s^^enta  may  alone  be  affected  or  the  free  border  of  the 
leaflets  may  present  a  thickened  appearance  or  small  nodules. 
The  normal  elasticity  is  diminished  and  the  leaflets  have  a 
tendency  to  shrink  and  curl  up.  The  exudate  may  cause  an 
a^lutination  of  the  segments  and  fibrin  may  be  deposited  in 
considerable  quantity,  which  naturally  favors  induration  of 
the  parta  involved.  As  the  inflammatory  process  continues  the 
connective  tissue  increase  becomes  more  manifest.  With  the 
subsequent  induration  and  contraction,  and  in  some  cases  cal- 
cification, we  shall  observe  a  greater  tendency  to  separation  of 
the  leaflets  so  that  normal  approximation  is  impossible.  As  the 
valves  fail  to  close  on  this  account,  insufSoiency  naturally 
follows. 

When  the  sclerotic  perversion  invades  the  aortic  s^ments, 
obstruction  to  the  outflow  is  liable  to  occur.  Fatty  or  calcare- 
ous changes  usually  follow  this  morbid  condition  in  the  neigh- 
borhood of  the  aortic  opening.  Sometimes  it  spreads  to  ^e 
ascending  aorta  and  the  coronary  arteries.  This  tends  to  prove 
that  general  atheroma  may  follow  this  disease.    These  sclerotic 
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and  atberomatouB  degenerations  may  in  like  mauuet  affect  the 
palmoiiary  orifice  and  the  pulmODary  arterj.  As  the  left 
auriculo-ventricular  opening  and  the  mitral  leaflets  suffer  from 
the  game  aderotic  tendency,  we  sh&ll  G.nd  that  atenosta  of  all 
the  cardiac  orifices,  together  with  contraction  of  the  valves 
which  protect  them,  are  liable  to  exist  as  sequelae  of  chronic 
endocarditis.  When  the  free  edges  of  the  valvea  adhere,  the 
contracting  chordae  tendineae  draw  the  leaflets  toward  the  apex, 
forming  what  is  known  as  the  hollow  cone,  or  the  united  parts 
may  be  pierced  by  a  narrow  opening  called  the  button-hole  slip. 
Ulceration  may  also  follow  the  atheromatous  degeneration. 
Besides  these  pathologic  changes,  we  may  observe  a  chronic 
myocarditis,  or  embolism  affecting  distant  organs.  The  per- 
version of  the  heart  muscle  as  a  whole  and  the  separate  cham- 
bers as  well,  will  be  considered  under  the  special  lesions  of  the 
heart.  Inasmuch  as  the  diagnosis,  prognoeis  and  treatment 
pertain  to  the  valvular  diseases  which  are  to  be  found  in 
another  chapter,  we  discuss  the  treatment  there. 


HITSAL  INSUFFICIENCY. 

Under  this  head  we  shall  study  one  of  the  most  common 
of  the  valvular  cardiac  diseases.  It  has  been  defined  as  a  re^r- 
gitation  and  incompetency,  both  of  which  terms  refer  to  imper- 
fect approximation  of  the  valves  on  account  of  rupture  or  con- 
traction of  the  segments  and  the  consequent  impaired  flow  of 
blood  through  the  left  auriculo-ventricular  opening. 

Etlolo^  and  Pathology. — The  predisposing  factors  are 
age,  sex,  occupation,  habits  and  previous  diseases.  It  is 
observed  more  often  in  young  adult  males,  probably  because  of 
their  more  arduous  and  strenuous  occupations,  and  among 
those  who  habitually  use  alcoholic  beverages.  Arteriosclerosis, 
endocarditis  (rheumatic  and  infective),  pulmonary  disease, 
aneurysms,  aortic  stenosis  and  insufficiency  are  also  predis- 
posing factors.  Congenital  deformities  of  the  cardiac  struc- 
tures may  favor  its  development,  as  will  any  disease  affecting 
the  chordae  tendineae,  columnae  cameae  or  the  myocardium. 

Because  of  the  various  etiologic  factors  Uie  foUu'^iring 
pathologic  changes  may  be  noted: 

(a)  Thickening  of  the  valve-segments,  especially  along 
the  mai^n,  with  the  formation  of  vegetations  or  calcareous 
deposits. 
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(b)  Adhesions  betweeo  the  valre-leaflets  and  the  cardiac 
wall. 

(c)  Cicatricial  contraction  of  the  yalTe-segments,  espe- 
cially after  ulcerative  endocarditiB. 

(d)  Atheromatous  degeneration  of  the  valves— a  part  of 
a  general  arteriosclerosis. 

(e)  Normal  valve-segment  with  a  dilated  aiiriculo-ven- 
tricular  ring,  secondary  or  aortic  stenosis  or  insufficiency. 

(f)  Disease  of  the  chordae  tendineae  or  columnae  car- 
neae,  allowing  prolapse  of  the  valves  into  the  auricle,  or  by 
shortening,  preventing  normal  approximation. 

(g)  Dilatation  and  hypertrophy  of  the  auricular  and 
ventricular  walls. 

Certain  physiologiical  changes  take  place  in  the  cardiac 
cycle  as  a  result  of  the  structural  changes.  At  each  cardiac 
systole  the  blood  regurgitating  from  the  left  ventricle  into  the 
left  auricle  meets  the  blood  coming  from  the  pulmonary  veins, 
and  causes  over-distention  of  the  left  auricle,  which  may  result 
in  dilatation  of  that  chamber  and  hypertrophy  of  its  walls. 
Likewise  there  will  be  increased  back-pressure  in  the  pulmo- 
nary circulation,  resulting  in  over-distention  and  a  eompMisat- 
ing  hypertrophy  of  the  right  ventricle.  Should  this  compensa- 
tion fail,  there  will  appear  a  tricupsid  insufiicioncy  with  right 
auricular  dilatation,  manifested  by  a  murmur  heard  over  the 
tricuspid  valve  and  evidenced  by  general  venous  dilatittion. 

Thus  we  observe  that  the  misfortune  of  mitral  insuf- 
ficiency is  mitigated  by  hypertrophy  and  dilatation  of  the  right 
heart.  As  this  causes  less  blood  to  enter  the  aorta,  it  explains 
the  presence  of  a  longstanding  low  arterial  tension. 

Symptoms. — The  symptoms  of  mitral  insufficiency  depend 
greatly  upon  the  general  health  of  the  patient  and  the  age  and 
degree  of  the  lesion.  If  the  predisposing  cause  has  not  made 
unfavorable  inroads  upon  the  physical  state  and  if  a  proper 
care  is  observed,  there  may  be  only  slight  symptoms  su^estive 
of  this  diaease.  Reffurgitation  often  takes  place  ao  gradually 
and  the  hypertrophy  is  ao  slow  in  its  progress  that  no  marked 
signs  of  the  disease  may  be  detected  by  casual  observation.  As 
the  leakage  increases  and  the  pathologic  developments  appear 
we  shall  be  able  to  discover  something  typical  of  the  disease. 
The  steady  compensation  of  the  muscular  fibres  tends  to  hold 
the  heart  quite  near  to  its  normal  action,  unless  some  unusual 
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strain  is  put  upon  it  We  therefore  describe  the  symptoms  in 
relation  to  this  process  of  hypertrophy.  When  eompejisation 
begins  to  fail  we  may  notice  symptoms  indicative  of  pulmonary 
congestion.  There  may  be  nosebleed,  hemoptysis  and  evidence 
of  edema  of  the  lungs.  Dyspnea,  a  sl^ht  cough,  expectoration 
of  frothy  or  bloodstained  serum  and  palpitation  are  additional 
symptoms.  All  of  these  signs  will  be  augmented  by  excitement 
and  over-exertion.  Anasarca  is  generally  slight  during  this 
period,  but  in  exceptional  cases  it  may  be  quite  extensive. 
Oastro^testinal  irritation  is  a  common  complaint.  As  the 
regurgiiaiion  increases  and  the  left  ventricle  becomes  weaker, 
the  aorta  will  receive  less  blood  and  as  a  consequence  the  pulse 
will  be  small  in  volume.  Cyanosis,  cold  hands  and  feet  and  a 
pinched  facial  expression  are  aignificant  of  this  stage.  Besides 
this  we  shall  find  an  undue  prominence  of  the  facial  vessels  and 
in  patients  with  congenital  insufficiency  there  may  be  more  or 
less  clubbing  of  the  finger  ends. 

When  eompensaiion  fails  completely  we  shall  find  evidence 
of  dilatation.  The  first  symptom  of  prominence  is  cardiac 
weakness.  The  pulse  becomes  irregular,  palpitation  and  dysp- 
nea increase  and  the  signs  of  pulmonary  cangestion  are  aug- 
mented. The  general  venmis  engorgement  is  marked  and  this 
will  be  shown  not  alone  by  peripheral  stasis,  but  also  by  the  en- 
largement of  the  liver  and  a  catarrhal  inflammation  of  the  intes- 
tines. Hepatitis,  with  acute  catarrhal  jaundice,  hemorrhoids 
and  other  signs  of  portal  congestion  are  in  evidence.  The  urine 
becomes  scanty  and  often  contains  an  abundance  of  albumin, 
many  tube  casts  and  blood  corpuscles.  Edema  beginning  in  the 
feet  extends  upward  until  general  dropsy  is  present. 

Phyilctl  Sitfin— Inspection  and  Palpation. — The  area  of 
visible  impulse  and  palpable  percussion  is  greatly  increased 
and  the  apex  beat  is  displaced  downward  and  outward  in  pro- 
portion to  the  d^ree  of  hypertrophy.  In  children  the  pre- 
cordinm  may  bnlge.  When  compensation  is  good  the  cardiac 
impulse  is  heaving  and  forcible ;  when  it  fails  it  is  weak,  wavy 
and  diffuse.  A  systolic  thrill,  synchronous  with  the  first  sound, 
is  often  felt  at  the  apex.  Epigastric  pulsation  will  indicate 
ri^t  ventricular  hypertrophy  with  dilatation,  while  pulsating 
jugulars  and  possibly  a  pulsating  liver  may  suggest  a  tricuspid 
incompetency.  The  pulse  during  the  early  stages  may  be  fairly 
full  and  regular,  but  as  compensation  fails  it  becomes  small 
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and  compiesBible;  as  the  heart  failure  increases  it  will  b^ 
ezceedinglj  irregular. 

PerevBsion. — Cardiac  dulneas  is  increased  transversely  ifl 
proportion  to  the  degree  of  hypertrophy  and  dilatation  which 
affects  the  right  and  the  left  heart. 

AuBcultation. — A  blowing  systolic  mnmiur — with  and  fol- 
lowing the  first  sound — ^will  be  heard  with  greatest  intensity' 
at  the  apex.  This  may  at  times  be  heard  beet  at  the  base  or 
along  the  left  sternal  edge.  It  may  occasionally  disappear 
during  the  erect  posture  and  reappear  while  the  patient  is 
lying  down.  The  sound  ia  traTismitted  toward  the  axilla  and 
may  be  heard  posteriorly  at  the  angle  of  the  scapula,  unless 
there  is  fairly  good  compensation  when  it  will  be  confined  to 
the  neighborhood  of  the  apex.  A  loud  sound  will  indicate  a 
healthy  hypertrophy.  The  pulmonic  second  sound  is  accentu- 
ated on  account  of  the  increased  tension  in  the  pulmonary 
Teasels  when  the  right  ventricle  is  involved.  A  combination 
of  murmurs  will  be  detected  in  extreme  cases.  A  relative  soft 
and  low-pitched  systolic  murmur  may  be  heard  at  the  base  of  the 
enaiform  cartilage  when  the  right  ventricle  is  dilated.  A  pre- 
systolic murmur  is,  in  rare  cases,  associated  with  the  typical 
mitral  murmur. 

DiafnosiB. — It  will  be  necessary  in  making  a  diagnosis  to 
distinguish  the  characteristic  systolic  murmur  which  is  trans- 
mitted to  the  left  and  heard  also  posteriorly.  A  decided  accent- 
uation of  the  second  pulmonic  sound  will  be  found  in  the 
majority  of  cases  and  there  must  be  some  evidence  of  right 
and  left  heart  involvement. 

A  differential  diagnosis  must  be  made  between  this  and 
other  murmurs  which  will  be  discussed  under  separate  heads. 
Here  we  must,  however,  distinguish  between  this  and  the 
systolic  murmur  of  aortic  stenosis  and  a  similar  murmur  beard 
in  association  with  functional  diseases.  In  aortic  stenosis,  the 
murmur  coming  before  the  second  diastolic  sound  will  nat- 
urally prolong  anl  simulate  the  systolic  sound ;  but  this  will 
be  detected  more  clearly  at  the  aortic  interspace  and  along 
the  blood  vessels  of  the  neck.  We  shall  also  notice  in  this 
an  absence  of  the  accentuation  of  the  second  pulmonic  sound. 
In  aortic  stenosis  we  also  find  only  an  enlargement  of  the 
left  ventricle.  The  thrill  of  aortic  stenosis  is  also  felt  best 
at  the  cardiac  base  at  the  right  of  the  sternum.     Other  differ- 
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entiatmg  pointa  will  be  observed  in  tbe  further  study  of  thifl 
lesion.  In  the  functional  murmurs  which  simulate  that  of 
mitral  insufficiencj,  we  shall  find  evidence  of  anemia,  general 
debility  or  some  neurotic  cause.  Rheumatism  is  not  a  factor 
here.  The  skin  shows  a  pallor  instead  of  the  dusky  color  of 
mitral  insufficiency.  The  impulse  is  not  so  vigorous;  the  ar- 
terial  pressure  is  increased  in  place  of  the  forcible  impulse 
and  lowered  pulse  tension  of  the  true  mitral  involvement.  The 
apex  pulsation  is  not  transmitted  toward  the  axilla  and  the 
soft  systolic  murmur  is  associated  with  a  similar  basic  sys- 
tolic sound  and  a  venous  hum  in  the  neck. 

The  relative  mitral  murmur  will  generally  occur  in  pa- 
tients past  middle  life  and  in  association  with  gout,  syphilis 
or  alcoholism.  Arteriosclerosis  will  also  be  a  factor  in  such 
cases;  we  ^all  also  invariably  find  a  diseased  condition  of 
the  aortic  valves.  If  a  mitral  systolic  murmur  is  heard  with 
an  attending  accentuation  of  the  aortic  second  sound,  partic- 
ularly following  renal  disease  with  symptoms  of  high  arterial 
tension,  we  may  define  it  as  a  relative  mitral  insufiiciency. 

Protnosla. — The  outcome  of  this  disease  depends  entirely 
upon  the  predisposing  causes,  the  age,  the  general  health  of 
the  patient  and  the  degree  of  compensating  hypertrophy.  Pro- 
gretsive  cardiac  weakness  and  sudden  dilatation  are  liable  to 
lead  to  grave  results.  The  early  and  persistent  treatment 
should  insure  fairly  favorable  results  in  the  average  case.  The 
points  in  treatment  will  be  discussed  under  valvular  diseases. 


MITRAL  STENOSIS. 


This  is  a  condition  of  obstmction  to  the  passage  of  blood 
througli  the  left  auriculo-veutricular  opening.  The  constric- 
tion of  the  orifice  resultB  usually  from  endocarditis  of  rheu- 
matic origin.  Adhesions  of  the  free  borders  of  the  valves  or 
of  the  chordae  tendineae  are  rare  causes.  It  is  observed 
mostly  during  early  life,  which  may  tend  to  prove  the  fre- 
quency of  rheumatism  or  chorea  and  chlorosis  as  predispos- 
ing factors.  Measles,  scarlatina  and  whooping  cough  have 
developed  it  in  children,  while  arteriosclerosis  and  chronic 
nephritis  have  predisposed  in  older  subjects.  Females  are 
affected  more  tlian  males.  It  is  not  so  common  as  mitral 
insufficiency. 
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PatholofT. — This  pertains  to  the  ralves,  the  chordae  ten- 
dineae  and  the  structure  of  the  ring,  bo  that  the  orifice  is  re- 
duced in  calibre.  The  constriction  may  be  due  to  a  slight 
roughness  of  the  aurfaoea,  or  rigidity  of  the  valves.  On  the 
other  hand  it  may  be  increased  bj  inflammatory  and  calcareous 
deposits  to  such  an  extent  that  only  a  small  amount  of  blood 
can  pass  through  the  opening.  The  "funnel  shaped"  form  of 
stenosis,  due  to  the  adhesion  of  the  valvular  margins,  or  the 
"buttonhole  slit"  may  occlude  a  greater  portion  of  the  orifice. 

The  mechanieal  changes  which  follow  in  the  wake  of 
this  pathology  are  observed  first  in  the  dilatation  and  sabso- 
quent  hypertrophy  of  the  left  auricle.  On  account  of  the 
obstruction  to  the  passage  of  blood  through  the  left  auriculo- 
ventricular  opening,  the  left  auricle  dilates  and  is  compen- 
sated by  muscular  hypertrophy.  Inasmuch  as  the  walls  are 
naturally  thin  this  protection  is  limited.  As  the  blood  pres- 
sure in  the  pulmonary  circulation  increases,  the  right  ventricle 
dilates  and  its  walls  are  correspondingly  hypertrophied ;  in 
time  tricuspid  incompetency  follows.  As  a  sequence  of  this 
we  shall  have  a  regurgitation  through  the  right  anrioulo-ven- 
tricular  opening  and  a  consequent  right  auricular  enla]^;emeDt 
followed  by  general  venous  engorgement.  As  there  will  be  a 
diminished  blood  supply  to  the  left  ventricle,  few  changes  will 
be  observed  here,  except  a  tendency  to  its  gradual  diminu- 
tion in  function  and  size.  If  it  shows  any  dilatation  or  hyper- 
trophy, the  cause  will  be  found  in  a  coexisting  mitral  regur- 
gitation. The  increase  of  the  cardiac  weight  will  be  slight, 
but  the  hyperemic  and  sclerotic  changes  in  the  pulmonary 
parenchyma  will  be  pronouncel,  producing  cyanotic  indura- 
tion, thrombosis  and  hemorrhagic  infarctions. 

Symptoms. — There  are  no  prominent  symptoms  when 
there  is  a  fair  degree  of  compensation.  Any  excitement  or 
exertion  wOl,  however,  cause  alight  dyspnea  and  palpitation. 
Whenever  recurrent  attacks  of  endocarditis  occur  the  v^eta- 
tioDS  are  liable  to  be  detached  and  carried  into  the  blood  cur- 
rent, causing  cerebral  embolism,  which  will  be  manifested  by 
symptoms  of  aphasia  or  hemiplegia.  Pressure  by  the  enlarged 
left  auricle  on  the  recurrent  laryngeal  nerve  may  cause  paral- 
ysis of  the  left  vocal  cord.  Anemia  and  left  intercostal  neu- 
ralgia are  often  noticed.  When  compensation  fails  the  symp- 
toms simulate  those  of  mitral  insufficiency.     The  pulmonary 


.y  Google 


504    DISEASES  OP   THE  HEART  AND   BLOOD    VESSELS. 

engorgement  will  now  cause  a  depreesing  dyspnea  in  case  of 
great  exertion.  Edema  of  the  lungs  may  be  bo  pronounced 
that  a  disturbing  cough  will  be  followed  by  hemoptysis.  The 
dyspnea  will  then  be  constant  and  the  pulse  will  be  arrhyth- 
mic. Edema  of  the  ILmbe  and  general  anasarca  are  not  ex- 
tensive unless  the  tricuspid  insuiSciency  is  extreme.  Should 
this  condition  exist  we  may  find  the  same  portal  engorgement 
which  follows  mitral  insufficiency.  Intercurrent  elevations  of 
temperature  will  be  symptomatic  of  the  endocardial  attacks. 
HkPhyslcal  Siffts,~Inapection — The  apex  beat  will  be  dis- 
placed only  in  case  of  great  enlargement  of  the  right  ventricle 
or  associated  hypertrophy  of  the  left  ventricle.  In  children 
the  lower  part  of  the  sternum  and  the  fifth  and  sixth  left  car- 
tilages may  bulge  somewhat  on  account  of  the  right  ventricu- 
lar hypertrophy.  The  increased  pulmoTiarj/  tension  may  create 
a  visible  pulsation  in  the  second,  third  and  fourth  interspaces 
to  the  left  of  the  sternum  if  the  chest  wall  is  thin.  Sometimes 
it  will  be  diffused  along  the  right  border  of  the  sternum.  Epi- 
gastric throbbing  is  commonly  present.  Following  compensa- 
tory failure,  the  cardiac  impulse  will  be  undulating  and  feeble 
and  the  jugular  veins  will  also  pulsate.  Palpation  will  reveal 
a  presyatolie  thriil  at  the  third  and  fourth,  sometimes  also  at 
the  fifth,  interspaces  within  the  nipple  line.  It  is  described 
as  a  purring  fremittis  which  gradually  increases  in  volume 
and  intensity,  and  terminates  abruptly  with  the  apex  impulse. 
This  is  pathognomonic  of  mitral  stenosis  and  may  be  felt  best 
when  the  patient  assumes  the  left  lateral  decubitus.  We  may 
also  feel  the  cardiac  throb  in  the  epigastric  r^on.  The  radial 
pulse  is  small,  compressible  and  irregular  in  proportion  to 
the  imperfect  filling  of  the  left  ventricle  and  the  diminishing 
power  of  the  right  ventricle.  The  sphygmographic  tracing  is 
extremely  irregular. 

Percussion. — The  area  of  cardiac  dulness  is  increased  to 
the  right  and  up  along  the  left  sternal  margin  to  the  second 
rib.  There  is  no  increase  of  dulness  downward  to  the  left 
on  account  of  the  inactive  left  ventricle.  This  occurs  only 
when  there  is  associated  left  ventricular  hypertrophy  as  the 
result  of  a  coexisting  mitral  insufficiency. 

Auscultation. — The  ear  may  detect  a  rough  presystolic 
murmur  in  a  limited  area  about  the  normal  apex  beat  which 
has  also  been  described  as  rumbling,  vibratory,  churning  or 
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purring  in  character.  It  appears  and  disappears  in  accord- 
ance with  the  strength  of  the  auricular  systole;  as  the  right 
ventricle  grows  weaker  it  may  become  atypical  or  permanently 
disappear  j  if  the  strength  of  the  left  auricle  and  right  ven- 
tricle is  restored  it  will  reappear.  The  peculiar  feature  of 
the  murmur  is  noticed  in  its  abrupt  termination  with  the  first 
sound  in  a  short,  sharp  and  snapping  sound.  The  aortic 
second  sound  is  weak,  while  the  pulmonary  second  sound  is 
markedly  accentuated  and  distributed  over  a  considerable  area. 
The  second  sound  may  also  be  reduplicated  and  the  murmurs 
of  mitral  and  tricuspid  insufficiency  may  b^  intermingled. 

Diafaosis. — The  features  of  this  disease  are  defined  by  the 
presystolic  thrill  over  a  circumscribed  area  near  the  apex,  the 
increase  in  precordial  dulness  upward  and  to  the  right,  the 
rough  and  purring  character  of  the  murmur,  as  well  as  its 
sharp  ierminaiion  with  the  first  sound  and  the  accentuated 
second  pulmonic  sound.  It  will  he  easy  to  differentiate  the 
symptoms  of  mitral  incompetency,  which  presents  a  systolic 
murmur,  soft  and  blowing  in  character,  covering  a  greater 
area  of  transmission  and  synchronous  with  the  pulse. 

PtVgDOSiB. — The  trend  of  all  valvular  diseases  is  toward 
an  unfavorable  termination  and  yet  with  proper  physical  and 
medical  care  it  is  possible  to  develop  a  safe  chronic  stage  in 
which  immediate  death  is  not  probable,  except  from  some  un- 
due strain.  If  the  protecting  power  of  hypertrophic  compen- 
sation is  developed,  there  is  slight  danger  of  a  serious  result. 
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The  definition  of  this  disease  will  refer  to  an  imperfect 
approximation  of  the  aortic  segments,  due  to  a  diseased  con- 
dition which  causes  contraction,  shortening,  curling  or  calci- 
fication of  the  valves.  This  permits  a  regurgitation  of  blood 
into  the  left  ventricle.  It  has  been  designated  in  the  past  as 
"Corrigan's  Disease."  Aortic  incompetence  and  aortic  regur- 
gitation are  the  other  terms  applied. 

EtloloiT  and  Palholoty. — This  disease  occurs  most  fre- 
quently among  those  in  middle  life  who  are  engaged  in  active 
occupations — mental  and  physical.  Prolonged  and  severe  mus- 
cular exertion,  too  close  and  too  long  application  to  business, 
which  favor  the  development  of  arteriosclerosis  are  important 
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etiologio  factors.  Syphilis,  gout,  nephritis,  blood  poisonmg, 
endocarditia,  aortic  BneuiTsm,  alcoholism  and  lithemia  are  pre- 
disposing factors.  Oeneral  arteriosclerosia,  affecting  the  coro- 
naiy  arteries,  may  favor  myocardial  degeneration  and  predip- 
pose  to  valnilar  impairment. 

The  ainiciurat  changes  are  similar  in  character  to  those 
of  mitral  insufficiency.  On  account  of  arteriosclerosis  we  may 
find  VE^tations  and  calcareous  deposits  on  the  valve  mai^os ; 
the  valves  may  be  curled,  or  adherent  to  the  aortic  wall,  or 
ruptured  from  some  severe  muscular  effort,  any  of  the  above 
mentioned  conditions  preventing  their  perfect  approximation. 
There  may  also  be  a  dilatation  of  the  aortic  ring  due  to  aortic 
aneur^m  or  to  sclerosis  of  the  aorta  at  its  beginning,  which 
prevents  the  normal  valves  from  closing  perfectly.  The  nw- 
ehanieat  results  of  aortic  regurgitation  will  be  first  manifested 
in  dilatation  of  the  left  ventricle  due  to  over  filling  with  blood 
regurgitating  from  the  aorta  and  that  coming  from  the  left 
auricle.  The  effort  of  the  ventricle  to  expel  this  Increased 
quantity  of  blood  results  in  hypertrophy  and  dilatation.  The 
excessive  hypertrophy  of  the  left  ventricular  walla  in  this  dis- 
ease gives  rise  to  the  term  "cor  bovinum." 

The  primary  effect  of  aortic  regurgitation  is  to  decrease 
the  amount  of  blood  in  the  systemic  arterial  system  and  to  in- 
crease that  in  the  systemic  venous  and  pulmonary  circulations; 
yet  because  of  the  excessive  hypertrophy  of  the  left  ventricle 
and  its  consequent  increased  power  we  may  have  increased 
arterial  tension  with  danger  of  apoplexy  and  aneurysm.  Later, 
as  the  coronary  arteries  fail  to  receive  sufficient  blood,  a  sec- 
ondary dilatation  occurs  from  fatty  or  fibroid  degeneration. 

Mitral  insufficiency  may  accompany  this  disease  or  result 
from  the  secondary  dilatation  of  the  left  ventricle.  When  it 
is  present  there  will  naturally  follow  the  pathologic  enlarge- 
ment of  the  left  auricle  and  right  ventricle,  evidenced  by  pul- 
monary and  venous  congestion. 

Symptoms. — Pronounced  symptoms  will  be  unnoticed  so 
long  as  a  compensating  hypertrophy  protect*  the  left  ventricle. 
During  the  process  of  hypertrophy  in  case  of  any  undue  ex- 
citement of  the  heart,  the  patient  may  complain  of  a  throb- 
bing headache,  vertigo  and  tinnitus  aurium,  together  with  a 
dull  precordial  pain  which  radiates  into  the  neck  and  arms. 
Slight  dyspnea,  palpitation   and  anginal   symptoms  may  fol- 
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low  intense  excitement  or  exertion.  Angina  pectoris  is  often 
the  cause  of  sudden  death.  Flaahes  of  light  before  the  eyes, 
redness  and  heat  in  the  skin,  with  copious  sweating,  may  fol- 
low the  dilatation  of  the  peripheral  blood  vessels.  The  pulse 
is  small  and  jerky,  owing  to  the  imperfect  filling  of  the  arteries. 
The  systemic  and  pulmonic  reins  will  be  congested  unless 
proper  hypertrophy  of  the  left  ventricle  overcomes  this. 

Failure  of  compettsaiion  results  in  dyspnea  and  favors 
pulmonary  and  general  venous  ataais.  Cough  and  occasional 
hemoptysis  are  sometimes  prominent  symptoms.  Dropsy,  ap- 
pearing first  in  the  feet,  or  cerebral  embolism  may  follow. 
This  is  not  so  great  as  in  mitral  insufficiency.  However,  as 
relative  mitral  incompetence  very  frequently  follows  aortic 
regurgitation,  we  may  observe  the  extreme  symptoms  of  that 
disease.  In  that  case  the  anasarca  may  become  so  troublesome 
that  the  patient  will  be  able  to  breathe  with  comfort  only  when 
sitting  up  in  bed.  Cardiac  asthma  jnay  add  to  the  dyspnea. 
Embolism  and  congestion  of  various  organs,  together  with 
febrile  signs  and  profound  prostration,  may  now  occur. 
Harked  restlessness  and  in  time  mental  depression  may  ter- 
minate in  suicidal  impulses  nnless  sudden  death  comes  to  the 
patient's  relief. 

Physical  Si^DB. — Inspection — Precordial  bulging  is  often 
observed  in  young  patients  and  we  may  notice  a  wide  and 
forcible  area  of  cardiac  impulse  in  the  typical  case.  The  car- 
otids, temporals,  brachials,  radials  and  other  visible  arteries 
pnlsate  violently.  Capillary  pulsations  may  be  detected  and 
sometimes  a  venous  pulse  will  be  observed  in  the  extremities. 
Epigastric  pulsation  will  be  present  when  there  is  exceeaive 
enlargement  of  the  left  ventricle  or  more  particularly  when 
a  relative  tricuspid  insufficiency  has  led  to  hypertrophy  of 
the  right  heart. 

Palpation. — The  apex  beat  is  forcible  and  heaving,  unless 
dilatation  overcomes  the  hypertrophy,  when  it  i3  weak  and 
wavy.  It  may  be  felt  in  the  sixth  and  seventh  interspaces  to 
the  left,  often  as  far  as  the  mid-axillary  lina  A  diastolic  thrill 
is  sometimes  detected  at  the  aortic  interspace.  The  peculiar 
pvhe  known  as  the  Corrigan  or  "water-hammer"  palse  is 
defined  as  an  abrupt  and  jerky  pulae  which  suddenly  recedes 
from  the  fingertip.  It  represents  a  sudden  filling  of  the  ar- 
tery, followed  by  a  rapid  collapse  of  the  vessel  because  the 
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teosion  is  not  maintained.  We  shall  observe  this  better  when 
the  arm  is  elerated  above  the  head.  A  sph^gmographic  trac- 
ing will  show  an  abrupt  and  excessive  rise  due  to  contrac- 
tion of  the  hypertrophied  ventricle,  and  this  will  be  succeeded 
by  a  rapid  fall  as  the  blood  regurgitates  into  the  ventricle  at 
the  same  time  that  it  passes  into  the  capillaries.  This  pecu- 
liar pulse  wave  will  be  modified  as  other  lesions  complicate 
the  aortic  insufficiency. 

Percussion. — Cardiae  dulness  will  extend  downward  and 
to  the  left  in  accordance  with  the  left  ventricular  hypertrophy 
and  dilatation.  Later,  because  of  the  resulting  mitral  inauf- 
fioiency  left  auricular  dulness  may  extend  upward  on  the  left 
and  to  the  right  because  of  right  heart  hypertrophy  and  dila- 
tation.    Dilatation  of  the  aorta  gives  dulness  in  the  aortic  area. 

Auaculiation. — The  stethoscope  detects  a  diastolic  murmur 
with  and  following  the  second  sound,  heard  generally  iu  the 
aortic  interspace  to  the  right  of  the  sternum.  This  sound  may 
be  transmitted  downward  toward  the  apex  or  the  ensiform 
cartilage;  it  may  also  be  heard  in  various  parts  of  the  chest 
and  be  reflected  along  the  vessels  of  the  neck;  it  is  possible 
to  locate  it  posteriorly  to  the  left  of  the  spinal  column.  In 
quality  the  murmur  is  soft,  blowing  and  often  musical ;  some- 
times it  is  rough  and  loud;  again  it  may  be  almost  inaudible. 
There  is  sometimes  an  accompanying  systolic  murmur  that 
produces  the  so-called  "double  aortic"  sound,  which  is  trans- 
mitted into  the  cervical  regioiK  If  ore  frequently,  however,  we 
shall  find  accompanying  this  a  soft  systolic  apex  sound  due 
to  a  secondary  mitral  insufficiency.  A  pi-esystolie  mitr<U  mur- 
mur over  a  limited  area  has  been  described  by  Flint.  This  oc- 
curs rarely  as  a  result  of  extreme  dilatation  of  the  left  ventricle. 
Double  murmurs  may  be  discovered  by  auscultation  over  some 
of  the  peripheral  arteries.  Duroziez  was  first  to  notice  this 
in  the  femoral  artery  and  it  is  now  considered  by  some  authors 
as  a  pathognomonic  sign  of  aortic  regurgitation.  Over  the 
carotid  and  subclavian  arteries  a  systolic  murmur  often  dis- 
places the  first  sound;  and  if  the  regurgitation  is  free  the 
normal  second  sound  is  absent. 

Diatoosls. — The  physical  findings  must  be  studied  in  con- 
nection with  the  condition  of  the  vascular  system.  The  dias- 
tolic murmur  heard  over  the  aortic  interspace,  the  throbbing 
arteries,  the  peculiar  pulse  and  the  marked  hypertrophy  of 
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the  left  ventricle  are  reliable  signs  on  which  to  make  a  diag- 
nosis when  they  are  found  in  a  patient  past  middle  life.  If 
the  predisposing 'caiieee — alcoholism,  syphilis,  gout  and  other 
debilitating  diseases — are  also  found,  they  will  help  to  con- 
firm the  above  diagnostic  points.  The  consequences  of  unusual 
or  sudden  physical  strain,  if  associated  with  these  typical  symp- 
toms, will  add  to  the  confirmation  of  this  diagnosis.  The 
relative  mitral  insufficiency  should  always  be  taken  into  con- 
sideration in  cases  of  long  standing,  particularly  when  the  left 
ventricle  is  excessively  dilated.  So,  too,  we  must  differentiate 
in  cases  of  aneurysm  of  the  arch  of  the  aorta. 

ProCDOais. — The  prognosis  will  depend  upon  the  predis- 
posing causes,  the  general  health  of  the  patient  and  systematic 
treatment.  Much  depends  upon  the  character  and  d^;ree  of 
the  compensating  hypertrophy.  When  endocarditis  is  the  con- 
tributing factor  we  may  expect  a  reasonable  amount  of  relief 
if  compensation  follows  the  early  use  of  remedies.  Should 
signs  of  myocardial  degeneration  appear,  we  can  not  expect 
much  improvement  General  arteriosclerosis  should  always 
suggest  an  unfavorable  prognosis.  Should  stenosis  develop  a 
certain  amount  of  amelioration  may  ensue  provided  no  myo- 
carditis exists,  but  this  is  a  rare  possibility.  Death  is  liable 
to  come  suddenly  as  a  result  of  paralysis  of  the  left  ventricle 
during  diastole.  A  fatal  termination  is  more  liable  to  take 
place  from  gradual  cardiac  asthenia  or  from  acute  pulmonary 
edema. 
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This  is  defined  as  a  narrowing  of  the  aortic  orifice  due 
to  inflammatory  changes  which  affect  the  valve  structure  or 
the  ring  itself.  It  is  a  rare  instance  when  it  exists  as  a  con- 
genital defect,  and  is  not  commonly  an  independent  lesion. 
Talvular  incompetency  is  generally  an  associate  or  subsequent 
development. 

EUolofy. — Hales  are  said  to  be  subject  to  this  disease 
oftener  than  females.  The  young  may  be  afflicted,  but  it  is 
more  liable  to  occur  during  advanced  life  when  the  atheroma- 
tous process  is  in  evidence.  The  etiologic  conditions  incident 
to  endocarditis  and  the  degenerative  changes  which  lead  up 
to  the  stenosis  have  been  completely  described  in  the  chapters 
on  that  snbject. 
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Patholofy, — Stntctural  occlusion  may  follow  tlie  adher- 
ence of  the  aortic  oueps.  This  is  an  inflammatoTy  condition, 
though  it  IB  a  congenital  possibility.  Secause  of  rigidity  the 
valves  do  not  open  properly  and  thus  form  an  obstruction  to 
the  normal  blood  current  through  the  aortic  opening.  Agais, 
T^etations  ;nay  appear  on  the  rentrioular  surface  of  the  aeg- 
mente  and  interfere  with  the  closure  of  the  Talves.  As  a  grad- 
ual teleroaia  or  calcification  naturally  follows,  the  occlusion  t>o~ 
comes  more  pronounced.  Vegetatioris  may  develop  in  the  sin- 
usee  of  Talsalva.  In  a  majority  of  cases  with  the  foregoing 
pathologic  conditions,  aortic  incompetency  will  be  discovered, 
thus  showing  that  stenosis  is  not  an  independent  entity.  In 
some  instances  the  aortic  ring  itself  will  be  the  seat  of  accre- 
tions which  obstruct  the  normal  blood  fiow ;  and  the  same  patho- 
logic changes  may  extend  for  some  distance  up  the  ascending 
aorta  also  and  favor  this. 

The  mechanical  results  of  this  perverted  anatomy  of  the 
heart  vrill  be  shown  in  left  ventricular  hypertrophy.  This  is 
caused  by  the  onusnal  muscular  activity  necessary  to  pump 
blood  through  the  narrowed  aortic  orifice.  The  hypertrophy 
develops  slowly  and  eventually  gives  way  to  extreme  dilatation 
and  a  relative  mitral  insufficiency.  Finally  the  general  car- 
diac hypertrophy  and  the  passive  congestions  which  follow 
the  other  cardiac  lesions  will  be  recognized.  The  coronary 
vesBsls  may  be  deprived  of  their  normal  blood  supply  by  a 
gradual  sclerosis  until  myocardial  degeneration  ensues. 

Symploms. — The  clinical  features  will  depend  very  much 
upon  the  degree  of  stenosis  as  well  as  upon  the  extent  of  com- 
pensating hypertrophy.  If  the  pathologic  changes  are  slow  in 
development,  there  may  be  no  decided  symptoms.  As  the  left 
ventricle  fails  in  its  effort  to  propel  blood  into  the  arterial 
tree,  a  certain  amount  of  dizziness,  headache  and  pallor  will 
be  noticed  as  evidence  of  cerebral  or  peripheral  anemia.  At- 
tacks of  syncope  and  epileptiform  aeizures  are  not  uncommon 
at  this  period.  As  aortic  incompetency  is  generally  associated 
with  stenosis,  the  symptoms  of  this  lesion  will  appear.  In 
case  also  of  mitral  incompetency  we  shall  have  tho  supple- 
mental symptoms  of  that  disease  with  venous  stasis,  left  ven- 
tricle weakness  and  irregular  pulse.  Edema  then  will  be  man- 
ifest in  the  feet  and  gradually  extend  upward,  until  anasarca 
is  quite  general.  By  dislodgement  of  fibrinous  clots,  embolism 
in  the  brain,  spleen,  kidneys  or  other  organs  may  occur. 


lOOgle 


AORTIC    STENOSIS.  HI 

Pliyslcal  Situ. — Inspection. — Pallor  will  be  an  early 
Bymptom  depending  on  diminished  general  circnlation.  Cya- 
nosis appears  only  as  there  ia  failure  of  left  ventricle  com- 
pensation. The  apex  beat  is  displaced  downward  and  outward 
in  proportion  to  the  enlargement  of  the  left  Tentriole.  The 
beat  is  usually  slow,  forceful  and  heaving,  though  less  fre- 
quently it  may  lack  in  strength.  If  the  chest  wall  is  rigid 
of  the  Inngs  are  emphysematous,  the  cardiac  impulse  may  be 
indistinct.  Precordial  bulging  may  be  detected  when  the  chest 
walls  are  thin  and  the  cardiac  enlargement  is  pronounced. 

Palpation. — This  will  disclose  the  forcible  and  heaving 
precordial'  impulse  which  is  explained  by  the  powerful  con- 
traction of  the  left  ventricle  necessary  to  overcome  the  aortic 
obatmction.  As  this  impulse  becomes  weaker,  it  will  be  an 
evidence  of  failing  compensation  of  the  Jeft  ventricle.  A  sys- 
tolic thrill  will  be  felt  in  the  aortic  interspace  and  at  various 
points  over  and  above  tlie  cardia.  The  pulse  is  weak  and  small, 
its  size  denoting  invariably  the  degree  of  stenosis.  Aortic  and 
mitral  incompetency  will  modify  the  character  of  this  pulse. 
The  sphygmographic  tracing  shows  an  oblique  line  of  ascent, 
a  rounded  summit,  a  gradual  descent  and  the  secondary  waves 
indistinct 

Percussion. — The  area  of  dulness  is  increased  toward  the 
left  and  downward,'  commensurate  with  the  degree  of  left  ven- 
tricular hypertrophy.  Dulness  to  the  right  may  be  detected 
whenever  the  mitral  lesion  favors  enlargement  in  this  direc- 
tion. 

Ausculiaiion. — A  systolic  murmur  of  harsh  quality  may 
be  heard  in  the  aortic  interspace.  As  this  represents  an  ob- 
struction which  interferes  with  the  normal  sound  made  by 
closure  of  the  aortic  s^ments,  it  will  he  heard  at  the  end 
of  the  first  sound  or  just  preceding  the  second  sound.  The 
direction  of  this  murmur  will  be  along  the  lai^  blood  vessels. 
When  compensation  fails  this  sound  will  lose  much  of  its  force 
and  harshness.  The  second  sound  is  faint  and  often  inaudible, 
on  account  of  the  diminished  blood  tension  in  the  aorta.  An 
aortic  incompetency  will  give  an  additional  diastolic  or  double 
murmur.  A  soft  apical  systolic  murmur  may  appear  after 
relative  mitral  insuSiciency  ensues. 

Diagnosis. — A  systolic  thrill  at  the  base,-  a  small  tense 
and  characteristically  slow  pulse,  with  signs  of  left  ventricular 
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hypertrophy,  and  a  rough  lond  aystolic  murmur  at  the  aortic 
interspace,  ahoiJd  make  the  diaguoaia  clear.  The  musical 
qxtality  is  anolher  feature  which  is  quite  distinctive.  The 
differential  diagnosis  must  exclude  (1)  Bclerosis  of  the  aorta 
or  its  valves  without  obstruction;  (2)  aortic  aneurysm;  (3) 
accidental  or  anemic  murmurs.  In  aortic  sclerosia  we  shall 
find  the  hard  peripheral  arteries,  accentuation  of  the  aortic 
second  sound,  general  cardiac  enlargement  and  frequently  a 
history  of  excesses  or  syphilis.  In .  aortic  aneurysm  we  may 
obtain  a  history  of  some  severe  strain,  followed  by  pain,  dysp- 
nea and  cough,  inequality  of  the  carotid  and  radial  pnlec,  car- 
diac displacement,  expansile  pulsation,  with  .bulging  in  the 
aortic  area,  and  the  characteristic  bruit.  The  X-ray  may  aid 
the  differentiation  when  there  is  much  doubt.  Anemic  mur-  ■ 
murs  will  be  diagnosed  by  the  absence  of  rheumatic  history, 
the  very  slight  hypertrophy  of  the  left  ventricle,  the  unchanged 
aortic  second  sound,  the  softer  quality  of  the  murmur,  the 
greater  frequency  of  the  pulse,  the  presence  of  other  acci- 
dental murmurs  and  the  manifest  anemia.  We  shall  also  find 
the  majority  of  these  cases  among  women. 

ProCoOSis. — The  prognosis  in  this  disease  is  similar  to 
that  in  all  of  the  cardiac  valve  lesions.  When  the  compenaa- 
tion  develops  favorably  the  danger  of  immediate  death  is  not 
great.  If  proper  caution  against  overexertion  is  observed  and 
particularly  if  no  infectious  disease  develops  we  may  safe- 
guard the  heart's  action  by  appropriate  treatment.  The  etiol- 
ogy ia  an  important  factor  in  this  respect.  Anything  which 
favors  a  degenerative  process  conduces  to  an  unfavorable  con- 
dition. When  compensation  begins  to  fail  there  will  be  steady 
progress  toward  a  fatal  termination.  Death  does  not,  how- 
ever, usually  come  suddenly;  It  results  rather  from  the  pro- 
gressive cardiac  asthenia  aa  ol)served  also  in  the  mitral  lesions. 


TRICUSPID  INSUFFICIENCY. 

The  insufficiency  of  the  tricuspid  valves  is  known  and 
spoken  of  also  as  tricuspid  incompetency  and  tricuspid  re- 
gurgitation, all  of  which  expressions  are  illustrative  of  the 
anatomic  perversion  which  affects  these  valves  and  prevents 
the  normal  flow  of  blood  through  the  right  auriculo-ventricular 
opening.     It  exists  occasionally  as  a  structural  insufficiency,  hut 
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more  frequently  it  is  a  relative  inaufflciency.  It  is  also  the 
most  common  lesion  of  the  right  heart. 

EUolofy. — Structural  defects  are  most  frequently  the  re- 
sult of  right  heart  endocarditis  occurring  during  fetal  life  or 
in  early  childhood.  In  the  latter  case  the  same  etiologic  fac- 
tors which  pertain  in  the  other  valvular  diseases  will  be  rec- 
ognized. The  relative  form  is  the  prevailing  one  and  arises 
as  a  result  of  high  tension  in  the  pulmonary  system  due  to  in- 
terstitial pneumonia,  chronic  bronchitis,  pulmonary  tuberculo- 
sis, emphysema  and  possibly  to  other  diseases.  This  is  particu- 
larly true  of  the  obstructive  and  regurgitant  diseases  of  the  left 
heart.  The  insufficiency  is  bound  to  follow  when  the  ri^t 
ventricle  is  no  longer  able  to  endure  this  back  pressure  and 
yields  to  dilatation.  Renal  or  hepatic  cirrhosis^  or  any  disease 
which  augments  the  blood  tonsion  in  the  pulmonic  circulation, 
will  finally  throw  such  pressure  upon  the  right  ventricle  that 
it — particularly  when  there  is  mural  degeneration — must  event- 
ually dilate  until  the  ring  stretches  sufficiently  to  permit  a 
regurgitation.  Severe  muscidaT  exertion  and  toxic  agents  may 
be  the  occasional  means  of  direct  affection  of  the  right  ven- 
tricle when  the  nutritive  quality  of  the  blood  is  lowered  by 
anemia  or  similar  disorders. 

Palholojy.— We  shall  first  discover  the  pathologic  condi- 
tions of  the  left  heart  and  the  lungs  which  lead  to  this  tricus- 
pid re^rgitation.  The  right  ventricle  is  dilated,  though  evi- 
dence of  muscular  hypertrophy  may  be  found.  The  valve 
segments  are  elongated  on  account  of  the  prolonged  pressure; 
the  papillary  muscles  are  inelastic  and  the  right  auriculo-ven- 
tricular  opening  will  be  excessively  dilated.  This  dilatation, 
as  the  result  of  constant  back  pressure,  may  extend  to  the 
veins  which  enter  the  right  auricle.  The  myocardium  will 
show  evidences  of  prolonged  stasis  and  degeneration.  For 
these  pathologic  reasons  we  may  regard  the  tricuspid  regurgi- 
tation as  a  "safety-valve  action"  which,  to  a  great  extent, 
spares  the  right  ventricle.  The  right  auricle  is  dilated  and 
its  muscular  walls  may  be  compensated  by  some  muscular 
hypertrophy. 

The  mechanical  results  may  be  accounted  for  as  follows: 
When  the  tricuspid  leakage  permits  an  undue  reflux  of  blood 
into  the  right  auricle,  venous  stasis  will  be  a  natural  result. 
There  will  also  be  a  lessened  blood  supply  to  the  pulmonary 
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arteries  and  this  may  lead  to  general  anemic  symptoms.  The 
condition  of  the  pulmonary  circulation  mil  be  such  that  the 
right  ventricle  must  at  first  dilate  and  be  compensated  by  grad- 
ual hypertrophy.  Inasmuch,  however,  as  there  ia  no  \tLTga 
chamber  to  give  compensating  protection  to  the  right  ventricle, 
its  waUs  gradually  become  thin  uutil  the  ventricle  assumes 
enormous  dimensions  in  some  cases.  The  dilatation  of  the 
right  auricle  is  the  only  compensating  relief  wliich  may  be  ob- 
tained in  this  disease,  aside  from  ventricular  hypertrophy. 

Symptoms. — Engorgement  o£  the  systemic  veins  will  con- 
stitute an  early  symptom.  Cyanosis  and  turgescenee  of  the 
superficial  veins  will  show  this.  Passive  engorgement  oi  the 
abdominal  viscera,  particularly  the  Hver,  usually  follows  and 
edema  starting  in  the  feet  soon  terminates  in  general  ana- 
sarca. This  does  not  always  exist  in  every  case.  Hydro- 
thorax  is  a  natural  sequela  in  this  disease.  Exhaustion,  dysp- 
nea and  cough  are  common  symptoms  in  the  later  stages. 
Other  symptoms  will  pertain  to  the  lesions  of  the  left  heart 
which  are  so  frequently  the  primary  cause. 

Ptiysical  SlgOS. — Inspection. — The  most  characterietic 
sign  is  the  ■p^ulaation  of  the  jugvlar  veins  during  each  cardiac 
systole,  more  marked  on  the  right  than  the  left  side.  In  rare 
cases  the  subclavians  may  pulsate.  This  is  due  to  the  back- 
ward flow  of  blood  into  the  right  auricle  at  each  ventricular 
systole.  Palpation. — Pressure  on  the  vein  will  coniirm  this 
if  the  return  flow  from  the  right  ventricle  is  detected  by  the 
finger  after  the  blood  has  been  pressed  out  of  the  vein.  The 
vein  will  fill  by  "jets  synchronous  with  the  heart-beat."  This 
pulsation  may  possibly  be  communicated  by  the  throbbing  of 
an  adjacent  artery;  if  this  be  true  light  pressure  upon  the 
vein  will  not  stop  the  pulsation.  We  may  still  further  test 
this  by  pushing  the  artery  away  from  the  vein.  The  location 
of  the  apex  beat  will  vary  in  accordance  with  the  primary 
heart  lesion,  Beaidea  the  jugular  throbbing  epigastric  heaving 
will  be  felt  by  the  hand;  this  is  caused  by  the  increased  action 
of  the  enlarged  right  ventricle.  A  venous  pulsation  also  ex- 
tends to  the  liver  and  may  be  felt  by  placing  one  hand  over 
the  anterior  hepatic  surface  and  the  other  pressing  up  from 
behind ;  it  will  be  recognized  as  an  expansile  pulsation.  The 
radial  pulse  varies  in  its  character  in  accordance  with  the 
pathologic  condition ;  it  may  be  small  and  weak  or  irre^lar 
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aud  accelerated  from  time  to  time.  PopofE  claimed  to  have 
detected  a  diminution  in  the  size  of  the  right  radial  bb  com- 
pared with  the  left.  This  waa  supposed  to  come  from  the  pres- 
sure of  the  dilated  right  auricle  upon  the  right  subclavian 
artery. 

Percussion. — Dulness  will  be  increased  to  the  right  and 
upward,  often  as  high  as  the  second  interspace;  it  may  also 
extend  downward  into  the  epigastric  region.  This  will  vary 
in  extent  according  to  the  complicating  lesion. 

Auscultation. — A  systolic  murmur,  heard  best  over  the 
base  of  the  ensiform  cartilage,  is  a  typical  diagnostic  sign  of 
tricuspid  insufficiency.  This,  however,  is  subject  to  variation. 
It  may  be  displaced  to  the  right  of  the  ensiform  cartilage  and 
upward  or  to  the  left,  dependent  upon  the  degree  of  hypertrophy 
and  dilatation.  In  character  the  sound  is  soft  and  short  and  is 
modified  by  bruits  of  other  cardiac  lesions.  The  pulmonary 
second  sound  is  naturally  enfeebled,  though  at  times  it  may  be 
accentuated. 

DiaCoosIs. — The  venous  pulsatioti  in  the  jugular  and  other 
areas  is  the  most  suggestive  sign  for  diagnosis.  The  confirma- 
tion of  hepatic  puhaiion  by  bimanual  palpation  is  extremely 
valuable.  If  the  murmur  can  be  definitely  located  in  the  tri- 
cuspid area,  our  opinion  will  be  more  positive.  If,  however, 
this  murmur  is  indistinct,  it  may  he  only  a  secondary  condi- 
tion following  mitral  insnfSciency. 

Profnosis.'— Whenever  tricuspid  insufliciency  is  relative  to 
mitral  or  other  lesions  the  outcome  will  depend  upon  the  causa- 
tive factors.  Unless  the  right  ventricle  is  unable  to  siistain 
itself  by  muscidar  hypertrophy,  we  should  not  look  for  sud- 
den death  from  this  lesion  alone.  Glenerally  speaking  we 
^ould  regard  infiammatory  invasion  of  the  right  ventricle  with 
great  concern  inasmuch  aa  the  venous  stasis  is  liable  to  produce 
serious  results  in  remote  parts. 


TRICUSPID  STENOSIS. 


Tricuspid  stenosis  is  such  a  rare  disease  that  it  seems 
unnecessary  to  enter  into  a  long  discussion  of  its  principal  fea- 
tures. It  will  be  noticed  more  frequently  in  females,  and 
during  the  early  periods  of  life.  Kheumatic  fever  is  no  doubt 
a  prominent  factor  in  its  development.     By  some  the  existence 
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of  tricuspid  stenosis  is  doubted,  though  recent  autopsies  have 
confirmed  its  occurrence.  It  exists  usually  as  a  secondary  con- 
dition, though  it  is  a  congenital  possibility.  Organic  diseases 
of  the  left  heart  most  frequently  predispose  to,  and  mitral  ste- 
nosis is  most  often  associated  with  it.  Vegetatious  and  ring 
accretions  are  found  here  as  in  the  left  heart  when  endocar- 
ditis is  a  cause. 

The  pathologic  changes  are  dependent  both  upon  the  tri- 
cuspid stenosis  and  the  primary  causes.  When  the  right  auric- 
ulo-ventricular  opening  is  obstructed  the  chief  anatomic  abnor- 
mality will  be  found  in  the  right  auricle.  As  this  chamber  ia 
unable  to  empty  itself  dilatation  and  hypertrophy  follow  in 
natural  order.  Inasmuch  as  the  right  auricular  walls  are  thin, 
very  little  compensatory  hypertrophy  can  take  place  and  there- 
fore dilatation  ia  both  extreme  and  dangerous.  The  right  ven- 
tricle, receiving  a  smaller  amount  of  blood,  is  diminished  in 
size.  When  there  ia  a  conjoined  mitral  defect  there  will  be 
a  combined  hypertrophy  and  dilatation  of  the  right  ventricle. 
The  symptoms  are  so  occluded  by  the  combined  affections 
that  a  positive  diagnosis  is  rarely  made  except  at  the  autopsy. 
Stasia  in  the  systemic  veins  will  be  evidenced,  but  this  differs 
in  no  respect  from  the  similar  symptoms  of  mitral  disease. 
As  the  blood  aupply  to  the  lungs  is  cut  off,  pulmonary  conges- 
tion and  dyspnea  are  not  pronounced  after  exertion.  Jugular 
distention,  hepatic  congestion,  cyanosis,  edema  and  ascites  must 
naturally  result  from  the  surplus  of  blood  in  the  right  auricle. 
The  physical  signs  are  not  very  significant.  Inspection. 
Aside  from  the  feeble,  visible  jugular  impulse  and  the  general 
appearance  of  venous  stasia,  we  shall  observe  but  little  of  diag- 
nostic value.  Palpation  may  reveal  a  presystolic  thrill  in  the 
neighborhood  of  the  ensiform  cartilage,  and  the  pulse  will 
be  small,  weak  and  irregular.  Percussion  will  distinguish  an 
increased  dulness  over  the  right  auricle,  but  this  is  not  a  posi- 
tive proof  of  primary  tricuspid  stenosis.  Auscultation  may 
present  a  presystolic  murmur,  heard  best  over  the  lower  part 
of  the  sternum  and  up  the  right  border.  Unfortunately  there 
ia  no  positive  proof  that  this  is  generated  from  tbe  tricuspid 
orifice.  It  will  be  inferred  from  the  foregoing  statements  that 
an  absolute  diagnosis  ia  not  a  possibility.  We  may  say  with 
equal  truth  that  the  prognosis  ia  clouded  by  the  same  uncer- 
tainty. 
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PULMONARY  VALVE  INSUFFICIENCY. 

Thia  is  also  a  disease  of  luiusual  rarity.  It  has  been  at- 
tributed to  congenital  malfonnatioa  and  to  acute  and  chronic 
endocarditis.  Adherence  of  the  segments  and  the  sclerotic 
process  are  the  pathologic  factors,  the  same  as  in  other  cardiac 
leaions.  Many  of  the  murmurs  are  secondary  to  blood  changes 
and  are  purdy  functional.  Atheroma  of  the  artery  is  oft«n  a 
pathologic  cause.  The  result  of  the  lesion  will  be  observed  by 
the  hypertrophy  and  dilatation  of  the  right  ventricle.  A  rela- 
tive insufficiency  of  the  tricuspid  valve  may  follow. 

The  physical  signs  are  not  very  reliable,  yet  a  diastolic 
murmur  may  he  heard  over  the  pulmonic  interspace.  As  this 
is  transmitted  downward  and  to  the  right  it  may  suggest  aortic 
regurgitation,  yet  the  peculiar  pulse  and  other  diagnostic  signs 
of  thia  lesion  are  not  present.  Pulmonary  insufficiency  will 
invariably  be  followed  by  right  ventricle  dilatation  and  hyper- 
trophy, while  aortic  regurgitation  will  not  create  right  ventricle 
enlargement  unless  there  is  an  accompanying  mitral  insuffi- 
ciency. As  the  right  ventricle  is  finally  unable  to  resist  this 
undue  tension,  the  tricuspid  approximation  will  be  disturbed 
and  tricuspid  insufficiency  will  probably  develop.  The  ensu- 
ing venous  stasis,  together  with  other  ill-defined  symptoms,  will 
tend  to  obscure  the  real  lesion,  while  our  attention  is  given  to 
the  complicating  cardiac  disease. 


PULMONARY  VALVE  STENOSIS. 

Thia  is  also  a  disease  of  extreme  rarity.  It  is  duo  most 
frequently  to  congenital  malformations.  Atheroina,  myocardi- 
tis, ulcerative  endocarditia  and  direct  violence  are  claimed  aa 
causes.  Hypertrophy  of  the  right  ventricle  and  the  succeeding 
dilatation,  with  relative  tricuspid  insufficiency  present  symp- 
toms of  cyanosis  and  venous  distention.  Physical  examination 
will  reveal  a  systolic  thrill  heard  best  over  the  pulmonic  inter- 
space. This  sound  will  be  harsh,  superficial  and  limited  to 
a  email  area,  though  it  may  extend  upward  towards  the  left 
shoulder.  The  pulmonic  second  sound  is  weak.  This  lesion 
predisposes  decidedly  to  pulmonary  tuberculosis. 
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COMBINED  VAtVULAB  LESIONS. 

The  foregoiDg  descriptions  pertaining  to  single  lieart- 
lesions  and  their  associate  compensating  conditionB,  are  char- 
acteristic of  the  diseases  which  affect  the  valves  and  the  cardiac 
orifices.  We  shall  find,  however,  that  these  lesions  do  not  al- 
ways occur  alone.  Aortic  regurgitation  and  obstniction,  or 
possibly  mitral  regurgitation  and  obstruction  coexist  much 
more  frequently  than  is  recognized.  This  means  that  the  en- 
docardial inflammation  may  act  as  a  pathologic  factor  to  create 
sclerosis  of  the  valve  segments  and  their  eventual  shrinkage  and 
at  the  same  time  produce  accretions  which  narrow  the  orifice. 
We  shall  also  find  the  lesion  of  one  orifice  combined  with  that 
at  another  orifice.  All  of  these  perversions  exist  as  a  result  of 
the  morbid  anatomic  change,  yet  they  act  to  a  great  extent  as 
compensatory  factors  to  maintain  the  cardiac  function. 


MITRAL  STENOSIS  AND  MITRAL  INSUFFICIENCY. 

In  this  we  shall  observe  the  presence  of  both  a  constricting 
obstruction  and  the  insufiiciency  from  non-approximation,  due 
alike  to  the  same  pathologic  cause.  The  mechanical  effect  upon 
the  heart  differs  somewhat  from  the  results  of  a  single  lesion. 
The  left  ventricle  is  not  dilated  so  much  as  in  simple  inauffi- 
ciency,  nor  is  it  decreased  in  size  as  occurs  from  the  inactivity 
of  this  part  in  stenosis  alone.  Theleft  auricle  is  not  so  liable 
to  extreme  hypertrophy  as  in  stenosis,  nor  is  it  so  dilated  as 
when  regurgitation  is  freely  established.  The  two  lesions  to- 
gether tend  to  overcome  the  pronounced  (dianges  of  each. 

The  physical  findings  combine  and  limit  the  symptoms  of 
each  lesion.  The  apex  beat  is  less  forcible  and  not  displaced 
so  much  as  in  mitral  regurgitation,  while  the  stenotic  thrill  is 
less  intense.  Bulness  is  increased  more  to  the  right  and  the 
pulmonic  second  sound  shoira  a  marked  accentuation.  Auscal- 
tation  shows  both  a  presystolic  and  a  systolic  murmur,  the  lat- 
ter being  slightly  prolonged,  while  the  former  is  often  short  and 
sharp. 

MITRAL  STENOSIS  AND  AORTIC  STENOSIS. 

In  the  combined  stenosis  of  these  two  orifices  we  find  that 
the  left  ventricle  is  small  on  account  of  the  decreased  amount 
of  blood  received  from  the  left  auricle.     At  the  same  time  its 
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mnsoular  wall  is  thickened  bj  its  unusual  effort  to  propel  blood 
through  the  narrowed  aortic  ring.  The  walls  of  the  left  auri- 
cle and  right  ventricle  are  greatly  hjpertrophied  and  dilated 
because  the  blood  is  retained  in  these  chambers.  Fulmonary 
stasis  in  this  case  is  followed  by  an  extensive  general  venooB 
stasis.  Cyanosis  and  dyspnea  are,  therefore,  characteristic 
symptoms. 

The  pulse  is  generally  small,  weak  and  slow,  depending 
in  character  upon  the  amount  of  hypertrophic  compensation. 
The  apex  beat  is  not  strong,  unless  it  is  made  so  by  excessive 
right-heart  hypertrophy,  A  presystolic  thrill  is  detected  by 
palpation  and  this  is  confirmed  by  auscultation  at  the  apex.  A 
similar  harsh  sound  should  be  detected  at  the  aortic  interspace 
sli^ily  in  advance  of  the  second  sotmd.  The  pulmonary  sec- 
ond BOimd  is  also  accentuated.  The  diaeaae  is  exceedingly 
serious  and  the  prognosis  is  always  unfavorable,  inasmuch 
as  compensation  is  rarely  maintained. 


HITHAL  STENOSIS  AND  AOSTIC  REGUBGITATION. 

The  cardiac  findings  in  this  disease  will  vary  with  the 
decree  of  the  underlying  pathology.  If  they  are  similar  in 
d^ree,  the  secondary  effects  are  as  follows:  The  left  auricle 
and  right  ventricle  are  hypertrophied  and  dilated  on  account 
of  the  mitral  stenosis.  The  left  ventricle  shows  a  similar  ten- 
dency, though  it  will  be  greatly  modified  by  the  limited  amount 
of  blood  entering  this  chamber  through  the  narrowed  auriculo- 
ventricular  opening.  A  careful  study  of  the  predominating 
lesion  will  be  necessary  to  establish  the  physical  signs  in  each 
case. 

Inspection  shows  an  apex  beat  displaced  to  the  left  and 
do^vnward,  but  less  than  in  typical  aortic  insufficiency.  Epi- 
gastric and  superficial  venous  pulsations  are  present  in  pro- 
portion to  the  mitral  stenosis.  Palpation  reveals  a  prolonged 
presystolic  thrill  and  an  apex  beat  somewhat  less  forcible  than 
in  normal  aortic  regurgitation.  The  pulse  is  small  and  weak 
on  account  of  the  stenosis  and  the  artery  collapses  as  in  the 
aortic  lesion.  Percussion  discloses  increased  cardiac  dulness 
in  all  directions.  The  left  auricle  and  the  right  heart  are  en- 
larged because  of  the  stenosis,  and  the  left  ventricle  la  slightly 
enlarged  as  a  result  of  the  aortic  regurgitation.     Auscultation 
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discloses  a  presystolic  murmTir  at  the  apex  and  an  accentuated 
pulmonic  second  sound  due  to  the  stenosis.  In  combination 
with  this  we  hear  a  diastolic  bruit  in  the  aortic  interspace  trans- 
mitted downward  and  to  the  left,  with  a  feeble  second  sound. 
The  femoral  artery  should  be  auscultated  for  confirmation  by 
the  sharp  systolic  sound  or  the  double  murmur  heard  over  this 
vessel. 


AOSTIC  RBGUROITATION  AND  MITHAL  REGUKOITATION. 

These  two  lesions  are  observed  quite  frequently  in  combi- 
nation. They  appear  rarely  as  the  result  of  structural  altera- 
tion, but  they  are  often  observed  when  the  mitral  insufficiency 
follows  aortic  insufRciency  of  long  standing.  The  mitral  lesion 
ie  then  called  a  relative  incompetence  of  the  left  auriculo-ven- 
tricular  valve.  Formerly  this  disease  was  considered  a  grave 
one,  but  recent  experience  seems  to  coniinn  the  opinion  that  it 
will  respond  favorably  to  early  treatment.  If  the  heart  main- 
tains the  essential  compensatory  hypertrophy  the  two  ventricu- 
lar leaks  may  be  held  in  subjection.  If  the  muscular  tone  is 
lost  or  if  any  myocardial  degeneration  complicates,  the  prog- 
nosis is  very  unfavorable.  It  is  also  evident  that  the  heart, 
with  this  double  regurgitation  affecting  the  left  ventricle,  will 
stand  much  less  strain  than  with  a  single  lesion.  Sudden  car- 
diac failure  is,  therefore,  always  to  be  feared  in  these  cases. 

The  symptoms  modify  those  of  each  single  lesion.  The 
mitral  regurgitation  diminishes  the  force  of  the  aortic  regurgi- 
tation since  some  of  the  blood  flows  back  into  the  left  auricle. 
The  arterial  wave  ie  lessened,  and  as  a  result  we  shall  n'jtice 
a  tendency  to  arterial  anemia.  Venous  congestion  will  depend 
upon  the  hypertrophy  and  dilatation  of  the  left  auricle  and 
right  ventricle.  Ordinarily  the  disturbance  of  the  venous 
system  is  marked  and  the  heart  attains  a  large  size.  The  pnlae 
is  small  and  collapsible.  Dulness  is  increased,  both  to  the 
right  and  the  left.  A  diastolic  murmur  is  heard  at  the  aortic 
interspace  and  a  sysiolic  murmur  at  the  apex.  If  the  aortic 
regurgitation  is  of  lung  standing,  it  may  be  difficult  to  detect 
a  mitral  regurgitation.  The  general  appearance  of  the  patient 
shows  the  effects  of  passive  congestion. 
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AOBTIC  STENOSIS  AND  AORTIC  REOUBGITATION. 

Aortic  regurgitation  is  quite  likely  to  follow  aortic  stenoais. 
The  vegetations  and  accretions  which  dispose  to  stenosis  and 
the  consequent  obstruction  at  the  ring  are  generally  attended 
by  some  thickening  and  rigidity  of  the  valve  segments.  This 
interferes  with  complete  closure  and  allows  a  regurgitation  into 
the  left  ventricle.  One  of  the  cusps  is  also  liable  to  be  per- 
forated when  the  others  are  intact  which  likewise  predisposes 
to  r^pirgitation.  It  is  necessary  in  making  this  diagnosis  not 
to  be  deceived  by  the  roughness  of  the  aortic  regurgitant  mur- 
mur, which  often  simulates  the  stenotic  sound.  The  outcome  in 
this  combination  of  lesions  is  anything  but  encouraging.  If 
the  r^^rgitation  exceeds  the  stenosis,  the  left  ventricle  may 
compensate  sufficiently  to  save  the  heart  for  some  time.  If 
stenosis  is  more  pronounced,  the  lack  of  ventricular  hypertrophy 
will  tend  to  make  even  the  slightest  dilatation  dangerous. 

The  physical  signs  vary  in  accordance  with  the  degree  of 
each  defect.  The  cardiac  impulse  is  not  so  forcible  or  extensive 
as  iu  simple  regurgitation,  and  the  apex  beat  simulates  that 
observed  in  stenosis.  Compensating  hypertrophy  is  not  un- 
usually marked.  The  pulse  is  slow  and  small,  but  not  so  ohar- 
aeteristic  in  this  respect  as  in  simple  stenosis ;  it  is  collapsible, 
but  not  so  much  so  as  in  aortic  regurgitation  alone.  Capillary 
pulsation  and  the  double  femoral  souffle  are  not  present  Two 
murmurs  will  be  discovered, — an  intense  and  rasping  systolic 
and  a  milder  diastolic  sound.  As  the  disease  progresses,  the 
heart  is  liable  to  other  degenerative  changes  which  will  modify 
these  physical  findings. 


THE  TREATMENT  OF  VALVULAR  DISEASES. 

The  treatment  of  valvular  diseases  of  the  heart  necessitates 
a  thorough  study  of  each  case,  the  predisposing  causes,  the 
peculiarities  of  the  patient  and  the  individual  features  of  the 
lesion.  This  will  be  undertaken  under  three  distinct  heads: 
(1)  prophylaxis,  (2)  during  the  stage  of  compensation,  (3) 
during  the  stage  of  non-compensation. 

Profhylmxis. — It  is  a  common  mistake  on  the  part  of 
both  patient  and  physician  to  think  of  treatment  only  when 
pathologic  signs  are  in  evidence.  In  reality  the  first  thought 
about  the  heart  should  go  back  to  the  infectious  diseases  or  the 
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cardiac  strain,  whicli  prediapoae.  Too  man;  cases  of  riieii- 
matic  fever,  pneumonia,  influenza,  etc.,  are  treated  with  no 
thought  of,  or  at  least  with  no  caution  to  the  patient  about,  a 
possible  cardiac  lesion  in  the  future.  In  every  infection  the 
physician  should  watch  carefully  lest  the  heart  suffer  from  this 
caiise.  In  fact,  this  is  the  time  when  the  treatment  of  the  heart 
should  be  first  instituted.  It  is  at  this  time  that  rest,  diet 
and  medicinal  measures  will  have  the  most  telling  effect.  If 
we  give  sufficient  attention  to  heredity,  we  may  obviate  the 
tendency  to  heart  weakness  which  prevails  in  certain  families. 
If  we  look  more  carefully  into  the  habits  of  our  patients,  we 
may  correct  certain  errors  which  eventually  lead  to  this  predis- 
position. Too  many  people  indulge  in  the  excessive  use  of 
tobacco  and  alcohol  without  the  advice  of  their  physician  regard- 
ing its  ultimate  danger  to  the  heart.  Too  many  ignore  the 
consequences  of  physical  excess  and  strain  until  the  dangerous 
signs  of  cardiac  failure  appear.  Thus  it  is  evident  that  our 
best  work  must  be  done  when  the  heart  disease  is  in  its  incipi- 
enoy. 

DarinC  Coinpen8ation.^It  is  during  this  period  of  val- 
vular disease  that  the  most  effective  treatment  is  possible.  At 
this  time  nature  is  doing  her  best  to  protect  the  heart,  and  our 
assistance  may  preserve  its  contractile  power.  Every  inffuenoe 
which  unduly  excites  the  normal  function  or  a^;ravates  the 
lesion  must  be  removed.  Exercises  and  occupations  which  t«nd 
to  give  a  healthy  stimulation  may  be  judiciously  tolerated,  but 
any  strain  which  accompanies  violent  exercise  must  be  inter- 
dicted. When  a  lesion  throws  any  functional  stress  upon  any 
particular  part  of  the  heart  muscle,  a  compensating  hyper- 
trophy develops  for  the  sake  of  its  protection.  If  we  aid 
this  physiologic  effort,  the  heart  may  continue  in  this  stage 
a  long  time.  Much  depends  upon  the  character  of  the  irri- 
tating cause.  If  the  rheumatic,  gouty,  syphilitic  or  alcoholic 
taint  exist,  we  may  correct  these  by  our  general  treatment 
for  such  causes.  When  myocardial  degeneration  is  a  factor, 
our  treatment  must  be  more  painstaking,  and  greater  pro- 
tection against  muscular  tension  must  be  instituted.  The  sec- 
ondary effects  upon  the  circulation  must  always  be  kept  in 
mind.  Stenosis  of  the  mitral  and  aortic  openings  will  require 
more  care  than  the  regui^tations  at  the  same  points.  The 
d^ree  of  incompetence  and  the  extent  of  the  vfdvular  lesion 
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will  modify  the  treatment.  A  slight  leakage  may  be  naturally 
cconpenaated,  but  an  excessive  regurgitation  will  demand  much 
help  and  care.  Fatigue,  emotional  excitement,  fright  and  the 
use  of  stimulants  will  cause  the  greatest  harm  at  this  period. 
Healthful  exercise  and  vocations  which  do  not  OTeretimulatc 
the  heart  may  be  permitted.  Systematic  rest  and  relaxation 
from  business  cares  must  be  at  times  authoritatively  insisted 
upon. 

Diet  is  a  matter  of  essential  consideration.  A  moderate 
amount  of  food — usually  proteid — should  be  taken  at  regular 
intervals.  The  stomach  should  never  be  overloaded.  Car- 
bohydrates, which  tend  to  form  gases,  should  be  cautiously 
allowed.  Much,  of  course,  depends  upon  the  patient's  occupa- 
tion, idiosyncrasies  and  the  digestive  function.  As  anemia 
is  so  frequently  a  complication,  it  will  be  necessary  to  supply 
the  best  possible  nutrition.  Best  from  arduous  duties,  often 
in  bed,  is  essential  for  the  digestive  function  as  well  as  for 
heart  tranquillity.  The  healthy  action  of  the  liver,  and  other 
adjuvant  organs  of  digestion,  are  as  important  as  the  normal 
movements  of  the  bowels.  Neither  should  we  neglect  to  give 
careful  attention  to  all  complicating  diseases.  When  the  patient 
is  taught  to  be  cautious  in  every  habit  we  shall  make  the  great- 
est gain  in  treatment.  It  will  be  necessary  for  this  purpose  to 
overcome  many  habits  which  relate  to  overeating,  stimulants 
and  tobacco,  sexual  indulgence,  etc. 

Warmth  of  the  hody  must  be  constantly  maintained. 
Measures  for  this  purpose,  of  course,  will  depend  much  upon 
the  physical  peculiarities  of  patients.  To  some,  woolen  under- 
garments are  a  necessity,  but  others  are  made  comfortable  by 
lighter  underwear  and  a  proportionate  increase  of  outer  wraps. 
Occupation  will  decide  this  in  many  respects.  Those  residing 
in  a  cold  climate  may  need  a  change  to  one  wanner  and  more 
equable.  High  altitude  must  be  cautiously  considered  in  indi- 
vidual cases.  Oxygen  is  an  invaluable  remedy,  and  we  should 
never  shut  our  patients  up  in  a  hot  and  poorly  ventilated  room. 
The  cool  sponge  bath  will,  in  the  majority  of  cases,  stimulate 
the  circulation  and  induce  warmth.  Baths,  of  course,  are  vital 
for  the  sake  of  cleanliness,  but  the  depression  following  a  pro- 
longed hot  bath  must  be  avoided.  Turkish,  Russian  and  even 
the  Nanheim  baths  should  not  be  employed  at  this  stage  of  the 
disease. 
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Internal  medication,  and  particularly  stimulating  dnigB, 
are  not  ueually  essential  at  this  period.  Compensation  is  a 
physiologic  change,  and  if  we  follow  the  instructions  just  men- 
tioned, this  will  be  accomplished  with  the  aid  of  but  little 
medication.  Ko  greater  mistake  can  be  made  than  to  resort  to 
the  use  of  such  remedies  as  digitalis  at  this  time.  Advice  which 
embraces  the  foregoing  suggestions  and  a  placebo  are  often 
sufficient  therapeutic  measures.  When  we  have  removed  the 
predisposing  causes,  our  medication  should  apply  to  the  anemic 
condition  of  the  heart  muscle  and  other  pathologic  findings. 
The  treatment  therefore  should  be,  to  a  great  extent,  in  accord- 
ance with  the  totality  of  symptoms.  Individualization  in  each 
case  is  a  necessity.  Stimulation,  if  required,  should  be  obtained 
only  by  the  minutest  doses  of  such  remedies  as  digitalis,  nitro- 
glycerin, strychnia,  strophanthvs  and  other  heart  tonics. 

Arsenic  will  naturally  appeal  to  us  as  the  beet  cardiac  tonic 
we  have  for  this  stage.  It  is  suggested  by  the  general  exhaus- 
tion, the  restlessness,  the  dry  skin  and  emaciation,  as  well  as 
by  the  palpitation  and  cardiac  irregularity.  In  our  study  of 
this  remedy  we  should  compare  aconite,  spigelia,  veratrum 
vijide,  kalmia,  amyl  nitrite,  lilivm  tigrinvm,  phos.  acid  and 
collinsonia.  The  tissue  remedies  will  be  of  great  value. 
Lackesis,  apis,  erotalus,  naja  and  rkus  tox  must  always  be  kept 
in  mind.  Ferrum  phos.,  chininum  are.,  and  china  will  often 
be  indicated.  Lycopus,  fucus  vesiculosus  and  small  doses  of 
cactus  grand,  will  invariably  control  the  cardiac  excitement. 
We  must  never  overlook  the  beneficial  results  obtained  by 
valerianate  of  ammonia  in  the  second  decimal  potency.  Kali 
bromatum  may  be  similarly  considered.  When  specific  causes 
are  at  fault,  we  may  properly  employ  aurum,  mercwrtiM  and  the 
iodids.  The  strength  of  these  remedies  will  be  settled  by 
the  demands  of  the  case  and  the  individual  peculiarities.  The 
third  decimal  potencies  are  generally  sufficient,  except  in  the 
use  of  lachesis,  naja,  crotahis,  etc.,  when  a  higher  potency  may 
be  employed. 

Oarini  the  S(a<e  of  Non-Compensation.— We  have  found 
in  the  ordinary  case  that  the  heart  ia  able,  by  a  gradual  com- 
pensatory hypertrophy,  to  bear  the  strain  of  increased  work 
put  upon  it.  During  this  period  only  slight  help  is  demanded 
of  the  physician.  When,  however,  the  exhausted  muscle  is 
unable  to  maintain  its  function,  it  will  be  necessary  to  resort  to 
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more  active  meaBurea.  When  compenBation  fails,  dyspnea  and 
arrhythmia  are  in  evidence,  but  inasmitch  as  the  failure  is 
gradual,  these  symptoms  are  not  always  pronounced.  Thus 
the  degree  of  compensatory  failure  varies  in  different  cases, 
but  when  it  becomes  marked  and  constant  we  may  kaow  that 
vigorous  treatment  is  necessary.  In  extreme  instances  the 
increased  dyspnea  and  arrhythmia  are  accompanied  by  cyanosis, 
an  irregular,  small  and  compressible  pulse  and  other  signs  of 
cardiac  enfeeblement.  In  addition  to  these  symptoms  dropsy 
will  gradually  or  rapidly  appear.  Patients  in  this  stage  will 
be  unable  to  endure  much  exertion  and  the  labored  respiration 
will  require  absolute  quietude. 

Best,  therefore,  is  the  first  mandatory  expedient  of  the 
treatment.  This  should  invariably  be  obtained  in  bed  with 
healthful  and  quiet  surroundings.  Mental  rest  is  as  essential 
as  physical  rest  Thus  all  buainess  and  domestic  cares  must 
be  held  in  abeyance.  If  we  keep  the  patient  warm  and  quiet, 
we  shall  gain  the  first  important  requirement.  It  is  a  mis- 
take also  to  relax  this  precaution  until  compensation  is  well 
established.  This  we  shall  recognize  by  the  improved  character 
and  rhythm  of  the  pulse,  the  disappearance  of  venous  stasis,  the 
increase  in  the  amount  of  urine  and  a  marked  disappearance 
of  dyspnea.  In  nearly  all  the  lesions,  but  particularly  in  mitral 
disease,  rest  aids  the  forcible  contraction  of  the  left  ventricle, 
diminishes  the  blood  supply  to  this  chamber  and  generally  con- 
serves the  heart  power.  More  than  this,  it  relieves  the  over- 
strain upon  the  left  auricle,  the  pulmonary  vessels  and  the  right 
ventricle.  During  rest  the  blood  flows  much  more  slowly  and 
this  gives  the  disabled  left  ventricle  less  work  to  do.  This 
lessening  of  the  number  of  contractions  lengthens  the  diastole 
or  period  of  repose,  and  at  the  same  time  the  heart  is  working 
more  quietly. 

The  amovnt  of  exercise  which  may  be  tolerated  is  a  difficult 
matter  to  decide.  In  general  we  may  permit  its  gradual  re- 
sumption, though  much  depends  upon  the  degree  of  compensa- 
tory failure.  When  there  is  complete  failure,  the  patient  should 
not  be  allowed  to  leave  the  bed.  The  resistance  exercises  are  of 
modem  introduction  an<l  no  doubt  give  good  results,  but  they 
should  be  administered  only  by  an  experienced  attendant.  It 
is  a  safe  rule  to  follow  that  all  exercises  of  this  kind  should  be 
discontinued  when  any  sign  of  dyspnea  is  observed.     Oertel's 
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plan  of  permitting  patients  to  slowly  climb  a  hill  may  be  gen- 
erally discouraged,  inasmuch  as  the  majority  are  liable  to  go 
to  extremes  in  this  respect 

The  Nauheim  baihs  have  become  very  popular  in  the  recent 
treatment  of  cardiac  diseases,  especially  among  the  laity.  That 
they  constitute  a  favorable  form  of  treatment  we  can  not  deny. 
These  waters  are  impregnated  with  various  chlorine  salts, — 
particularly  chlorid  of  sodium  and  calcium.  The  springs  are 
also  highly  charged  with  carbonic  acid  which  adds  a  stimulating 
effect,  especially  when  the  effervescing  stream  is  allowed  to 
flow  upon  the  body.  The  chlorine  salts  are  used  in  a  limited 
)>ercentage  at  ffret  and  no  carbonic  acid  is  used  until  the  patient 
is  accustomed  to  the  bath.  Rest  is  also  an  int«rmittent  feature 
which  is  rigidly  observed.  Inasmuch  as  these  baths  are  so  far 
from  American  patients,  only  a  few  are  able  to  avail  them- 
selves of  such  a  privilege.  The  artificial  bathe,  of  a  similar 
character,  are  now  being  employed  satisfactorily.  The  general 
effect  of  a  bath  is  that  of  a  sedative  to  a  weak  heart,  but  its 
depressing  reaction  must  always  be  watched  with  care.  When 
cardiac  inadequacy  is  marked,  in  extreme  arteriosclerosis  and 
where  there  is  considerable  edema,  any  bath  other  than  a  sponge 
is  contraindicated. 

The  diet  in  the  stage  of  failing  compensation  must  be  in 
accordance  with  the  ability  of  the  stomach  and  intestines  to 
care  for  food.  Much  cardiac  irritation  is  occasioned  by  gastric 
disturbance,  and  we  should  be  sure  that  the  stomach  digestive 
tract  can  care  for  carbohydrates  before  we  allow  them  in  any 
quantity.  The  renal  function  must  also  be  considered,  for  a 
disturbance  here  is  a  common  complication  in  cardiac  diseases. 
A  non-nitrogenous  and  liquid  diet,  therefore,  sometimes  be- 
comes a  necessity.  In  our  treatment  of  the  heart  we  must 
remember  that  it  is  often  necessary  to  direct  our  remedies  to 
the  gastric  and  intestinal  conditions.  In  line  with  digestive 
disturbances  we  must  be  on  guard  constantly  against  anemia, 
which  is  so  frequently  an  attendant  upon  valvular  lesions.  A 
vigorous  diet  may  here  be  best  and  the  usual  remedies,  iron, 
arsenic  and  iron-containing  foods,  should  be  employed  in  addi- 
tion to  other  required  treatment. 

The  medicinal  agents  which  must  be  relied  upon  when 
compensation  is  failing  or  has  failed,  naturally  come  under  the 
head  of  cardiac  stimulants.     There  is  no  alternative  at  this 
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time,  yet  we  should  be  on  constant  guard  lest  we  overdo  in 
UuB  respoct.  For  this  purpose  digitalis  is  still  a  standard 
remedy,  the  infusion  being  used  more  particularly  when  cardiac 
dropsy  is  pronounced.  Five  to  fifteen  drops  of  the  tincture,  or 
one  to  three  drains  of  the  infusion,  may  be  used  as  often  aa 
every  three  hours.  Ab  digitalis  so  frequently  causes  nausea,  a 
form  known  as  the  "fat  free"  is  a  better  preparation.  Five  to 
fifteen  drops  of  this  may  be  given  from  two  to  four  times  daily. 
Generally,  after  this  remedy  has  been  employed  for  a  few  days 
or  weeks,  we  shall  notice  improvement  We  must  not  stop 
here,  for  the  remedy  should  be  continued, — ujiless  there  are 
unfavorable  reactions, — until  there  are  signs  of  complete  oom- 
peuaation.  The  cumulative  action  of  this  drug  has  often  been 
overestimated,  though  it  is  a  possibility.  When  there  is  a 
slowing  of  the  heart's  contractions  to  60  or  less  per  minute, 
when  there  is  persistent  nausea  following  its  use,  or  when  there 
is  a  sudden  decrease  in  the  amount  of  urine,  then  we  may 
know  that  the  toxic  effect  of  digitalis  is  being  manifested. 

Another  extreme  effect  of  digitalis  is  to  raise  the  arterial 
tension  and  this  may  increase  the  tendency  to  palpitation,  and 
in  case  of  arteriosclerosis  injurious  results  may  follow  its  pro- 
tracted use.  To  overcome  this  it  is  well  to  use  nitroglycerin 
(grs.  1/100)  every  two  or  three  hours,  should  we  find  it  neces- 
sary to  continue  the  digitalis.  To  obviate  this  necessity  it  has 
become  my  custom  of  late  to  rely  upon  a  compound  tablet  con- 
taimng  digitalin  (gr,  1/100),  nitroglycerin  (gr.  1/100)  and 
strychnia  (gr.  1/60).  This  I  administer  aa  often  as  every 
three  hours,  and  in  extreme  cases  it  acts  best  hypodermatieally. 
I  have  saved  many  hearts  from  compensatory  failure  by  this 
measure.  In  all  cases  with  pronounced  signs  of  cardiac  hyper- 
trophy it  is  best  to  rely  entirely  upon  the  hypodermatic  use  of 
this  compound,  as  the  internal  administration  does  not  give 
sufBcient  stimulation.  Strychnia  in  this  case  gives  an  addi- 
tional support  to  the  heart  by  means  of  its  action  upon  the 
cardiac  motor  ganglia,  while  the  nitroglycerin  compensates 
the  increased  arterial  tension,  which  may  be  caused  by  the 
action  of  digitalis.  After  the  above  procedure  has  been  con- 
tinned  until  there  is  evidence  of  a  safe  compensation,  it  may 
be  well  to  supplant  this  treatment  by  some  indicated  remedy 
which  shall  be  a  heart  tonic.  The  compound  tablet  of  iron 
(gr.  1),  arsenic  (gr.  1/100)  and    strychnia  (gr,    1/60)  four 
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times  dail^,  is  a  valuable  prescription  for  this  purpose.  Strych- 
nia as  a  heart  tonic  I  do  not  consider  alone  sufHcieut  in  the 
stage  of  failing  compensation.  It  may  also  be  of  service  after 
digitalia  has  done  its  work. 

Strophanthvs  is  naturally  comparable  to  digitalis,  as  it  has 
a  similar  action  upon  the  heart  muscle.  Its  control  of  cardiac 
irregularity  is  often  better  than  that  of  digitalis,  though  in 
some  cases  it  is  well  to  combine  the  two.  In  cardiovascular 
sclerosis  or  interstitial  nephritis,  this  is  a  most  valuable  remedy. 
It  is  always  useful  when  there  is  primary  or  relative  weakness 
of  the  aortic  valves.  The  dose  is  from  five  to  ten  minims  of  the 
tincture  three  or  four  times  daily.  This  remedy,  fortunately, 
has  not  the  cumulative  power  of  digitalis  and  hence  it  may  be 
continued  for  a  longer  time  without  any  gastrointestinal  dis- 
turbance, though  some  patients  are  easily  disturbed  by  it. 
Caffein  is  a  remedy  which  has  some,  advocates.  Dujardin 
Beanmetz  claims  its  greatest  service  is  during  the  last  stage 
of  cardiac  disease,  when  we  have  exhausted  the  effect  of  other 
tonics.  Hypodermatic  use  is  sometimes  made  of  a  solution  of 
caffein  (gr.  30),  sodium  bemoaie  (gr,  35)  and  distilled  water 
(m.  200).  An  injection  of  15  to  20  minims  of  this  is  used  at 
stated  periods.  Spartein  sulphate,  in  grain  doses  of  the  first 
decimal  trituration, every  two'or  three  hours,  has  given  beneficial 
results  when  other  remedies  have  failed.  Quarter  grain  doses, 
four  or  five  times  daily,  have  been  used  with  success.  Marked 
cardiac  weakness  with  disturbance  of  rhythm  has  been  the  indi- 
cation for  it;  where  there  is  any  mural  degeneration  it  is  not 
sufficient. 

Convallaria  is  a  cardiac  tonic  of  doubtful  action ;  it  some- 
times succeeds  where  digitalis  fails,  but  it  evidently  has  a  nar- 
row sphere  of  usefulness.  As  it  augments  the  contractile  force 
of  the  heart,  it  aids  diuresis.  When  mental  and  nervous  symp- 
toms are  conspicuous,  it  may  be  indicated.  In  mitral  stenosis, 
when  digitalis  is  contraindicated,  it  may  be  serviceable  in  the 
tincture  (m.  5-10)  three  to  six  times  daily.  Convallamarin, 
the  glucoside,  may  be  employed  in  half  grain  doses  two  or  three 
times  daily.  Adonis  vemalis  has  been  a  useful  remedy  in  my 
hands.  It  properly  belongs  to  the  milder  eases  of  failing  com- 
pensation and  it  does  not  show  any  decided  results  until  it  has 
been  given  for  some  time,  hence  many  have  condemned  its  use. 
In  conjunction  or  in  alternation  with  digitalis  or  strophanthua 
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it  may  be  given  in  ten  to  fifteen  drop  doses  of  the  tincture  every 
three  hours  in  grave  cases.  In  cases  convalescing  from  com- 
pensatory failure,  it  is  decidedly  valuable.  In  this  respect  it 
supplements  or  succeeds  the  stronger  tonicB.  Adoitidin,  the 
active  principle,  may  be  given  in  1/6  to  1/3  grain  doses 
three  or  four  times  daily. 

Agaricin  is  a  remedy  which  has  been  strongly  advocated 
by  Goodno.  He  claims  its  greatest  efficiency  may  be  found  in 
"cases  of  extreme  dilatation  of  the  right  heart  secondary  to 
mitral  disease  or  emphysema  of  the  luuga."  Two  or  three 
grain  doses  of  the  first  decimal  trituration,  repeated  every  one 
to  three  hours,  gives  more  than  temporary  relief.  It  is  claimed 
by  the  same  authority  that  it  can  not  be  excelled  as  a  remedy  in 
cardioplegia.  Troublesome  perspiration  and  neurasthenic  ex- 
citement are  suggestive  symptoms.  I  have  also  found  it  very 
useful  in  the  higher  potencies  in  cardiac  diseases  in  nervous 
children.  Cactus  grandiflorus  is  also  of  some  value  as  a  cardiac 
stimulant.  Its  action  is  best  in  small  doses  of  the  tincture  and 
should  be  given  in  accordance  with  its  indicating  Bymptoma. 
Crategus  has  been  advocated  recently  as  a  heart  tonic.  In  the 
early  stages  of  compensatory  failure  it  augments  the  force  of 
the  heart's  contractions  decidedly;  even  in  the  later  stages  it 
may  display  its  stimulating  power.  It  has  a  powerful  action 
upon  the  pneumogastric,  correcting  its  inhibitory  function 
when  cardiac  failure  exists  as  a  result  of  too  much  sympathetic 
stimulation. 

Accessory  heart  tonics  are  useful  agents  in  accordance  with 
the  demands  of  the  symptoms  and  conditions.  In  this  respect 
we  may  call  into  use  many  remedies  and  adjuvants  which 
emergency  and  symptomatology  may  suggest.  For  instance, 
morphin  may  be  regarded  as  a  heart  stimulant.  The  dyspnea 
or  cardiac  asthma  which  so  often  occurs  at  night,  when  the 
patient  is  in  a  state  of  nervous  exhaustion,  is  greatly  relieved 
by  this  remedy.  Its  hypodermatic  use  is  best,  1/10  to  1/4 
grain  doses  being  employed.  With  atropin  (gr.  1/150)  added, 
the  quality  of  the  pulse  will  be  improved  and  the  respiration 
will  be  greatly  relieved.  The  stimulating  effect  of  the  remedy 
given  by  mouth  is  not  so  pronounced.  Under  the  same  head 
we  may  place  the  use  of  hypnotics.  Generally  speaking,  these 
agents  should  not  be  employed.  There  are  times,  however, 
when  cardiac  quietude   is  obtained  only  when   we  force  the 
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nervous  system  to  rest.  Though  fearing  a  possible  resulting 
depression  from  such  measures,  I  am  positive  that  I  have  by 
this  means  many  times  helped  a  patient  out  of  a  dangerous 
condition.  Chhralamid  (gr,  10-25)  has  been  my  favorite  pre- 
scription for  this  porpose ;  it  has  not  the  depressing  action  of 
chloral  hydrate  and  the  stomach  will  tolerate  it  if  it  is  given  in 
cool  water.  Trional  (gr.  15-30)  in  hot  water,  sidphonal  (gr. 
10-15)  or  passiflora  (m.  30-60)  may  be  preferred.  In  fact, 
there  are  many  other  milder  measures  which  obtain  hypnotic 
effect,  and  these  should  not  be  disregarded.  Any  safe  remedy 
which  insures  nerve  rest  end  does  not  depress  the  heart  too 
much  may  be  countenanced. 

In  addition  to  these  suggestions  for  the  heroic  manage- 
ment of  cardiac  failure,  we  must  remember  that  these  and  other 
remedies  must  be  studied  in  accordance  with  their  symptomatic 
action.  Whether  any  one  remedy  in  potency  and  truly  indi- 
cated by  its  physiolc^c  symptoms,  will  suffice  in  this  contin- 
gency, must  be  answered  by  every  physician  in  accordance  with 
his  experience  and  belief.  I  regard  the  stage  of  failing  com- 
pensation as  an  emergency  which  demands  prompt  and  vigorous 
treatment.  Any  other  treatment  will,  to  my  mind,  permit 
cardiac  dilatation  to  reach  a  d^ree  which  can  not  be  overcome. 
The  study  of  the  following  remedies  from  the  homeopathic 
standpoint  should  be  of  guiding  influence  in  our  practice. 
Aconite,  though  a  dangerous  cardiac  depressant  when  used  in 
the  tincture,  may,  in  the  third  decimal  potency,  arrest  the  car- 
diac arrhythmia  which  predisposes  to  failing  compensation.  As 
it  lowers  the  arterial  pressure  and  subdues  nervous  excitement 
it  may  be  a  powerful  expedient  in  the  early  stages.  We  may 
compare  this  with  belladonna,  ciTnicifuca,  eojfea  and  conval- 
laria.  Veratrum  viride,  with  its  more  decided  action  upon  the 
cerehro-spinal  system  will  give  better  control  of  arterial  excite- 
ment, and  may  have  a  more  protracted  effect  in  cardiac  weak- 
new.  It  is  in  this  connection  that  we  must  study  the  effects  of 
cactus  grandifiorua  in  its  continued  use.  This,  too,  acts  upon 
the  circular  flhres  of  the  heart  and  arteries,  the  sensation  of 
constriction  being  a  guiding  symptom.  Kalmia  hUifolia  refers 
more  particularly  to  the  heart  palpitation  with  oppression  in 
the  breathing.  It  is  indicated  during  the  hypertrophic  process 
following  rheumatic  fever,  in  which  shooting  and  stabbing  pains 
are  quite  constant.    Bryonia  and  spigelia  simulate  this  in  many 
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respects.  LUium  iigrinum  has  more  of  a  dull  and  pressive  pain 
in  the  precordial  region  and  it  is  related  to  other  symptomB  per- 
taining to  the  generative  oi^na.  CoUinaonia  is  Bometimes 
indicated  when  the  cardiac  excitement  is  induced  by  portal  dis- 
turbances. Colchicum  has  many  heart  symptoms  attending 
rheumatic  and  arthritic  conditions;  and  gelsemium,  like  rh^ia 
iox,  baptisia  and  similar  remedies  will  often  answer  for  the 
cardiac  pains  and  pen'ersions  which  follow  acute  infections. 

In  the  nervous  influences  which  create  or  complicate  car- 
diac disturbances,  we  shall  find  many  remedies  to  choose  from. 
Ignatia  in  the  intense  nerve  excitement  of  hysterical  affections ; 
cannabis  saliva  in  excessive  reflex  irritations;  cannabis  indica 
in  the  peculiar  mental  perversions ;  melilotus  in  the  congestive 
headaches  from  nervous  causes  are  all  a  part  of  our  arma- 
mentarium. When  tachycardia  is  a  feature,  we  shall  invariably 
find  help  from  such  remedies  as  lycopus,  fucus,  valerianate  of 
ammonia  and  aaafetida.  The  degenerative  conditions  will  call 
for  remedies  like  argenluni  nitricum,  arsenicum  iodid,  iodo- 
fiucleoidj  aurum  or  the  iodids  of  strontium  or  potassium. 

Special  symptoms  will  demand  treatment  in  accordance 
with  a  particular  symptomatology  or  well  known  expedients. 
For  instance,  anemia  will  demand  consideration  in  line  with 
previously  mentioned  principles.  Cough  is  so  often  a  disturb- 
ing symptom  that  remedies  like  phosphorus,  ammonium  mur., 
hepar  sulphur  or  tartar  emetic  must  be  used  in  accordance  with 
their  indications.  Very  frequently,  however,  this  is  due  to 
hypostatic  conditions  depending  upon  cardiac  inadequacy  and 
as  soon  as  the  heart  is  relieved  this  trouble  disappears. 
Hemoptysis,  if  not  helped  by  cardiac  stimulants,  may  demand 
such  remedies  as  secede,  ipecac,  nitric  acid  or  suprarenal  ex- 
tracts. Palpitation  of  the  heart  and  persistent  pain  will  often 
respond  to  the  use  of  the  icehag  or  remedi^  referring  to  this 
particular  feature.  The  cause  of  this  complication  must  be 
carefully  looked  for.  These  attacks  may  he  anginal,  and  thus 
the  treatment  will  be  in  accordance  with  directions  under  that 
subject.  Often  gastralgia  is  the  irritating  factor  and  other 
reflex  causes  may  be  regulated  by  symptomatic  treatment. 

The  Treatment  ol  Dropsy. — In  valvular  diseases  to  relieve 
the  condition  of  dropsy  will  often  tax  the  physician's  ability 
to  the  utmost.  It  is  an  indication  of  cardiac  inadequacy  and 
the  consequent  obstruction  to  the  capillary  circulation.     As  the 


lOOgle 


632    DISEASES  OF   THE  HEART  AND  BLOOD    VESSELS. 

transuded  serum  further  hinders  the  systemic  circulation,  the 
cardiac  embarrasament  may  increase  until  it  becomes  an  obliga- 
tion to  relieve  both  at  the  earliest  possible  moment.  To  this  end 
we  must  push  the  heart  stimulants  to  the  point  of  physical  endur- 
ance. Unless  prompt  relief  is  given  to  this  condition,  the  heart 
will  completely  fail  in  its  function  and  it  is  only  a  question  of 
time  when  the  renal  excretion  will  be  decreased  to  the  danger 
limit.  Palliation  and  trifling  remedies  will  not  suiBce  in  this 
stage.  The  drugs  mentioned  as  cardiac  stimulants  must  be 
pushed  to  their  physiologic  action.  In  this  respect  digitalis  and 
the  compound  tablet  mentioned  before  is  our  best  resource. 
The  other  heart  stimulants  may  give  additional  help. 

Purgative  assistance  is  an  essential  requirement.  If  the 
salines  and  the  increased  use  of  distilled  water  do  not  estab- 
lish thorough  diuretic  action,  a  more  active  cathartic  will  be 
required.  Caacara,  and  its  various  compounds,  or  possibly  the 
action  of  calomel,  may  be  required.  Elaterin  (grs.  1/16-1/10), 
one  pill  three  times  daily,  causes  an  efficient  catharsis.  Din- 
phoreiics  and  the  use  of  such  drugs  as  pilocarptn  are  nowadays 
less  employed  on  account  of  their  serious  reactions.  The  use  of 
the  trocar  should  be  only  a  last  resort,  as  it  is  apparent  that  the 
moment  this  procedure  is  started  it  must  be  a  constant  resort. 
Multiple  incisions  through  the  skin  of  the  ankles  will  generally 
encourage  the  drainage  of  sufRcient  serum  to  give  great  relief  to 
the  dropsy  and  the  renal  insufficiency.  I  have  seen  some  of  the 
most  intractable  cases  promptly  relieved  in  this  way.  This 
method  often  gives  more  than  temporary  relief.  Caution  must 
always  be  observed  lest  the  wounds  become  infected.  I  am 
happy  to  state  that  in  my  recent  experiences  I  have  abandoned 
this  procedure  entirely,  as  I  have  found  it  possible  to  accom- 
plish the  same  results  by  a  sufScient  cardiac  stimulation.  I 
have  found  many  times,  when  digitalis  has  failed  me,  that  the 
best  diuretic  action  was  obtained  from  the  internal  use  of 
diuretin.  This  has  been  given  in  as  large  doses  as  40  to  60 
grains  in  twenty-four  hours.  In  my  experience,  however,  best 
results  have  come  from  its  use  as  an  adjuvant  to  digitalis.  In 
such  a  procedure  I  give  the  usual  dosage  of  the  latter  remedy 
and  I  give,  additionally,  to  adulte  10  to  15  grains  of  diuretin 
every  three  or  four  hours,  according  to  the  conditions  of  the 
case.  Thus  far  I  have  had  no  bad  results  from  its  use.  The 
greatest  objection  is  its  taste,  but  this  may  be  covered  hy  adding 
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a  dram  or  two  of  eaaenee  of  pepsin.  The  acetate  of  potash  may 
also  be  of  adjuvant  service  in  this  respect,  but  it  does  not  yield 
the  quick  results  which  are  obtained  by  diuretin.  Two  of  the 
newer  remedies  have  been  of  greatest  service.  These  are 
hydragogin  and  atuisarcin.  The  latter  I  have  used  but  little, 
yet  many  of  my  associates  speak  of  it  with  highest  praise 
in  cardiac  dropsy,  Hydragogin  is,  in  ray  experience,  one 
of  the  best  remedies  ever  used  for  this  purpose.  It  is 
given  in  10  to  15  drop  doses  every  three  hours.  In  the  last 
year  I  have  obtained  permanent  relief  of  dropsy  with  this 
remedy  in  several  cases.  Fortunately,  a  majority  of  these 
cases  are  still  under  my  observation,  and  I  am  happy  to  say 
that  the  chronic  cardiac  disease  in  each  case  is  now  being 
gradually  helped  by  the  indicated  remedy  after  the  hydragogin 
has  done  its  heroic  work.  To  me  it  is  a  great  relief  to  find 
measures  for  this  purpose  outside  of  the  unsatisfactory  use 
of  the  trocar.  Hydragogin  is  a  combination  of  digitalis  (1.5 
parts),  strophanthus  (2,6  parts),  sdllipierin  and  scillitoxin, 
which  are  the  active  principles  of  scilla  maritima,  and  oxysa- 
ponin,  which  is  obtained  from  hemiaria  glabra.  The  diuretic 
effect  is  particularly  enhanced  by  the  oxyaaponin.  This  com- 
pound acts  directly  on  the  cardiovascular  system,  kidneys  and 
bowels.  When  hydragogin  seems  to  be  insufficient  as  a  diuretic 
for  very  severe  cases  it  will  be  best  to  supplement  its  action  by 
the  use  of  1/60  grain  of  strychnia  every  three  hours  in  alter- 
nation. The  relation  of  cardiac  dropsy  to  renal  insufficiency 
naturally  makes  this  phase  of  cardiac  disease  of  vital  im- 
portance in  the  consideration  and  treatment  of  kidney  diseases. 
As  we  stimulate  the  heart's  action  we  encourage  a  healthy  renal 
circulation  and  this  ia  the  first  essential  in  the  treatment  of 
those  diseases.  If  the  time  would  allow  I  might  relate  several 
severe  cases  of  nephritis  which  in  my  cjire  are  progressing 
toward  an  eventual  cure  by  the  aid  of  this  principle  of  cardiac 
stimulation.  And  the  remedy  which  has  been  of  greatest  sen'ice 
in  this  respect  is  the  hydragogin  mentioned  above.  It  is  there- 
fore my  prediction  that  the  time  is  coming  when  we  shall  mas- 
ter such  apparently  hopeless  diseases  as  nephritis  through  a 
better  appreciation  and  application  of  cardiac  stimulation. 


CARDIAC  HYPERTBOPHY. 

By  this  term  is  meant  an  increase  in  the  cardiac  muscular 
BQbsttnoe.    It  is  usually  limited  to  the  walls  of  one  or  more 
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ohfunbers,  the  ventricles  being  involved  oftener  than  the  anrides 
and  the  left  more  frequently  than  the  right.  The  heart  as  a 
whole  may  be  hypertrophied,  the  process  of  musenlar  increase 
^[tending  by  degrees  from  one  chamber  to  another.  Dilatation 
is  frequently  associated  with  this. 

Etiology. — Hypertrophy  of  the  muscular  tissue  of  the 
heart  occure  physiologically  as  the  result  of  excessive  functional 
activity.  It  is  a  normal  process  in  a  sense  so  long  as  the  tissue 
is  healthy  enough  to  resist  dilatation.  When  degeneration  of 
muscular  fibres  exists,  the  physiological  demands  on  the  heart 
can  not  he  maintained  by  this  hypertrophy.  In  other  respects 
it  is  a  healthy  compensating  increase  in  the  heart  wall  in  order 
that  it  may  endure  excessive  work.  It  is  an  idiopathic  condi- 
tion in  certain  occupations  which  demand  excessive  physical 
exertion.  Extreme  distention  of  blood  vessels,  as  observed  in 
beer  drinkers,  and  the  excessive  use  of  alcohol,  coffee,  tea,  etc., 
predispose  to  it.  Functional  nervous  diseases  incito  the  heart 
to  overaction,  while  athletic  excesses  contribute  to  the  same 
hypertrophic  increase.  Arteriosclerosis  is  a  favorable  patho- 
logic state  for  its  development  following  any  excessive  heart 
strain.  A  congenital  hypertrophy  is  a  possibility  in  rare  cases. 
The  left  ventricle  is  enlarged  from  obstructive  valvular  lesions, 
insufficiencies,  fibroid  myocarditia  and  pericardial  adhesions. 
Aneurysms,  general  arteriosclerosis  and  increased  arterial  pres- 
sure from  contraction  of  the  peripheral  vessels  accompanying 
nephritis,  lead  poisoning,  gout,  syphilis,  etc.,  are  common 
causes,  since  they  induce  increased  cardiac  activity.  Hyper- 
trophy of  the  right  ventricle  follows  any  obstruction  io  the  pul- 
monary circulation  or  any  perversion  of  the  circulation  through 
the  right  ventricle.  Emphysema,  bronchitis,  lung  collapse  or 
consolidation  will  obstruct  the  natural  pulmonary  circulation 
and  cause  thickening  of  the  walls  of  the  right  ventricle  by  its 
over  activity.  The  right-sided  valvular  lesions  will  also  lead  to 
the  same  results.  Hypertrophy  of  the  left  auricle  will  follow 
the  auricular  dilatation  dependent  upon  mitral  stenosis  and, 
more  rarely  mitral  insufficiency.  Hypertrophy  of  the  right 
auricle  is  a  sequence  of  increased  blood  pressure  in  the  pul- 
monary vessels  and  stenosis  of  the  tricuspid. 

Patholofy. — Hypertrophy  without  dilatation  is  the  simple 
variety  in  which  the  nmral  thickening  is  attended  by  no  increase 
in  tlie  si/c  of  the  cavity.     Hyi)ertrophy  with  dilatation  is  the 
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form  iu  which  the  increased  size  of  the  cavity,  together  with 
the  enhanced  thickness  of  the  walls  leads  to  the  development 
of  an  nnnsually  large  heart.  The  muscular  increase  is  due  to 
the  addition  of  new  fibres  and  not  to  changes  in  the  tiaaue 
structure.  The  connective-tissue  increase,  which  has  been 
described  by  some  authors,  is  considered  as  a  false  hypertrophy. 

The  heart  is  increased  in  weight  and  size.  The  weight 
may  rarely  attain  the  extreme  of  thirty  or  forty  pounds  and 
the  contour  will  vary  as  the  hypertrophy  affects  different 
chambers  of  the  heart.  When  the  left  heart  is  invaded,  the 
organ  will  be  elongated,  conical  and  extended  to  the  left.  When 
the  right  heart  is  the  seat  of  hypertrophy,  the  enlargement  is 
to  the  right,  the  heart  assuming  a  spherical  ^ape.  When  both 
ventricles  are  enlarged,  the  apex  becomes  broader  and  in  pro- 
nounced enlargement  of  the  right  ventricle,  the  left  ventricle 
is  drawn  away  from  the  chest  wall  and  the  right  ventricle  will 
virtually  define  the  apex.  The  papillary  muscles  and  columnae 
camae  are  greatly  thickened,  particularly  in  the  form-  attended 
by  dilatation.  The  muscular  structure  has  a  deep  red  color 
and  is  very  firm.  As  the  muscular  fibres  increase,  the  heart 
sinks  somewhat  lower  in  the  chest  cavity.  Other  pathologic 
changes  will  depend  upon  the  complicating  valvular  lesion 
which  predisposes. 

Symptoms. — The  symptoms  of  cardiac  hypertrophy  are 
rarely  suggestive  unless  there  ia  a  certain  amount  of  failing  com- 
pensation, when  they  may  be  general  or  local.  The  general  symp- 
toms are  observed  as  the  result  of  excited  cerebral  circulation 
incident  to  the  perverted  cardiac  fuuction.  Among  these  we  shall 
notice  headache,  tinnitus  aurium,  carotid  pulsations,  hot 
fiushes  and  vertigo.  Exophthalmos  and  epistaxis  are  also  com- 
mon symptoms  following  the  development  of  the  hypertrophy. 
The  local  symptoms  will  be  observed  first  as  a  sense  of  pre- 
cordial discomfort  when  the  patient  lies  upon  the  back  or  left 
side.  Pain  and  palpitation  are  observed  only  in  proportion  to 
the  attending  nervous  symptoms.  Active  exercise  or  violent 
emotion  will  increase  the  characteristic  symptoms.  Arterio- 
sclerosis and  endarteritis  are  secondary  conditions  which  com- 
monly follow  the  high  arterial  tension  incident  to  the  hyper- 
trophy. Apoplexy  in  the  brain  or  lungs,  as  well  as  hemoptysis 
may  be  attendant  features. 
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Physical  Sitns  in  Leil-Sided  Hypertrophy.  —Itispeetion 
fihowa,  particularly  in  children,  a  precordial  prominence  and 
an  extensive  visible  impulse.  The  cardiac  action  is  occasionally 
so  exaggerated  that  the  impulse  is  transmitted  over  the  whole 
body,  even  causing  the  bed  upon  which  the  patient  lies  to 
shake.  Palpatiojt  discerns  the  slow,  forcible  and  heaving 
character  of  the  impiilae.  This  will  be  more  abrupt  when 
there  is  dilatation.  The  apex  beat  is  displaced  downward  as 
far  as  the  sixth  intercostal  space;  sometimeB  it  reaches  the 
seventh  or  perhaps  the  eighth  interspace  and  may  extend  to  the 
left  of  the  mammillary  line  from  one  to  three  inches.  A  dias- 
tolic impulse  is  occasionally  felt  in  the  aortic  interspace.  The 
pulse  is  strong  and  regular,  except  in  association  with  dilata- 
tion, when  it  is  more  abrupt,  soft  and  somewhat  accelerated. 
Percussion  discloses  a  dulncss  extending  downward  and  to  the 
left.  Anscultation  detects  the  loud,  prolonged  and  booming 
character  of  the  fixst  sound  which  will  bo  shorter  and  sharper 
when  dilatation  complicates.  Aortic  accentuation  and  second 
sound  reduplication  are  infrequently  associated;  the  second 
sound  will,  however,  be  less  intense  in  cardiac  dilatation  or 
weakness.  Valvular  defects  when  they  coexist  will  change 
these  murmurs. 

Physical  Signs  In  Ki(fat-Slded  Hypertrophy.— ZTupec^Von 
shows  a  bulging  of  the  lower  sternum  and  the  sixth  and  seventh 
left  costal  cartilages ;  there  will  also  be  a  visible  and  diffuse 
impulse  over  the  same  area  which  may  extend  to  the  epigas- 
trium. In  case  of  much  dilatation  when  the  chest  wall  is  thin, 
a  similar  pulsation  may  be  seen  in  the  third  and  fourth  inter- 
spaces to  the  right  of  the  sternum.  Palpation  finds  the  apex 
beat  carried  to  the  left,  diffuse  and  but  slightly  displaced  down- 
ward. Percussion  defines  an  increase  in  cardiac  dulness  an 
inch  or  more  to  the  right  of  the  sternum.  Auscultation  pre- 
sents but  little  of  value  in  the  simple  hypertrophy.  The  first 
sound  over  the  tricuspid  area  is  somewhat  louder  than  in  the 
normal  heart  and  the  pulmonary  second  sound  is  accentuated 
on  account  of  the  increased  tension  in  the  pulmonary  artery. 
A  reduplication  of  the  second  sound  may  be  heard.  Associate 
dilatation  will  magnify  these  features.  Emphysema,  however, 
may  occlude  or  pervert  these  sounds. 

The  symptoms  following  this  hypertrophy  of  the  right 
heart  should  be  taken  into  consideration.     On  account  of  the 
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augmentation  of  the  tension  in  the  pulmonary  veasels,  dyspnea 
will  be  in  evidence  as  a  reault  of  undue  exertion  or  excitement 
When  the  hypertrophy  follows  emphysema  or  interstitial  pul- 
monary obatructioD,  the  symptoms  of  precordial  distress,  cough 
and  dyspnea  may  mask  other  symptoms.  When  dilatation  and 
relative  tricuspid  insufGciency  enBuee,  dyspnea,  bronchitis,  pul- 
monary edema,  cyanosis,  hemoptysis  and  systemic  venous 
stasis  will  remain  as  permanent  symptoms,  unless  some  relief 
is  instituted. 

Physical  Signs  ol  ADricolar  Hypertrophy. — Accurate 
physical  signs  for  these  pathologic  conditions  are  not  so  well 
defined  or  easy  for  discernment  as  in  ventricular  enlargement. 
The  left  auricular  hypertrophy  may  disclose  some  dulness  in 
the  left  second  or  third  interspaces,  and  a  presystolic  wave  may 
be  noticed  at  the  second  interspace  of  the  same  side.  When 
the  signs  of  mitral  stenosis  or  mitral  insufficiency  are  found,  we 
may  be  more  positive  that  hypertrophy  is  present  here.  Hyper- 
trophy of  the  right  auricle  is  invariably  attended  by  dilatation 
of  the  same.  It  is  a  condition  secondary  to  stenosis  or  insuffi- 
ciency of  the  tricuspid  valve.  Dulness  will  be  found  in  the  third 
and  fourth  interspaces  to  the  right  of  the  sternum.  A  presys- 
tolic pulsation  may  be  discovered  in  the  same  area.  Systolic 
jugular  throbbing  and  signs  of  general  venous  engo^ement 
are  confirming  symptoms. 

Diagnosis. — The  physical  findings  must  be  supported  by 
the  predisposing  causes  to  arrive  at  a  satisfactory  diagnosis. 
The  following  differentiations  must  be  made :  Fibroid  phthisis 
with  retraction^  interstitial  pneumonia  and  chronic  dry  pleurisy 
affecting  the  left  lung,  may  expose  so  much  of  the  right  side  of 
the  heart  that  they  may  simulate  hj-pertrophy  of  the  heart. 
The  evidence  of  pulmonary  disease,  the  limited  lung  expansion, 
the  displacement  of  the  heart  upward  and  to  the  left,  together 
with  absence  of  the  heaving  impact,  should  determine  the  dif- 
ference. Aneurysm,  pericardial  effusion  and  mediastinal 
growths  simulate  hypertrophy  by  the  increased  area  of  dulness, 
but  the  lack  of  a  forcible  and  heaving  impulse,  together  with 
other  positive  signs  of  hypertrophy,  should  settle  the  doubt. 
Cardiac  hypertrophy  arising  from  the  tachycardia  of  neuras- 
thenia or  exophthalmic  goitre,  will  be  easily  dilTerentiated  when 
the  typical  and  confirming  symptoms  of  such  diseases  are  taken 
into  careful  consideration.    Displacement  of  the  heart  ought  to 
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be  recognized  by  the  cheat  malfomiations  and  the  absence  of 
the  positive  physical  eigne  which  characterize  true  hypertrophy. 

Protoosis. — Physiologic  hypertropby  which  represents 
normal  compensation  is  not  to  be  regarded  in  an  unfaTorable 
light.  The  functional  enlargement  which  attends  neurotic  con- 
ditions is  also  amenable  to  the  treatment  which  relieveH  the 
cause.  When  it  exists  as  a  sequence  of  organic  cardiac  lesions 
or  diseases  of  the  blood  vessels,  the  outcome  is  leas  favorable. 
There  is  decidedly  more  danger  in  hypertrophy  of  the  right 
heart  as  this  leads  to  obstruction  in  the  pulmonary  circulation, 
which  is  always  serious.  When  dilatation  succeeds  hypertrophy 
we  shall  also  expect  unfavorable  results.  Degeneration  of  the 
cardiac  muscle  which  reduces  nutrition  indicates  a  very  grave 
pn^noeie.  In  every  case  much  depends  upon  the  contributing 
cause,  the  age  and  the  natural  physical  resistance  of  the  patient. 

Treatment. — In  the  treatment  we  must  consider  the  habits 
of  the  patient  and  the  general  nutritive  condition.  In  every 
case  the  aim  must  be  to  maintain  a  proper  compensation  of  the 
cardiac  mnscle.  No  unnecessary  nervous  excitement  or  mus- 
cular strain  must  be  tolerated.  A  quiet  life  is  an  absolute 
necessity.  If  the  occupation  favors  cardiac  strain,  a  different 
vocation  must  be  adopted.  Stimulants  and  overeating  must 
never  be  indulged  in.  Nutrition  must  be  maintained  by  every 
means  which  favors  that  end.  Outdoor  life  and  a  proper 
amount  of  rest  will  be  favorable  contributing  factors.  The 
diet  should  be  nitri^enons  as  much  as  possible,  unless  a  kidney 
complication  forbids.  Liquids  should  constitute  only  a  small 
part  of  the  food  principle  and  digestive  disturbances  should 
receive  prompt  remedial  and  dietary  relief.  If  constipation 
exista,  it  must  be  corrected  by  a  regulated  diet,  the  natural  in- 
dicated remedy  or,  if  necessary,  by  a  mild  saline  cathartic. 
Cathartics  are  needed  only  in  extreme  cases.  Exercise  should 
be  instituted  in  such  a  manner  as  to  encourage  a  natural  physio- 
logic activity  of  the  cardiac  muscle.  Violent  athletics  will  not 
do  this,  but  a  systematic  and  careful  use  of  some  of  the  various 
exercisers  advertised  or  light  dumb-bell  practice  will  help  the 
ordinary  case.  Warm  baths  for  their  mild  sedative  effect  and 
the  morning  cold  sponge  will  give  tone  to  the  heart  muscle  as 
they  add  strength  to  the  general  system. 

The  organic  heart  lesions  which  lead  to  essential  hyper- 
trophy should  be  treated  in  line  with  the  recommendations 
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given  in  the  chapter  on  valvular  diseases.  Any  of  the  remediee 
mentioned  there  should  be  employed  as  indicated.  Cardiac 
tonics  are  to  be  used  only  when  they  are  neceseary  to  regulate 
the  abnormal  heart  action;  their  overuse  will  cause  an  equally 
dangerous  reaction.  The  systemic  venous  stasis,  which  ex- 
ists when  the  right  heart  is  involved,  will  naturally  bo  modi- 
fied by  measures  emjJoyed  for  the  relief  of  portal  congestion. 
It  is  not  always  necessary  in  these  cases  to  resort  toahydragogue. 
Such  remedies  as  iris  versicolor,  chelidonium,  chioTianthus  and 
podophyllum  may  answer  for  this  purpose  as  their  gradual 
use  will  restore  a  normal  hepatic  and  inteetinal  action.  Ghinoi- 
din  in  two  grain  doses  will  often  regulat«  the  hepatic  congestion 
and  it  need  not  be  given  very  frequently.  An  occasional  tea- 
spoonful  of  granular  sodium  phosphate  will  in  many  cases 
be  sufficient.  In  more  obstinate  conditions  it  may  be  wise  to 
administer  quarter  or  half  grain  doses  of  mercuHus  dulcia,  but 
this  should  be  avoided  if  possible. 

It  must  be  remembered  at  all  times  that  no  remedy  or 
treatment  may  be  employed  which  in  any  sense  interferes  with 
the  progress  of  compensating  hypertrophy.  This  is  a  natural 
process  which  serves  as  a  cardiac  protection,  Tor  this  reason 
internal  remedies  must  be  employed  with  care.  The  factors 
which  lead  to  this  condition  should  receive  most  attention.  Dis- 
eases of  the  lungs  which  may  precede  or  attend  must  be  managed 
in  accordance  with  eu^;e6tions  under  that  topic  Such  remedies 
aa  phosphonis,  bryonia,  hepar  sulphvr  and  tartar  emetic  will 
be  of  unusual  value  when  the  pulmonary  symptoms,  call  for 
them.  Remedies  which  act  ae  vaao-dilators  may  be  of  service 
when  the  cause  can  be  traced  to  arteriosclerosis.  Olonoin  and 
veratrum  viride  will  be  thought  of  in  this  respect.  Their  con- 
tinued use,  however,  should  be  watched  with  care.  Symptoms 
pertaining  to  the  nervous  system  demand  remedies  which  have 
been  found  useful  in  that  sphere. 

Medicines  employed  for  the  relief  of  symptoms  will  teud 
to  control  the  progress  of  the  disease,  and  this  is  of  paramount 
importance.  The  homeopathic  principle  applies  here  with  tell- 
ing effect.  Aconite  is  first  thought  of,  it  having  the  symptoms 
of  nervous  palpitation,  dry  skin,  extreme  restlessness,  ete., 
which  are  so  frequently  present.  When  it  is  given  for  these 
cardinal  expressions  it  sustains  the  cardiac  rhythm.  If  it  is 
employed  too  long  and  in  low  potencies,  its  cumulative  action 


.y  Google 


540    DISEASES   OF   THE   HEART  AND  BLOOD    VESSELS. 

will  thwart  the  object  of  its  use.  Coffea,  caffein,  tabacum  and 
hyoscyamus  may  be  coniparod.  Pulsatilla,  ignatia  aud  cimi- 
eifuga  may,  in  certain  eases,  have  similar  indications.  Bella- 
donna and  stramonium  will  control  many  of  the  distressing 
nervous  and  cerebral  symptoms.  Calcarea,  siUcea,  sulphvr  and 
the  ferrums  will  be  useful  in  nutritional  deficiency,  particularly 
in  young  people.  Rhxit  iox,  hryonia  and  spigelia  can  be  de- 
pended upon  for  the  symptoms  enumerated  before.  Arsenicum 
as  a  standard  cardiac  tonic  should  never  be  overlooked,  and 
lacheais  has  a  similar  usefulness  in  later  life.  Among  the  com- 
mon homeopathic  remedies  cactus  grandifiorus  covers  many  of 
the  symptoms  of  abnormal  cardiac  activity.  A  feeling  as  if  the 
heart  was  strongly  grasped  by  a  heavy  hand,  attended  by  palpi- 
tation and  the  exhausted  state,  will  call  for  it  Lilium  tigrinum 
has  many  similar  symptoms,  but  a  dull  pressive  pain  in  the 
precordia  and  the  constant  dull  frontal  headache  are  most 
characteriBtic.  Kalmia  corresponds  to  the  rapid  heart  action 
with  a  tendency  to  weakness  and  dyspnea.  Digitalis  in  the 
third  decimal  potency  covers  a  majority  of  these  symptoms 
and  may  be  used  in  this  strength  for  a  long  time  with  results 
which  are  not  always  obtained  by  the  larger  doses.  For  the 
symptoms  of  heart  hurry  we  may  safely  rely  upon  such  standard 
remedies  as  lycopus,  fucus,  valerian,  asafetida,  moschua  and 
Pulsatilla.  Naja,  crotalus  and  apis  will  demand  due  symptom- 
atological  consideration. 


CARDIAC  DILATATION. 


Dilatation  of  the  hpart  refers  to  an  enlargement  of  one  or 
more  of  its  chambers.  This  may  present  three  pathological 
conditions:  (1)  Simple  dilatation  in  which  the  walls  are  of 
normal  thickness.  (2)  Dilatation  with  hypertrophy.  (3)  Dila- 
tation with  thinning  of  the  wall.  These  three  forms  may  be 
variously  combined. 

Etiology  Uid  Patholoiy. — Increased  pressure  within  the 
cavities  and  diminished  resistance  of  the  walls  from  muscular 
weakness  or  disease,  acting  singly  or  together,  create  dilatation. 
The  increased  pressure  depends  on  augmented  systemic  or  pul- 
monary blood-pressure  or  on  some  obstruction  which  perverts 
the  natural  rhythmic  flow  through  the  heart  chambers.  These 
caiises  and  their  pathology  have  been  mentioned  under  the  sub- 
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ject  of  hypertrophy.  So  long  as  the  hypertrophy  properly  com- 
pensates, dilatation  is  of  little  consequence,  but  when  this  fails, 
the  enlargement  of  one  or  more  chambers  is  proportionate  to 
the  pressure,  the  obatruction  and  the  weakness  of  the  walls. 
An  abrupt  and  marked  increase  of  the  preesure,  which  follows 
violent  muscular  effort,  is  a  frequent  cause.  Diminished 
resistance  comee  from  myocardial  weakness.  This  is  a  natural 
sequence  of  endocarditis  or  pericarditis  following  infectious 
diseases.  Fatty  and  fibroid  degeneration  of  the  muscle  favor 
it  because  of  impaired  contractile  power;  in  the  same  way 
nutritional  diseases  predispose  by  the  resulting  enfeeblement 
of  the  cardiac  muscle.  Diseases  of  the  blood  may  be  considered 
under  this  head.  A  gradual  dilatation  will  sometimes  ensue 
as  the  result  of  persistent  irregularities  in  diet,  and  the  use 
of  alcoholic  stimulants  and  tobacco.  Neurotic  causes  furnish 
a  few  cases.  Idiopathic  dilatation  is  rarely  observed.  The 
athlete  and  the  bicyclist  are  often  afflicted  with  cardiac  hyper- 
trophy and  subsequent  dilatation. 

The  walls,  which  are  subnormal  in  tone,  will  yield  most 
easily  to  the  increased  tension.  This  depends  very  much  upon 
the  valvular  lesion  which  causes  the  irregular  flow  of  blood 
through  the  ventricles.  A  mitral  stenosis  or  insufficiency  leads 
to  left  auricular  and  right  heart  dilatation,  while  aortic  insuf- 
ficiency or  stenosis  may,  with  the  addition  of  a  mitral  in- 
suffiency,  permit  a  left  ventricular  dilatation.  Increased  pul- 
monary tension  naturally  favora  dilatation  of  the  right  ven- 
tricle, and  the  auricles  yield  easily  on  account  of  their  thin 
walls. 

Symptoms. ^The  symptoms  depend  upon  the  degree  of 
preaaure,  the  condition  of  the  cardiac  wall  and  the  part  of  the 
heart  involved.  When  dilatation  takes  place  slowly,  the  signs 
of  gradual  heart  failure  will  be  recognized.  Everything  de- 
pends upon  the  compensating  action.  Acute  dilatation  will 
give  signs  of  sudden  enfeeblement.  Palpitation  is  an  early 
symptom,  as  it  is  expressive  of  the  compensatory  failure  and 
the  beginning  of  arrhythmia.  Dyspnea  appears  with  the  slight- 
est exertion  as  the  pulmonary  stasis  increases.  On  this  account 
the  patient  often  finds  it  impossible  to  lie  down.  Precordial 
pain,  a  rapid,  weak  and  intermitting  pulse,  are  sometimes  dis- 
turbing symptoms.  Cyanosis,  disturbances  of  the  nervous  sys- 
tem, coldness  of  the  extremities,  albuminous  and  bloody  urine, 
and    pulmonary     involvement    follow    in    natural    sequence. 
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Dropay  is  a  pathognomonic  sign  of  cardiac  failure.  It  begioB 
in  the  extremities  and  extends  upward  invading  the  genitals. 
The  face  alao  becomes  edematous  and  general  anasarca  may 
result  as  compensatory  protection  becomes  weaker.  Hypostatic 
congestion  affects  the  liver  and  other  organs,  and  the  brain  may 
in  the  later  stages  suffer  severely  from  this  cause. 

Physical  Sl^s, — Inspection  shows  a  widely  diffused, 
wavy  and  undulating  impulse.  The  apex  beat  is  displaced 
downward  and  outward  and  is  not  easily  located.  Palpaiion 
confirms  the  feeble  and  diffuse  character  of  the  impulse, 
though  there  are  occasions  in  which  palpation  gives  negative 
results.  This  has  been  regarded  as  &  clinical  sign  worthy  of 
note.  The  pulse  is  small,  short,  rapid  and  irregular.  Percus- 
sion reveals  dulnese  extending  to  the  left  and  downward,  vary- 
ing with  the  degree  of  dilatation.  When  the  right  ventricle 
is  greatly  affected,  the  transverse  dulness  is  increased ;  vertical 
dulnefls  is  more  pronounced  in  case  of  auricular  enlargement. 
Auscultation  reveals  the  marked  feebleness  of  the  sounds.  The 
first  sound  is  short  and  flapping,  while  the  second  sound  may 
be  indistinct.  Both  sounds  may  be  reduplicated.  A  gallop- 
ing rhythm  is  distinctive.  The  murmurs  of  valvular  lesions 
may  interfere,  but  these  are  inclined  to  vanish  suddenly  or  be 
confused  with  other  sounds,  which  is  indicative  of  the  cardiac 
weakness. 

Diafnosls. — The  diagnosis  is  made  upon  the  following 
clearly  defined  symptoms  and  physical  findings;  A  weak  and 
irregular  heart  action,  with  a  diffuse  and  undulating  impulse; 
a  small,  short,  irregular  and  rapid  pulse;  an  indistinct  apex 
beat;  the  outward  and  downward,  transverse  or  vertical  in- 
crease in  percussion  dulness;  a  short  and  flapping  first  sound, 
with  a  weakened  second  sound  and  the  galloping  rhythm. 
Differentiation  must  be  made  in  the  case  of  hypertrophy.  This, 
however,  has  a  slow,  strong  and  heaving  impulse,  a  distinct 
and  rounded  apex  beat  to  the  left  and  downward,  with  a  loud 
and  prolonged  flrst  sound,  followed  by  an  accentuated  Second 
sound. 

Protoosis. — In  general  the  result  is  unfavorable,  but  it 
depends  upon  the  causative  conditions  and  the  degree  of  com- 
pensatory hypertrophy.  Myocardial  degeneration  favors  a 
fatal  termination  and  a  recurrence  should  be  regarded  with 
gravest  fears.    Pulmonary  edema  and  persistent  general  dropsy 
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are  always  danger  signals.  If,  however,  prompt  and  careful 
treatment  is  applied,  many  cases  may  be  safeguarded  against 
further  dilatation.  Interstitial  nephritis  makes  the  occurrence 
of  cardiac  dilatation  a  serious  matter;  the  resistance  which 
has  existed  in  the  renal  circulation  for  any  length  of  time,  as 
occurs  in  such  diseases,  favors  a  gradual  yielding  of  the  cardiac 
walls  which  can  not  well  be  compensated. 

Treatment.^ — -The  first  principle  of  treatment  must  con- 
sider absolute  rest  and  freedom  from  exertion  and  excitement. 
The  patient  must  assume  at  once  a  recumbent  or  semi-recum- 
bent position.  To  obtain  this  a  physician  must  often 
thwart  the  efforts  of  friends  who  seem  to  think  it  necessary  to 
keep  the  sufferer  bolt  upright  and  excited  as  much  as  possible. 
The  recumbent  posture  in  the  be^nning  will  often  do  more 
for  compensation  than  remedies.  The  heart  muscle  at  first  will 
tend  to  contract  if  all  other  resistance  is  taken  away,  and  if 
respiration  is  easy  the  venous  blood  is  brought  to  the  right 
heart  leas  rapidly.  The  next  early  necessity  is  to  relieve 
the  poriai  congestion  by  mild  and  yet  thorough  catharsis.  Sa- 
lines may  be  sufficient  in  some  cases.  I  believe  in  the  average 
'  case  of  dilatation  that  the  administration  of  digitalis  is  indi- 
cated. It  certainly  r^ulates  the  heart's  action  promptly,  as 
no  other  remedy  will  do.  Whether  it  should  be  continued  is 
a  matter  of  individual  judgment.  Ten  to  fifteen  drops  of  the 
tincture  should  be  used  for  adults,  at  intervals  of  four  to  six 
hours.  It  may  be  administered  oftener  in  emergency. 
Younger  people  may  not  tolerate  such  heroic  doees.  The  in- 
fusion may  be  used  in  two  dram  doses  if  it  is  properly  made 
from  the  green  leaves.  Digitalin  (gr.  1/100)  often  acts  bet- 
ter hypodermatically.  The  other  standard  heart  stimulauta, 
adonis,  convallaria,  apocynum,  strophatithus,  strychnia,  tnor- 
phin,  etc.,  may  be  employed  as  seems  best  when  digitalis  acts 
unfavorably  or  disturbs  the  stomach. 

It  is  often  a  mistake  to  continue  cardiac  stimulants  of 
this  kind  too  long  and,  after  the  heart  has  been  quieted  it 
will  often  be  better  to  uae  a  well  indicated  remedy  and  insist 
upon  absolute  quietude,  thus  enabling  the  heart  to  assume 
a  more  natural  compensation.  Diet,  which  must  at  first  be 
limited,  should  later  be  more  nourishing  in  character  in  order 
to  obtain  a  nutrition  which  will  properly  sustain  the  failing 
muscular  power.     This  is  too  often  overlooked  in  the  chronic 
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atage.  Excitement  and  exertion  must  he  watched  with  greatest 
concern.  Ab  the  chronic  state  ensues,  massage,  faradism,  baths 
and  appropriate  muacular  exercise  will  be  useful  but  should 
be  used  with  greatest  caution.  If  the  patient  is  in  the  least 
irritated  by  the  measures,  they  should  be  discontinued.  So 
few  physicians  appreciate  this  that  emphasis  on  this  point 
must  be  made.  The  Nauheim  baths,  which  have  lately  become 
a  fad,  are  efficient  in  some  cases,  but  should  not  be  resorted 
to  indiscriminately.  In  acute  dilatation  they  are  not  always 
safe.  In  the  chronic  period  they  may  be  efficacious.  Resist- 
ance exercises  should  be  considered  in  this  same  eate^rj'. 
There  is  no  doubt  that  in  the  chronic  state  this  method  will 
enhance  the  contractility  of  the  heart  muscle;  atiU  the 
danger  of  over-exercise  must  always  he  guarded  against.  Blood- 
letting still  has  its  advocates  when  the  right  heart  in  surcharged. 
The  icebag  may  be  employed  successfully  in  many  cases.  We 
must  keep  in  mind  that  it  is  of  paramount  importance  to 
watch  the  minutest  detail  of  the  patient's  daily  life  to  mini- 
mize the  strain  and  excitement  which  are  bound  to  attend. 
For  this  purpose  we  must  delegate  our  control  only  to  the 
assistance  of  a  competent  nurse. 

The  iuternal  remedies  which  are  naturally  indicated  and 
much  of  the  general  treatment  have  already  been  outlined 
under  the  head  of  valvular  cardiac  diseases. 


HYOCAIDITIS. 


We  speak  of  myocarditis  as  an  inflammatory  affection  of 
the  cardiac  muscle.     It  occurs  in  the  acute  and  chronic  form. 


ACUTE   HYOCASDITIS. 

Etiology. — Pericarditis  and  endocarditis  following  rheu- 
matic fever  are  the  most  frequent  causes.  It  is  believed  also 
that  myocarditis  may  be  a  primary  disease  with  the  rheumatic 
specific  as  the  direct  cause.  Infectioua  fevers  and  infectious 
emboli  invading  the  coronary  arteries  are  prominent  causes. 
Ulcerative  endocarditis,  therefore,  is  naturally  a  contributing 
factor.  The  male  is  said  to  suffer  from  this  disease  more  fre- 
quently than  the  female. 
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Patholoiy.-^This  relates  to  three  dietiQCt  varieties.  Acute 
parenchymatous  myocaTdiiis  is  a  granular  degeneration  affect- 
ing the  muscular  fibres  of  the  parenchyma.  In  this  we  And 
a  soft  and  very  pale  looking  muscle  structure  with  marked 
increase  of  nuclei.  Acute  diffuse  interatiiial  myocarditis  is 
characterized  by  a  round-cell  infiltration.  Acute  ciTCumscrihed 
myocarditis  is  the  most  common  variety  recognized.  In  this 
the  degenerative  process  is  characterized  by  an  abscess  forma- 
tion which  generally  covers  a  limited  area.  While  there  is 
a  tendency  to  circumscribed  inflammation,  the  abscesses  are 
yet  liable  to  occur  in  the  multiple  form  with  rupture  into  the 
pericardium  or  into  the  cardiac  chambers.  Thus  pus  may  en- 
ter the  circulation  through  this  fistulous  opening  into  the  heart, 
which  accounts  for  remote  embolic  effects.  Rupture  into  the 
pericardiimi  or  aneurysmal  dilatation  of  the  heart  may  ensue 
as  the  blood  pressure  distends  the  abscess  cavity.  The  grad- 
ual yielding  of  the  muscle  attends  the  regular  ventricular  dias- 
tole. The  mitral  or  tricuspid  valves  may  be  the  seat  of  thia 
process  and  eventually  lead  to  insufficiencies  which  are  very 
dangerous.  The  septum  in  rare  cases  has  been  perforated, 
allowing  a  direct  communication  between  the  right  and  left 
heart,  Caseoua  and  calcareous  degenerations  are  ultimate 
possibilities.     The  left  ventricle  is  affected  most   frequently. 

Symptoms.— The  predisposing  disease  is  often  apparent, 
and  the  symptoms  which  go  with  it  may  be  reflected  in  the 
acute  myocarditis.  The  first  signs  are  usually  su^estive  of 
cardiac  enfeeblement.  Shortness  of  breathy  palpitation,  ver- 
tigo and  sudden  syncope  may  unexpectedly  appear  in  the  course 
of  the  infectious  disease  which  is  so  frequently  the  cause.  The 
pulse  is  irregular,  rapid,  small  and  soft.  Cyanosis  and  pul- 
monary congestion  will  appear  in  the  later  stages.  Cold  sweats, 
diminished  urine  and  delirium  are  symptoms  of  the  later 
periods  of  the  septic  infection.  The  nervous  symptoms  are 
often  similar  to  those  of  meningitis. 

Physical  Sifns. — The  cardiac  activity  indicates  enfeeble- 
ment ;  it  is  tumultuous  and  irritable  and  the  sounds  are  sharp 
and  short.  The  murmurs  are  dependent  upon  the  valve  in- 
volved and  the  extent  of  its  lesion,  as  well  as  the  amount  of 
cardiac  dilatation  following  the  degeneration.  The  conjoint 
signs  of  embolic  infection  depend  upon  the  viscera  involved, 
but  the  septic  type  of  fever  is  invariably  present.     The  diag- 
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noais  requires  a  perfect  ucderstanding  of  the  pathology  and 
the  BymptomB  enumerated  abore.  The  prognosis  is  fatal  in  dif- 
fuse fonns,  but  the  circmuBcribed  forma  may  yield  to  treat- 
meut.     Sudden  death  ie  the  natural  termination. 

Treatment. — Beat  is  a  necessity  to  sustain  the  heart  against 
any  rupture  of  the  cardiac  wall.  Stimulating  remedies  should 
be  used  only  as  a  last  resort.  Whiskey  in  moderate  doees  may  ■ 
be  tolerated.  Strychnia  may  be  demanded  in  some  cases.  Ar- 
senicum, iodid,  nux  vomica  or  ignatia  in  the  second  decimal 
potency  may  furnish  sufficient  stimulation.  The  following 
remedies  may  be  employed  in  accordance  with  their  indica- 
tions: Aconite,  arsenicum,  haptisia,  echinacea,  muriatic  acid, 
iodin,  iodoform,  lachesis,  naja  and 


CHRONIC  MYOCARDITIS. 

Etiology. — Chronic  myocarditis  may  be  due  to  extension 
of  the  inflammatory  process  from  endocarditis  or  pericarditis 
or,  in  rare  instances,  it  may  exist  as  a  sequela  from  the  acute 
form.  Alcoholism,  gout,  rheumatism,  malaria,  diabetes, 
syphilis  and  chronic  nephritis  are  regarded  as  predisposing 
causes.  Typhoid,  scarlet  fever,  diphtheria  and  influenza  are 
nlso  looked  upon  as  possible  agencies.  Occupations  which  in- 
duce extreme  cardiac  strain,  particularly  when  coronary  sclero- 
sis exists,  perverted  nutrition  from  a  defective  blood  supply,  or 
even  the  sedentary  habits  among  those  who  indulge  in  high 
living,  are  to  be  reckoned  as  causes.  Kalee  are  more  naturally 
affected  than  females,  and  those  past  middle  life  fnrniBh  the 
greater  number  of  cases. 

Pathology. — Fibroid  degeneration  of  the  interstitial  car- 
diac tissue  is  the  pathologic  change  which  takes  place  in  this 
disease.  This  results  in  a  diffuse  or,  more  frequently,  a  local- 
ized area  of  induration.  The  left  ventricular  wall,  the  septum 
and  the  papillary  muscles  are  the  usual  locations  of  these 
changes.  The  size  of  the  lesion  depends  much  upon  the  pre- 
disposing cause  and  the  condition  of  the  cardiac  structure. 
There  may  be  small  indurated  spots  or  the  sclerotic  process  may 
cover  a  considerable  portion  of  the  ventricular  wall.  The  color 
varies  from  a  grayish-whit«  to  a  grayisli-yelloiv  appearance. 
A  simple  hyperplasia  of  the  connective  tissue  may  be  the  only 
degenerative  sign,  or,  in  other  cases,  there  may  be  a  marked 
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increese  o£  new  Sbrous  tissue.  Fatty  degeneration  may  in- 
vade BO  much  of  the  parenchyma  that  a  progressive  atheroma 
eventually  affects  the  heart  as  a  whole.  Fat  globules  are  liable 
then  to  replace  the  normal  structure,  until  grosser  lesions  fol- 
low. In  the  senile  heart  the  failing  nutrition  is  liable  to  in- 
duce a  combination  of  fibrous  and  fatty  degeneration.  Fatty 
overgrowth  in  obese  patients  may  lead  to  such  an  increase  of 
myocardial  fat  that  the  fibres  are  transformed  to  the  d^ree  that 
atrophy  ensues.  Thrombosis  or  embolism  of  the  coronaries 
creates  a  localized  anemia  of  the  cardiac  muscular  tissue,  and 
this  part  subsequently  undergoes  a  sclerotic  change.  Such  a 
condition  may  follow  a  general  sclerosis  of  the  arteries,  as  well 
as  the  more  frequent  obliterating  endarteritis.  Cardiac  hyper- 
trophy is  a  common  sequence  of  the  more  extensive  arterial 
hardening,  though  a  compensatory  hypertrophy  of  the  unin- 
volved  part  of  Uie  cardiac  muscle  may  develop  at  any  time. 
Dilatation  and  valvular  incompetency  are  more  serious  results 
which  often  appear  as  the  sclerosis  weakens  the  heart  wall  or 
destroys  the  function  of  the  papillary  muscles. 

Symptoms. — The  mild  cases,  and  in  many  instances  the 
severer  types,  often  show  no  distinctive  symptoms.  This  may 
Iw  due  in  part  to  a  compensatory,  hypertrophy  which  masks  the 
pathologic  signs  by  its  protection  of  the  heart  function,  or  it 
may  be  explained  by  the  fact  that  the  patient  is  in  a  good  state 
of  physical  preservation.  Evidence  of  fatigue  from  slight  ex- 
ertion, or  other  indications  of  cardiac  failure,  may  be  regarded 
as  the  earliest  suggestions  of  the  disease.  We  observe  it  most 
frequently  in  men  beyond  middle  life  who  have  lived  a  seden- 
tary home  life,  but  an  active  business  life.  With  such  subjects 
there  is  an  alarming  tendency  to  overeating  and  drinking.  The 
abnormal  blood-pressure  in  such  patients  is  overlooked  and  the 
troublesome  shortness  of  breath  is  charged  to  the  increase  of 
fat  which  comes  from  such  habits.  The  fatty  increase  in  the 
heart  muscle  is  not  thought  of  except  for  the  aortic  second  sound 
accentuation,  whidi  is  due  to  high  arterial  tension  and  de- 
veloping cardiac  weakness.  Another  class  of  symptoms  occurs  in 
association  with  anginal  attacks  in  which  dyspnea,  palpitation 
and  a  sense  of  precordial  constriction  give  rise  to  much  parox- 
ysmal suffering.  Qeneral  venous  stasia,  which  affects  the  liver, 
kidneys  and  intestinal  tract  and  leads  to  marked  edema,  is  a 
subsequent  development.    These  features  may  be  so  pronounced 
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that  decided  mental  disturbancea  follow.  Pseudo-apoplectic 
seizures,  convulsive  twitchiage  and  often  cerebral  hemorrhage 
may  he  incidental  to  extreme  physical  exertion  or  incautious 
eating  or  stimulation. 

Cardiac  arrhythmia  is  characteristic  of  one  class  of  cases. 
In  these  the  pulse  will  be  decidedly  irregular  and  intermittent ; 
for  a  time  it  is  slow  and  strong  and  then  again  it  becomes  rapid 
and  feeble;  in  certain  instances  its  irregularity  and  character 
are  so  atypical  that  a  safe  opinion  as  to  the  condition  can  not  be 
formed.  Bradycardia  generally  predoniinatea  and  the  pulse- 
rate  is  reduced  to  fifty  or  even  forty  beats  per  minute.  If  car- 
diac atrophy  exists  the  pulse  is  usually  slow,  irregular  and  of 
low  tension.  When  fatty  degeneration  is  present  it  is  liable  to 
be  more  rapid,  though  irregular.  Tachycardia  of  a  paroxysmal 
character  is  sometimes  a  distinctive  symptom,  and  here  the  pulse 
rate  may  run  above  one  hundred.  An  asthmatic  form  has  been 
defined  which  is  recognized  by  the  semblance  of  asthma  and  the 
attendant  pulmonary  edema.  The  distressing  dyspnea  of  thia 
class  of  cases  will  be  accompanied  by  an  irritable  heart  action 
and  a  cough  which  simulates  bronchial  asthma.  In  senile  cases 
and  possibly  in  many  others,  stiff  and  tortuous  arteries  may  be 
found  and  signs  of  interstitial  nephritis  will  often  be  discov- 
ered. The  Cheyne-Stokes  respiration  is  sometimes  a  serious 
form  of  the  dyspnea.  In  all  cases,  however,  cardiac  incompe- 
tence, the  feeble  or  arrhythmic  pulse  and  the  signs  of  a  develop- 
ing systolic  murmur  must  be  looked  for.  The  disease  purauea 
a  slow  course,  unless  exciting  causes  endanger  the  heart's 
strength.  The  gouty  diathesis  may  show  itself  in  some  patients 
and  may  often  mask  the  true  condition.  Hypertrophy  of  the 
heart  is  also  an  incident  in  myocarditis  when  chronic  nephritis 
leads  to  a  circulatory  disturbance  which  demands  excessive 
cardiac  activity.  In  this  we  shall  observe  other  clinical  mani- 
festations which  point  to  renal  disease. 

Physical  Sl^os. — Inspection  is  negative  in  myocarditis. 
Cyanosis  is  observed  in  some  advanced  cases,  and  if  the  left 
ventricle  is  hypertrophied,  the  apex  beat  is  displaced.  Other- 
wise we  shall  notice  the  evidence  of  senile  degeneration.  Pal- 
pation locates  the  displaced  apex  beat  when  present  and  defines 
the  character  of  the  impulse,  which  is  often  not  detected  by  the 
eye  on  account  of  its  feebleness.  By  this  means  we  also  ascer- 
tain the  condition  of  the  arterial  coats.     Palpation  of  the  liver 
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is  necesaaTj  to  le&m  of  the  hepatic  engorgement.  Percusston 
is  useful  to  outline  the  area  of  dulnens,  which  varies  in  right- 
and  left-heart  hypertrophy.  Auscultation  shows  a  gradual 
change  from  the  clear  and  strong  heart  sounds  to  those  whlo^ 
are  weak  and  muffled.  If  hypertrophy  is  pronounced,  the  first 
sound  is  prolonged,  while  the  aortic  second  sound  is  accentuated, 
together  with  some  intensification  of  the  pulmonic  second  sound. 
The  galloping  rhythm  will  follow  as  dilatation  develops. 

Diagnosis. — The  disease  is  characterized  by  the  physical 
signs,  plus  the  evidence  of  enfeebled  cardiac  action.  It  is 
necessary  to  exclude  valvular  lesions  in  making  a  correct  diag- 
nosis. Fatty  overgrowth  will  be  understood  by  its  distinctive 
symptoms  and  history. 

Prognosis. — The  outlook  in  this  disease  may  be  considered 
as  generally  unfavorable.  The  predisposing  causes  and  the 
associate  conditions  have  much  to  do  with  the  outcome.  Arterio- 
sclerosis, interstitial  nephritis  and  diabetes  are  serious  com- 
plications. The  duration  of  the  disease  depends  much  iijjon  the 
age,  the  general  health  of  the  patient  and  the  past  habits.  A 
strenuous  occupation  can  not  be  followed  with  safety  in  any 
stage  of  the  disease.  Occlusion  of  an  arterial  vessel  may  follow 
the  sclerotic  development.  Sudden  death  is  a  possible  termina- 
tion, though  a  gradual  extension  of  the  cardiac  enfeeblement  is 
the  more  probable  residt. 

Treatment. — The  treatment  does  not  offer  much  encour- 
agement. It  must  be  applied  from  the  symptomatic  stand- 
point. Generally  speaking,  we  must  observe  the  principles  ad- 
vised under  the  management  of  valvular  lesions.  Rest  is  a 
factor  of  greatest  importance,  and  this  must  be  absolute  during 
the  serious  stages.  No  excitement  of  occupation  or  surrounding 
may  be  tolerated.  This  does  not  mean  that  a  patient  must  be 
confined  to  the  bed,  as  outdoor  life  is  a  necessity  for  the  general 
health.  A  mild  climate  and  the  minimum  of  business  cares  are 
essentials  of  first  importance.  Hygiene  should  be  maintained 
at  all  times  and  the  diet  must  be  limited  to  the  most  easily 
digested  foods.  Alcoholic  stimulants  can  not  be  tolerated  with 
safety,  though,  in  small  doses,  they  may  be  used  as  medicinal 
agents  in  elderly  patients  who  have  been  accustomed  to  their 
use.  Much  depends  upon  the  condition  of  the  cardiac  walls. 
If  compensation  is  holding  its  own,  there  is  a  prospect  of  main- 
taining a  safe  chronic  state.     Such  patients  may  indulge  in  a 
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light  form  of  exerciBe  sufficient  to  preveut  the  over-productiou 
of  fat  Digestion  must  be  watched  ao  that  a  proper  assimilation  is 
always  maintained.  The  quality  and  quantity  of  food  must  not 
overtax  the  heart,  the  blood  vessels  or  the  kidneys.  A  mixed 
diet  18  always  best ;  a  vegetarian  diet  may  inducn  an  unhealthy 
obesity,  while  an  extreme  nitrogenous  diet  will  always  tend  to 
produce  high  arterial  tension.  Gouty  conditions  will  demand 
an  abundance  of  pure  water  and  other  eliminative  agencies. 
The  Turkish  bath  is  probably  too  severe  in  its  reaction,  and 
on  the  average  we  may  depend  more  upon  the  morning  cool 
sponge.  Heart  tonics  are  not  usually  indicated  in  this  stage 
of  the  disease.  The  !N'auheim  system  of  baths  is  worthy  of 
consideration  in  some  cases. 

When  compensation  begins  to  fail,  we  shall  be  obliged  to 
resort  to  measures  to  preserve  the  contractile  power  of  the 
heart.  Here  we  may  need  such  remedies  as  ignatia,  ammonium 
cor6,,  hyoscyamus  or  cactus  grand.  Possibly  a  more  powerful 
stimulant  will  be  called  for,  such  as  digitalis,  strophanthus  or 
strychnia.  Digestion  must  now  be  watched  more  carefully 
than  heretofore  and  if  the  portal  system  is  suffering  from  stasis, 
it  is  well  to  administer  a  cathartic.  Ordinarily,  however,  the 
indicated  remedy  and  such  agents  as  nux  vomica,  iris,  cheli- 
donium  and  euonymin  in  low  potencies  are  sufficient  for  this 
purpose.  Nitroglycerin  (gr.  1/100)  has  been  lauded  for  the 
reduction  of  blood  pressure  at  this  period,  but  its  use  must  bo 
undertaken  with  constant  vigilance.  Erythrol  ietranitrate 
(grs.  1/2)  once  or  twice  daily,  is  also  being  successfully  used 
as  a  vaso-dilator.  Potassium  iodid,  the  chlorid  of  gold  and 
the  iodids  of  arsenic  and  strontium  are  valuable  agents  for 
the  same  purpose.  Food  should  be  simple  in  character  when 
compensation  is  weak,  making  it  necessary  to  eliminate  the 
heavy  meats  and  limit  the  amount  of  water  during  the  meals. 
Qentle  exercise  is  a  valuable  adjuvant,  but  it  must  be  consid- 
erately applied.  Some  have  suggested  cautious  mountain 
climbing,  but  this  is  dangerous,  in  that  it  is  likely  to  be  over- 
done. Systematic  exercise,  obtained  by  walking,  will  give 
a  healthy  circulation  to  the  heart  muscle,  and  this  is  by  all 
odda  the  safest  expedient  The  resistance  exercises  are  also 
of  service.  No  exercise  should  be  indulged  in  to  the  point  of 
fatigue.     Tobacco  and  other  excesses  must  be  interdicted. 

When  cardiac  incompetence  is  extreme  we  shall  need  a 
more  vigorous  application  of  the  heart  tonics  mentioned  before. 
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Digitalis  (m.  10-16)  of  the  fat-free  tincture,  Bhould  be  given 
three  or  four  times  daily  until  the  heart  gives  evidence  of  be- 
ing supported.  Sirophanthua,  tincture  (m.  5-10),  or  spartem 
sulphate  (gr.  1/10),  or  strychnia  (gr.  1/60-1/40)  may  act  bet- 
ter for  this  purpose  in  certain  cases.  The  Nauheim  baths  have 
their  greatest  efficiency  in  this  stage  and  the  patient  must  oh- 
serve  enforced  rest  until  there  are  signs  of  improvement  in  the 
cardiac  tone,  when  limited  exercise  may  be  undertaken,  but 
always  with  care  lest  there  be  a  return  to  extreme  incompetency. 
During  this  period  a  liquid  diet  is  best.  Another  matter  of  im- 
portance is  careful  nursing.  This  should  be  entrusted  to  an 
experienced  trained  nurse  rather  than  to  the  unsatisfactory 
nursing  of  excitable  and  exciting  friends.  Much  harm  is  done 
by  interested  relatives  at  such  a  time  as  this.  When  arterio- 
sclerosis exists  we  must  be  very  cautious  in  the  use  of  heart 
stimulants,  particiilarly  with  strychnia.  For  the  anginal  at- 
tacks we  shall  get  better  results  from  the  hypodermatic  use  of 
morphin  (gr.  1/8-1/4).  In  severe  cases  it  is  best  always  to  ad- 
minister our  heart  tonics  hypodermatically,  thotigh  whiskey 
and  aromatic  spirits  of  ammonia  may  he  used  by  mouth.  When 
cardiac  asthma  intervenes,  the  hypodermatic  use  of  morphin 
(gr,  1/8),  combined  with  atropine  (gr.  1/150),  will  give  almost 
immediate  relief.  The  dropsy  and  other  symptoms  following 
dilatation  should  be  treated  as  outlined  under  that  subject. 

When  such  causes  as  syphilis,  rheumatism  and  malaria  pre- 
dispose, we  must  go  back  to  the  remedies  indicated  in  those  dis- 
eases. Mercury  and  potassium  iodid  are  still  our  best  remedies 
in  these  cases.  Merc,  corr.,  or  biniodid  are  probably  the  best 
forms  of  the  former  and  are  to  be  used  in  the  second  decimal 
potency.  Oypridol  is  a  new  preparation  which  is  succeBsfuUy 
used  hypodermatically  and  internally.  The  iodid  of  potash 
givea  the  best  results  in  the  saturated  solution.  The  rheumatic 
history  will  demand  a  careful  study  for  remedies  along  that  line, 
and  malaria  may  call  for  the  use  of  quinin,  china,  eupatorium, 
natrum  mur.  and  other  indicated  remedies.  Anemia  is  often  a 
factor  in  this  disease,  and,  therefore,  arsenic  is  a  standard  rem- 
edy aa  a  direct  cardiac  tonic.  It  often  gives  best  results  when 
combined  with  china,  strychnia  or  iron.  Phoa.  acid,  argentum 
metalUcum,  lachesis,  naja  and  phosphorus  must  be  considered 
for  the  degenerative  process  in  accordance  with  their  clinical 
symptoms. 
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THE  FATTY  HEART. 

Under  ttia  head  we  are  to  study  two  forms  of  fatty  in- 
crease which,  affecting  the  heart,  change  its  function  and  size. 
(1)  Patty  overgrowth  or  infiltration.  (2)  Fatty  degenera- 
tion in  which  the  heart  muscle  is  to  a  great  extent  transformed 
into  a  fatty  structure. 

Fatty  overgrowth  or  infiltration  occurs  in  comiection  with 
general  obesity.  Hi^  lining)  overindulgence  in  fatty,  sac- 
charine and  starchy  foods,  and  excessive  use  of  alcoholic  bever- 
ages favor  it.  Sometimes  it  is  an  idiosyncrasy  or  inheritance. 
The  fat  is  deposited  beneath  the  pericardium,  often  forming  a 
fatty  envelope;  infiltration  between  the  muscular  fibers  is  not 
uncommon  and  may  extend  even  to  the  endocardium.  This  ex- 
erts a  pressure  which  favors  a  more  extensive  metamorphosis. 

Fatty  Degeneration  occurs  secondary  to  the  fatly  accumu- 
lation, and  also  in  connection  with  cardiac  hypertrophy.  It 
follows  in  the  course  of  primary  and  secondary  anemias,  but 
it  LB  most  commonly  found  in  connection  with  cachectic  states 
attending  such  diseases  as  carcinoma  and  phthisis.  Severe 
acute  infections,  as  well  as  arsenic  and  phosphorus  poisoning 
are  occasional  causes.  Disease  of  the  coronary  arteries  is  a 
frequent  factor  in  its  production.  Age  and  sex  must  also  be  con- 
sidered, for  we  discover  the  disease  usually  after  the  fortieth 
year  and  more  often  in  men  than  in  women.  Every  influence 
which  predisposes  to  defective  nutrition  of  the  muscle  cells  fa- 
vors its  development.  The  pathologic  change  is  either  localized 
or  general,  the  most  frequent  seat  being  the  left  ventricle.  At 
first  yellow  spots  or  stripes  appear  and  these  are  soon  trans- 
formed into  a  yellowish-brown  color  on  acconnt  of  an  associate 
brown  atrophy.  The  tissues  become  soft  and  friable  and  later 
oil  drops  and  granules  develop  in  the  fibers,  until  finally  the 
muscular  striae  and  nuclei  are  transformed.  The  heart  gener- 
ally attains  a  considerable  size.  Besides  the  brown  atrophy 
mentioned  above,  we  may  find  other  degenerative  tendencies 
which  partake  of  the  calcareous,  amyloid  or  hyaline  type. 

Symptoms. — The  symptoms  of  fatty  infiltration  are  not 
always  uniform  or  BU^;estive  of  the  real  condition.  Dyspnea 
and  precordial  distress  are  liable  to  develop  with  the  slightest 
exertion.  The' pulse  is  feeble  and  rapid,  but  regular;  vertigo, 
syncope,  palpitation  and  cyanosis  may  appear.    A  passive  bron- 
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cbitis  may  be  recognized  and  asthmatic  attacks  maj  attend 
this.  The  physical  signs  are  not  satisfactory'  inasmuch  as  the 
thickened  chest  wall  makes  auscultation  unsatisfactory.  The 
heart-beat  is  weak  and  its  sounds  are  indistinct;  the  area  of 
percussion  dulnesa  is  increased. 

The  symptoms  of  fatty  degeneration  are  also  confusing. 
Cardiac  feebleness  with  arrhythmia  is  a  characteristic  feature. 
Often  the  degeneration  permits  dilatation  and  then  such  symp- 
toms as  palpitation,  dyspnea,  a  small  irregular  pulse  and  cold 
extremities  may  be  oleerved.  Breathlessness,  an  occasional  re- 
tarded pulse,  cardiac  asthma  and  a  semblance  of  angina  pectoris 
following  undue  exertion,  are  later  symptoms,  Intellectiial 
disturbances,  which  sometimes  assume  the  form  of  maniacal 
delusions,  pseudo-apoplectic  attacks,  Cbeyne-Stokes  respiration 
and  epileptiform  seizures  arc  the  more  eerions  symptoms  of 
fatty  degeneration. 

DiafDOsIs. — It  ia  not  always  an  easy  matter  to  diagnose 
the  presence  of,  or  differentiate  between,  fatty  infiltration  and 
fatty  dE^neration.  After  excluding  valvular  diseases  and  dila- 
tation, we  may  be  reasonably  sure  of  this  disease  when  the 
symptoms  of  cardiac  weakness  described  above  are  presented. 
It  will  be  confirmatory  evidence  when  the  patient  is  past  forty 
and  carries  an  undue  amount  of  fat. 

Profnosls. — Neither  fatty  infiltration  nor  fatty  degenera- 
tion respond  well  to  treatment.  The  former,  to  be  sure,  is 
less  liable  to  cause  sudden  death,  yet  the  probability  of  a  cure  is 
minimized  by  the  fact  that  it  takes  place  during  the  later  period 
of  life.  Everything  depends  upon  the  etiologic  factors,  the 
degree  of  degeneration  and  the  probability  of  dilatation.  Not- 
withstanding this,  if  the  patient  lives  a  cautious  life  aud  under- 
goes systematic  treatment,  much  may  be  done  to  prevent  a 
fatty  increase  and  unfavorable  complications.  Sudden  exertion, 
overeating  and  the  use  of  stimulants  must  be  completely  pro- 
hibited.   Any  acute  infection  will  increase  the  danger. 

Treahnsnt. — We  must  take  into  consideratiou  every  detail 
of  the  patient's  physical  peculiarities  in  undertakii^  the  treat- 
ment of  this  disease.  Where  the  tendency  is  toward  obesity, 
we  must  correct  it,  if  possible.  When  any  habit  which  predis- 
poses to  this  unhealthy  increase  is  found,  we  must  dethrone  it. 
Sudden  changes  of  habit  are  not  best,  but  we  must  cut  off  the 
stimulants  as  soon  as  possible.     The  dietary  must  be  adopted 
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to  accord  with  tbe  individuality  of  the  patient.  Carbohydrates 
should  be  diBcriminated  against  on  general  principles,  but  the 
amount  of  iat  and  albumin  to  be  consumed  is  a  question  hard 
to  decida  While  the  aim  is  to  encourage  the  absorption  of  fat, 
it  ia  not  always  an  easy  matter  to  know  how  to  regulate  this  in 
each  case.  Some  patients  seem  to  digest  fats  naturally,  while 
others  store  it  up  in  the  tissues.  The  former,  therefore,  may 
need  it,  while  to  the  latter  it  is  harmful.  A  certain  amoimt  of 
albumin  will  stimulate  the  absorption  of  fat.  As  the  heart 
muscle  perfonna  C(m8tant  work,  it  is  necessary  to  supply  it  with 
tissue-forming  food  such  as  proteids.  We  have  noticed  some  of 
the  most  unfortunate  results  following  a  sudden  reduction  of 
obesity.  Starvation  is  a  dangerous  process  in  this  and  all 
other  diseases  of  the  kind.  It  is  poesible  to  safely  reduce  the 
obesity  by  a  careful  and  gradual  reduction  in  the  fat-forming 
foods.  To  this  end  the  physician  must  constantly  watch  the 
patient  and  when  the  strength  and  weight  are  being  reduced 
with  signs  of  weakness,  it  may  be  best  for  a  time  to  admit  the 
albumin  and  starches  in  larger  proportions. 

Exercise  is  a  valuable  aid  in  promoting  the  oxidation  of 
adipose  tissue  and  it  also  institntes  a  healthy  circulation  through 
the  heart  muscle.  This,  too,  must  be  undertaken  with  fore- 
thought. As  overexercise  creates  fatigue,  in  some  cases,  par- 
ticularly in  the  aged,  massage  may  be  best  employed.  Caiharais, 
obtained  by  the  daily  use  of  such  waters  as  Vichy  or  Kissingen, 
may  be  resorted  to  with  success,  but  even  this  method  has  been 
carried  to  suoh  extremes  that  unfavorable  depletion  has  re- 
sulted. In  general  we  may  say  that  a  simple  mixed  diet  will 
obtain  a  more  natural  assimilation. 

As  a  proper  support  to  these  measures  for  the  normal  re- 
daction of  superfluous  fat  we  may  supplement  remedies  which 
tend  to  stimulate  and  sustain  the  heart  in  its  natural  function. 
These  will  help  the  reduction  of  unnatural  adipose  and  at  the 
same  time  protect  the  heart  against  further  fatty  degeneration. 
For  this  purpose  the  remedies  mentioned  previously  may  be 
used  with  caution.  Under  no  circumstances  will  the  fatty 
heart  endure  extreme  stimulation  and  we  must  never  employ 
these  remedies  in  such  strength  or  frequency  that  they  "whip" 
the  heart  into  unusual  activity.  The  vasoKMnstricting  tenden<^ 
of  all  these  remedies  may  be  properly  balanced  by  the  addition 
of  a  vaso-dilator  like  niiroglycerin,     Grategiis,  in  my  ezperi- 
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enoe,  is  a  comparatively  safe  remedy  in  this  reepect,  and  cactus 
ffrand.,  in  the  third  decimal  potency,  may  be  safoly  used. 

The  homeopathic  remedies  which  correspond  to  this  de- 
generative process  are  not  ntunerooH.  Phosphorus,  no  doubt, 
comes  nearest,  both  in  its  pathogenesis  and  its  symptomatology. 
Arsenicum  and  arsenicum  iodid  are  the  next  remedies  to  be 
thought  of,  and  their  action  in  anemic  states  is  much  better. 
Calcarea  phos.  and  ferrum  phos.  have  a  far  reaching  action 
which  should  not  be  overlooked.  Sepia,  silicea,  sulphur,  cinchona 
and  Tiatrum  phos.  will  give  results  when  thoroughly  indicated. 
Kali  iodid,  aurum  and  mereurius  must  be  studied  with  care 
when  the  underlying  causes  are  suggestive  of  such  remedies. 
In  addition  to  these  I  believe  in  the-  blood-iron  preparations 
which  help  to  correct  any  anemic  condition. 


ATROPHY  OF  TSC  SEAKT. 

This  is  a  rare  affection  and  is  either  congenital  or  acquired, 
and  may  be  local  or  general.  We  sometimes  find  a  general 
cardiac  atrophy  in  girls  of  the  chlorotic  type  with  imperfect 
vascular  development  and  impairment  of  nutrition.  Local 
atrophy  may  follow  a  mitral  stenosis  in  which  the  left  ventricle 
is  deprived  of  its  normal  amount  of  blood  and  therefore  be- 
comes smaller.  The  connective-tissue  proliferation  of  myocar- 
dial degenerations,  compression  from  tumors,  pericardial  ac- 
cumulations and  the  general  tissue-atrophy  from  organic  dis- 
eases may  be  considered  as  contributing  causes. 

The  pathologic  features  recognized  are  the  increased  size 
of  the  organ  and  the  diminished  cavities.  The  myocardium 
is  soft  and  anemic,  while  the  pericardium  has  an  abnormal 
amount  of  fat.  Except  the  gradually  increasing  cardiac  en- 
feeblement  and  indications  of  marked  nutritional  impairment 
the  symptoms  of  this  condition  are  negative,  as  are  the  physical 
signs  unless  we  may  surely  outline  the  cardiac  dulness.  The 
prognosis  does  not  offer  encouragement;  treatment  gives  no 
hope  inasmuch  as  this  is  a  morbid  condition  beyond  the  pale  of 
treatment. 


CARDIAC  ANEURYSM. 

The  disease  may  occur  as  myocardial  aneurysm  in  which 
the  heart  walls  give  way,  or  it  may  involve  the  valves  alone. 
Aneurysm  of  the  walls  follows  a  chronic  myocarditis  of  the  left 
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ventricle,  ■which  ia  the  most  vulnerable  point  on  this  account. 
Endocardial  and  pericardial  inflammation  may  also  prediajiose. 
The  size  of  the  aneurysm  varies ;  it  may  he  quite  small  or  again 
it  may  attain  the  size  of  the  heart  itself.  It  occurs  in  the  sac- 
cular form  when  conunimicating  with  the  chamber  by  a  compar- 
atively small  opening,  or  we  may  find  the  walls  of  the  ventricle 
equally  dilated.  Concentric  layers  of  fibrin  are  found  on  the 
interior  of  this  dilatation,  showing  a  physiologic  effort  toward 
OGcltision  and  obliteration.  Blood  clots  are  sometimes  found 
within  and  a  fibroid  overgrowth  in  the  surrounding  structures 
develop  aa  a  sort  of  compensatory  hypertrophy. 

The  diagnosis  is  not  easily  made,  inasmuch  as  the  symp- 
toms and  physical  findings  are  not  positively  differentiated 
from  dilatation  or  chronic  myocarditis.  A  pulsating  promi- 
nence is  sometimes  found  in  the  apex  region  and  the  area  of 
dulness  may  be  increased  in  a  circumscribed  manner,  but  when 
the  left  ventricle  is  equally  enlarged,  it  simulates  hypertrophy 
or  dilatation.  The  iermination  of  aneurysm  is  sudden  death, 
unless  gradual  cardiac  exhaustion  ensues. 

Valvular  aneurysms  can  not  he  diagnosticated  except 
post  mortem.  These  develop  in  connection  with  ulcerative 
endocarditis,  which  destroys  a  portion  of  the  valves  and  permits 
a  globular  projection  in  the  direction  of  the  greatest  blood 
pressure.  When  the  aortic  valves  are  affected,  the  projection 
is  toward  the  left  ventricle,  hut  when  the  mitral  valves  are  af- 
fected, it  is  toward  the  left  auricle.  Valvular  incompetency 
is  the  natural  result  and  these  signs  confuse  the  disease  with  a 
regular  valvular  lesion.  The  prognosis  is  unfavorable  and 
treatment  is  unavailing. 


RUPTURE  OF  THE  HEART. 

This  is  a  rare  and  serious  accident  which  affects  the  heart. 
Complete  rupture  is  exceedingly  uncommon.  Partial  rupture 
occurs  when  the  trabeculae  ventriculi  are  lacerated  so  that  the 
chordae  tendinae  do  not  hold  the  valves  securely.  Valvular 
incompetency  follows  this  lesion. 

The  predisposing  cause  is  found  most  frequently  in  dis- 
eases of  the  coronary  arteries  where  infective  thrombi  or  emboli 
lead  to  anemic  necrosis  and  abscess.  Myocarditis  and  fatty 
degeneration  are  also  predisposing  factors.     The  exciting  cause 
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is  generally  located  in  Bome  cardiac  excitement  or  severe  mna- 
cular  strain.  Age  also  contributes  to  this  possibility.  The 
symptoms  are  not  suggestive  and  generally  sudden  death  is  the 
result.  Agonizing  precordial  pain,  the  signs  of  shock  and  in- 
ternal hemorrhage  and  syncope  may  precede  the  demise.  The 
physical  signs  resemble  thcne  of  pericardial  effusion. 

The  prognosis  is  of  course,  decidedly  unfavorable  and 
treatment  is  almost  hopeless.  Absolute  quiet  and  the  admin- 
istration of  morphin  hypodermatically  is  about  all  that  can 
be  done  to  tide  over  the  shock,  with  the  hope  that  some  meas- 
ures may  be  applied  for  producing  a  chronic  state. 


CARDIAC   NEUROSES. 


Under  this  bead  are  included  all  that  class  of  cardiac 
perversions  the  cause  of  which  is  found  in  some  disturbance 
of  the  nervous  mechanism.  The  term  functional  has  also  been 
employed,  as  it  applies  to  those  diseases  ot  the  heart  in  which 
no  structural  change  exists.  The  typical  features  are  noted  in 
the  perversions  of  the  normal  rhythm  and  character  of  the 
heart's  action.  These  same  conditions  may  attend  organic  dis- 
eases of  the  heart,  but  in  the  latter  evidence  of  a  lesion  is  pres- 
ent. 


PALPITATION. 


This  relates  to  a  violent  and  rapid  action  of  the  heart  in 
which  there  is  generally  rhythmic  disturbance,  with  some  de- 
gree of  precordial  distress  and  dyspnea. 

Etiology- — Palpitation  may  occur  in  connection  with  or- 
ganic diseases  of  the  heart,  but  wo  do  not  ordinarily  regard  this 
as  a  disease  entity.  Properly  speaking,  it  is  an  expression  of 
some  nervous  influence  in  which  emotion  and  mental  excitement 
play  a  prominent  part.  Either  the  inhibitory  action  of  the 
vagus  is  abolished,  or  irritation  of  the  accelerator  nerves  causes 
the  heart  to  beat  with  abnormal  force  and  rapidity.  To  the 
patient  in  this  state  of  nervous  tension,  it  seems  to  be  more 
serious  than  it  really  is.  Women  suffer  more  at  the  period  of 
puberty,  at  the  menopause  or  when  pelvic  disorders  cause  reflex 
disturbances.     The  delicate  nervous  system  of  the  female  is 
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naturally  conducive  to  this  condition.  Men  Buffer  more  in  later 
life  ae  the  result  of  orerwork,  worry  or  excesses.  The  excessive 
use  of  alcohol,  tobacco,  tea  and  coffee  is  often  of  etiologic  im- 
portance. Anemia  and  infectious  diseases,  by  the  irritant  and 
toxic  quality  of  the  blood,  excite  Uie  cardiac  accelerating  nerves 
until  palpitation  ia  a  natural  reaction.  In  the  same  way  we 
may  look  to  dietetic  and  digestive  errors  as  exciting  causes. 
To  some  it  is  an  idiosyncrasy  if  not  an  inheritance.  Diseases 
of  the  central  nervous  system,  cerebral  lesions,  hysteria  and 
neurasthenia  furnish  a  good  share  of  cases.  Environment,  bad 
habits,  reflex  causes  and  the  use  of  various  drugs  must  also  be 
r^arded  as  factors.  In  fact,  any  cause  which  leads  to  excite- 
ment of  the  nervous  system  is  a  predisposing  agent. 

Symptams. — The  patient  ia  often  very  anxious  about  his 
condition,  complains  of  a  feeling  as  if  the  heart  were  leaping 
out  of  its  place.  This  often  causes  a  choking  sensation  or  a 
pseudo-dyspnea.  The  heart  throbs  violently  and  the  pulse 
varies  from  one  hundred  to  one  hundred  and  fifty  beats  per 
minute.  The  peripheral  arteries  pulsate,  the  face  is  flushed, 
nausea,  slight  precordial  pain  and  copious  urination  may  ensue 
in  rapid  succession.  All  of  these  symptoms  occur  in  paroxysms 
which  generally  last  for  an  hour  or  longer.  Theieizures  usually 
decline  as  suddenly  as  they  come  on.  In  exceptional  cases 
this  suffering  may  continue  intermittently  for  days.  When 
lesions  of  the  central  nervous  system  aro  the  exciting  factors, 
this  is  more  liable  to  occur. 

The  physical  findings  are  shown  in  the  diffuse  and  forcible 
impulse;  the  same  throbbing  is  seen  in  the  superficial  vessels. 
The  pulse  is  strong,  full  and  rapid.  Percussion  reveals  an  in- 
creased area  of  dulness  if  the  overaction  has  caused  cardiac 
hypertrophy.  Auscultation  will  detect  little  that  is  abnormal 
except  the  exaggeration  of  the  normal  sound.  Murmurs  due  to 
anemia  may  be  heard  at  the  base. 

DlifDOsls. — The  absence  of  organic  diseases,  the  presence 
of  the  causative  nervous  factors  and  the  totality  of  symptoms 
as  outlined  above  will  be  sufficient  to  make  a  diagnosis.  The 
tachycardia  of  exophthalmic  goitro  must  be  differentiated  by 
its  persistence  and  the  presence  of  the  other  cardinal  signs, 
exophthalmos  and  goitre.  The  palpitation  associated  with  val- 
volar  diseases  will  be  recognized  by  their  distinctive  murmurs 
and  the  lack  of  paro^smal  symptoms. 
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Pngnosis. — A  cure  in  these  cases  should  be  readily  oh- 
tained  bj  systematic  treatment  and  the  removal  of  the  excit- 
ing cause,  which  is  not  generally  organic.  Violent  and  per- 
sistent paroxysms  may  induce  cardiac  hypertrophy.  Unless 
some  degenerative  process  prevails,  there  is  no  danger  of 
death  from  this  cause  alone. 

Treatmeat. — The  paroxysm  must  be  controlled  by  the  re- 
lief from  all  surrounding  excitement.  The  patient  should  be 
put  to  bed  in  a  quiet  room  and  away  from  all  disturbances. 
Oentle  mtusage  or  a  hot  bath  may  act  as  sufficient  sedatives, 
though  a  hot  application  or  sometimes  an  icebag  applied  over 
the  heart  are  often  necessary  to  subdue  the  forcible  throbbing. 
Stimulating  drinks  may  give  temporary  aid,  but  they  are  liable 
to  encourage  unpleasant  reactions.  In  hysterical  attacks  it  is 
best  to  give  at  the  very  beginning  of  an  attack  a  sedative  strong 
enou^  to  induce  speedy  sleep.  Too  small  a  dose  only  adds 
a  narcotic  excitement.  Some  advise  morphin  or  codein  (gr. 
1/4)  hypodermatically,  but  I  do  not  believe  these  agents  are 
demanded  unless  pain  is  a  factor.  Ghloralamid  (grs.  15-25) 
followed  by  a  draught  of  cool  wat£r,  is  the  beat  relief  to  the 
excited  nerves.  Trional  (grs.  10-15),  chloretone  (grs.  10-15), 
chloral  hydrate  (grs.  10-20)  or  svlphonal  (grs.  10-20)  are  also 
good  agents  for  this  purpose.  Bromid  of  soda  (grs.  10-20) 
repeated  until  the  patient  shows  signs  of  sleepiness,  may  be 
given  at  two  hour  intervals.  Ilyoscyamus  tincture  (m.  6-10), 
or  hydrobromate  of  hyoscin  (gr.  1/100)  will  give  excellent  re- 
sults. Camphor  monobromated  (gr.  1)  may  be  given  for  a  few 
doses,  one-half  hour  apart,  until  relief  is  obtained.  A  com- 
bined tablet  containing  bromid  of  anmionia  and  soda  (each 
grs.  2),  and  hyoacyamus  (m.  5)  will  gradually  relax  the  ner- 
vous system  when  given  at  one-half  hour  intervals  for  three  or 
four  doees.  Passifiora  (m.  30-60)  will  often  subdue  the  ner- 
vous excitement,  if  it  does  not  induce  sleep.  The  elixir  of  ammo- 
nium valerianate  in  teaspoonful  doses,  two  or  three  hours  apart 
for  a  few  doses,  will  give  a  most  acceptable  relief  to  the  ner- 
vous tension  and  precordial  excitement  In  this  connection 
we  may  refer  to  the  homeopathic  preparation  of  valerianate  of 
ammonia  which,  in  the  second  decimal  potency,  may  be  admin- 
istered every  half  hour,  four  grains  at  a  time,  until  the  de- 
sired action  is  obtained.  This  is  one  of  our  best  expedients 
when  absolute  enforcement  of  sleep  is  not  promptly  needed. 
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In  the  interparoxysmal  stage  it  is  necessary  to  give  moat 
careful  attention  to  the  regulation  of  the  diet  and  other  causes 
^vhich  tend  to  this  disturhance.  The  rest  cure  has  been 
strongly  advocated  and  no  doubt  it  is  efflcaciouB  in  certain  in- 
stances, but  the  dangers  of  overfeeding  must  be  borne  In  mind. 
The  nervous  features  should  be  studied  and  treated  in  accord- 
ance with  suggestions  given  under  the  subject  of  neurasthenia. 

There  is  no  excuse,  except  in  great  emergency,  for  treat- 
ing this  disease  in  any  manner  other  than  in  accordance  with 
its  symptomatology.  Aconite  is  our  most  valuable  homeopathic 
remedy  for  the  paroxysmal  state.  The  chest  constriction,  the 
palpitation,  the  anxiety,  restlessness  and  the  circulatory  dis- 
turbances are  analogous  to  the  symptoms  of  the  disease.  If  the 
remedy  is  given  in  the  third  decimal  potency  at  frequent  inter- 
vals, it  will  almost  invariably  give  more  relief  than  is  obtained 
by  sedatives.  With  this  remedy  we  should  compare  arsenicum, 
chamomilla,  coffea,  cimicifuga,  cactus  and  convaltaria.  Digi- 
talis, in  the  third  decimal  potency,  usually  gives  better  results 
in  these  cases  than  when  administered  in  the  tincture.  Pulsa- 
tilla, nux  vomica  and  ipecac  will  take  care  of  the  symptoms 
which  result  from  gastric  or  intestinal  disturbances.  The  dis- 
orders of  the  central  nervous  system  are  met  by  sudi  remedies 
as  gelsemium,  which  overcomes  the  spasmodic  discharge  of 
nervous  energy,  and  kali  phos.,  zinc  picroie,  ferrum  phos.  and 
strychnia  phos.,  etc,  which  supply  the  lost  protoplasm  of  nerve 
cells.  Enanlha,  cicuta,  conium,  cupTum  and  ignatia  should 
overcome  the  hysteric  seizures ;  anacardium  covers  many  of  the 
precordial  symptoms  when  the  mental  excitement  is  aggravated. 
Hyoscyamus,  belladonna  and  stramonium  will  also  be  of  great 
service  in  allaying  the  nervous  excitement  which  causes  cardiac 
acceleration.  In  like  manner  we  might  further  pursue  this 
study  of  indicated  remedies  with  satisfaction.  We  must  be  free 
at  all  times,  however,  to  resort  to  expedients  for  temporary  re- 
lief when  they  are  demanded. 


TACHYCARDIA. 


This  is  essentially  a  disease  of  the  nervous  system  and  is 
well  defined  by  the  expression  "heart  hurry."  It  is  a  rapid 
action  of  the  heart,  which  is  generally  observed  in  paroxysms 
of  variable  duration.     We  notice  it  in  connection  with  nervous 
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diseasee  like  exophthalmic  goitre,  in  which  the  sympathetic 
nerves  are  over-stimulated,  while  the  vagus  is  to  a  certain  ex- 
tent paretic.  It  is  in  no  sense  related  to  cardiac  lesions  and  it 
is  differentiated  from  palpitation  by  the  fact  that  it  shows  no 
cardiac  sensations.  Though  it  has  paroxysmal  aggravations,  it 
may  be  a  constant  phenomenon. 

Etiolafy. — In  some  individuals  tachycardia  is  a  physio- 
logic idioByncraay.  Again  it  may  occur  as  the  result  of  extreme 
excitement  in  neurotic  patients.  In  certain  instances  the 
heart's  action  is  accelerated  as  the  result  of  excessive  exerciaej 
emotion,  fright,  grief  or  unnatural  nervous  strain.  The  young 
are  liable  to  this,  and  some  may  increase  the  pulse  rate  at  their 
own  volition.  Alcohol,  tobacco,  sexual  excess  and  all  the  mis- 
fortunes of  high  life  are  prone  to  develop  this  irritability  of  the 
heart's  action.  Exhausting  diseases  and  acute  infections  are 
often  etiological  factors  and  a  paroxysmal  hurry  may  be  a 
sequence  of  almost  any  disease.  The  most  typical  relation  is 
found  in  Graves'  disease,  where  tachycardia  is  one  of  the  cardi- 
nal symptoms  which  attends  the  progressive  disturbance  of  the 
sympathetic  nervous  system.  Other  neurotic  causes  are  found 
in  neurasthenia,  hysteria,  anemia  and  chlorosis.  Central  lesions 
of  the  cerebrospinal  nervous  system  develop  a  certain  share  of 
cases.  Thus  enlarged  lymphatic  glands,  tumors,  hemorrhflgic 
clots  and  aneurysms,  by  their  pressure  upon,  and  degenerative 
process  in  the  nerve  structure,  pervert  the  normal  innervations 
of  the  brain  and  spinal  cord,  irritate  the  sympathetic  cardiac 
branches  or  destroy  the  vagua  control,  until  tachycardia  is  a  nat- 
ural sequence.  Tabes  dorsalis  is  a  good  example  of  such  influ- 
ences. Organic  heart  diseases  and  reflex  disturbances  coming 
from  the  abdominal  and  pelvic  organs  are  often  found  to  be  the 
primary  source  of  excitement.  Environment,  heredity  and  habit 
are  all  concerned  in  the  production  of  this  morbid  phenomenon. 
In  every  case  there  is  probably  a  composite  cause  arising  from 
various  physical  disturbances  which  lead  to  this  functional  car- 
diac neurosis.  Age  and  sex  apparently  have  little  influence, 
though  it  is  more  prone  to  appear  in  the  early  and  middle  part 
of  life. 

Patfaoloty. — Fatty  and  flhrous  de^nerations  have  been 
found  at  a  few  necropsies,  but  these  findings  are  not  universally 
substantiated.  Most  of  the  pathologic  reports  rest  upon  the- 
ories.    The  early  idea  that  a  vagus  paralysis  was  the  exciting 
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cause  is  not  tenable  in  all  cases.  That  the  accelerative  sympa- 
thetic action  ia  an  influence,  we  can  not  deny,  but  in  all  prob- 
ability both  of  these  factors  must  be  taken  into  consideration. 
A  bulbo-spinal  neurosis,  the  epileptic  theory  and  other  specula- 
tions must  be  disuiissed  ae  without  sufEcient  foundation.  The 
disease  with  its  functional  characteristics  has  so  far  baffled 
the  pathologists. 

Symptoms. — While  the  continuous  rapid  heart  action  is 
a  frequent  expression  of  the  disease,  we  must  regard  the  par- 
oxysmal form  as  more  typical.  This  is  recognized  by  the  sud- 
den onset,  followed  by  a  rapid  heart  action,  which  may  reach 
180  or  more  beats  per  minute.  The  pvhe  is  small,  weak  and 
occasionally  irregular.  The  pulse  wares  may  be  so  rapid  that 
they  run  together  and  are  uncountable.  Auscultation  is,  there- 
fore, necessary  for  a  true  record  of  the  heart's  action.  Respiror 
tion  may  be  rapid,  difficult  or  quite  normal.  A  flushed  face, 
headache,  vertigo,  throbbing  arteries  and  a  semblance  of 
anginal  pain  characterizes  some  cases.  The  patient  invariably 
complains  of  the  rapid  heart  action.  Tendencies  to  faintness, 
anxiety  and  restlessness  are  often  experienced.  Hysterical 
aymptoms  may  prevail  when  females  are  afflicted.  The  attack 
usually  subsides  suddenly  after  a  few  hours  and  the  patient  is 
left  in  a  state  of  nervous  exhaustion  and  apprehension.  In 
chronic  cases  the  duration  of  the  attack  may  be  extended.  When 
reflex  causes  are  at  fault,  a  recurrence  is  not  so  probable  as 
when  it  is  associated  with  myocardial  changes  or  severe  nervous 
causes.  When  a  cardiac  inadequacy  permits  an  overdistention 
of  its  chambers,  circulatory  engorgement  will  be  manifested 
by  cyanosis,  jugular  pulsation  and  evidences  of  pulmonary 
edema. 

Physical  Sifns. — The  physical  signs  will  show  a  diffuse, 
rapid  and  sometimes  irregular  impulse  upon  inspection  and 
palpation,  but  percussion  does  not  reveal  the  dulness  of  hyper- 
trophy, unless  in  long  standing  cases.  Auscultation  detects  an 
accentuation  of  the  first  and  a  weakness  of  the  second  aortic 
sound.  The  pulmonic  sound  may  be  accentuated.  An  apical 
systolic  murmur  may  be  heard,  while  the  carotids  pulsate  and 
sometimes  reveal  a  murmur.  During  the  interparoxyamal  stage 
murmurs  are  not  found  unless  there  is  a  valvular  lesion.  A 
sphygmographic  tracing  shows  a  rapid  cardiac  action,  vnth 
low  arterial  tenaion,  and  this  is  considered  a  valuable  sign. 
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Diatnosls. — The  foregoing  symptoms,  which  consider  both 
cause  and  results,  ought  to  enable  one  to  make  a  diagnoeis. 
Palpitation  does  not  have  bo  high  a  pulse  rate  and  it  has,  in 
addition,  the  symptoms  of  dyspnea,  precordial  constriction,  a 
smothering  sensation  and  nervous  anxiety,  attended  \nth  pain. 

Proinosls,— While  there  is  no  particular  danger  to  life, 
the  hypertrophic  results  may  favor  cardiac  impairment,  particu- 
larly in  old  people.  Much  depends  upon  the  causative  lesion 
and  the  resisting  power  of  the  cardiac  muscle.  When  there  is 
an  o^anic  canse  involving  the  central  nervous  system,  the  out- 
come is  not  hopeful.  The  symptomatic  use  of  remedies  will 
afford  a  great  deal  of  relief,  but  a  cure  will  depend  upon  a  re- 
moval of  the  underlying  cause. 

Treatment. — The  treatment  will  be  somewhat  similar  to 
that  of  cardiac  palpitation,  but  it  will  vary  in  accordance  with 
the  cause.  The  use  of  remedies  on  the  symptomatic  principle 
will  yield  the  best  results.  Rest,  diet  and  local  treatment  should 
be  the  same  as  described  under  palpitation.  The  neurotic  phase 
and  much  pertaining  to  the  remedial  features  are  described 
best  under  the  subject  of  exophthalmic  goitre.  The  use  of  the 
cardiac  tonics  may  be  demanded  in  some  cases,  but  the  best  re- 
sults will  come  from  the  homeopathic  remedies,  which,  relieving 
the  nerve  irritation,  safely  overcome  the  arterial  tension.  Thus 
aconOe  and  veratrum  viride  may  be  used  with  persistency  from 
the  very  beginning.  The  nervous  excitement  is  easily  quieted 
by  valerianate  of  ammonia^  coffea,  chamomilla,  ignata^  agaricin 
and  hyoscyamus,  while  the  deeper  lesions  respond  to  the  con- 
tinuous use  of  indicated  remedies  like  zinc  phos.,  picric  acid, 
aurum  chlorid,  arsenicum  iodid,  potassium  iodid,  argentum 
niiricutn. 

The  paroxysm  of  the  hysterical  state  is  greatly  relieved  by 
the  internal  use  of  moschus,  ignatia  and  nux  moschata.  Cinr 
ehona,  china  arsenicum  and  nux  vomica  will,  together  with  the 
ferruma,  be  thought  of  when  anemic  and  digestive  disturbances 
are  factors.  Caffein  valerianate,  asafetida,  cimicifuga  and 
camphor  are  often  similarly  indicated  when  nervous  symptoms 
predominate.  Oelsemium,  spigelta,  Scutellaria  and  sepia  will 
demand  consideration  in  some  cases. 
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BRADYCARDIA. 

Bradycardia  or  brachycardia  is  the  opposite  of  tachycardia 
and  refers  to  a  slow  action  of  the  heart.  Under  this  condition 
we  find  the  pulse  rate  decreased  to  sixty  beats  or  less  per 
minute. 

Etiology. — It  is  associated  with  neuroses  like  epilepsy, 
hysteria,  melancholia,  mania,  etc.,  but  it  is  more  particularly 
recognized  as  secondary  to  other  diseaaes.  It  occurs  frequently 
during  the  convalescence  from  acute  infectious  diseases.  We 
often  find  a  pulse  rate  ranging  between  forty  and  fifty  beats 
following  a  case  of  pneumonia,  typhoid  fever,  influenza,  diph- 
theria, rheumatic  fever  and  other  infections.  It  often  arises 
from  gastro-intestinal  or  hepatic  diseases  when  auto-infection 
is  a  factor.  The  toxins  of  uremia,  diabetes  and  catarrhal  jaun- 
dice, and  drugs  such  as  digitalis,  alcohol,  aconite,  tea  and  coffee 
are  also  cardiac  depressants.  Anemia,  chlorosis,  gout,  fibroid 
and  fatty  myocardial  changes,  emphysema  and  asthma,  and 
many  of  the  chronic  diseases  predispose  to  a  retarded  action  of 
the  heart.  Old  age  often  displays  a  pulse  rate  ten  to  fifteen 
beats  below  the  normal.  Degenerative  and  other  lesions  of  the 
medulla  may  cause  it  when  the  vagus  center  is  affected,  thus 
displaying  a  gradual  slowing  of  the  heart's  action  by  a  stimu- 
lation of  that  nerve. 

Symptoms. — The  retarded  pulse  is  the  chief  characteristic. 
This  is  a  permanent  condition  in  some  cases,  but  is  more  liable 
to  exist  as  paroxysmal,  appearing  suddenly  and  terminating  in 
a  similar  manner.  The  pulse  is  weak  and  small  in  character 
and  tho  patient  may  suffer  from  extreme  physical  exhaustion. 
When  there  are  complicating  valvular  lesions,  the  force  of  the 
cardiac  action  may  be  Increased,  but  this  does  not  increase  its 
frequency.  The  cardiac  impulse  and  sounds  are  feeble.  Aus- 
cultation will  be  necessary  to  obtain  the  relation  between  the 
heart  action  and  the  peripheral  pulse,  as  the  heart  may  be 
unable  to  transmit  every  beat.  Sometimes  there  are  prodromal 
symptoms  such  as  tinnitus,  vertigo  and  nervous  excitement 
preceding  the  paroxysm.  Stokes-Adams  Syndrome  is  a  term 
used  to  define  an  attack  of  bradycardia  attended  by  uncon- 
sciousness of  short  duration,  disturbed  respiration,  and  occa- 
sional convulsions.  This  may  also  occur  in  other  heart  dis- 
eases in  which  the  vagus  and  medulla  are  involved. 
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Diafoosla  and  Protnosls — A  pulse  under  sixty  per  min- 
ute, appeariug  paroxysmally,  is  sufficient  for  a  diagnosis.  The 
heart's  systole  should  show  a  corresponding  slowness  and  usu- 
ally we  shall  be  able  to  find  the  predisposing  causes.  With  any 
functional  cause  like  anemia  and  gastric  disorders,  the  prog- 
nosis will  be  comparatively  favorable.  The  neurotic  causes 
should  be  looked  upon  as  of  grave  import.  Sudden  death  is  lia- 
ble to  occur. 

TreatmeDt, — Stimulation  seems  to  be  an  absolute  necessity 
in  this  disease.  The  various  cardiac  tonics  are  usually  indi- 
cated, though  they  must  be  given  in  small  doses.  Strychnia, 
caffein  and  nitroglycerin  are  demanded  in  the  serious  parox- 
ysms. Whiskey  and  ammonia  may  be  used  in  some  cases. 
Adonis  vemalis,  apocynum,  cannabis  indica,  kola  and  atropkan- 
thus  have  been  recommended  for  this  condition. 


CARDIAC  ASRHYTBHU. 

Arrhythmia,  as  the  term  implies,  is  an  irregularity  of  the 
heart's  action  and  pulse.  It  occurs  as  a  complication  of  organic 
or  functional  diseases  and  in  some  cases  it  may  be  simply  an 
idicwyncrasy.  A  neurosis  is  frequently  a  fundamental  cause. 
The  character  of  this  irregularity  may  affect  the  volume  or  the 
time  of  the  heart  beat  or  pulse  beat.  Several  varieties  of  this 
arrhythmical  action  are  recognized.  (1)  Intermittent  is  the 
term  applied  when  there  is  an  intermission  or  dropping  of  the 
cardiac  beat.  This  may  appear  at  irregular  internals,  or  it  may 
occur  with  cyclical  r^ularity  at  every  second,  fourth,  sixth 
or  eighth  beat.  It  is  defined  as  deficient  when  the  systole  is 
omitted.  The  systolic  action,  in  some  cases,  may  be  so  weak 
that  it  does  not  produce  a  perceptible  wrist  pulse,  though  there 
is  a  feeble  first  sound  on  auscultation.  (2)  The  bigeminal  and 
trigeminal  pulse  represent  a  pulsation  of  two  or  three  beats  in 
rapid  succession,  followed  by  a  marked  interval.  In  cardiac 
bigeminism  the  second  systole  is  so  weak  that  it  does  not  always 
reach  the  radial  artery  and  hence  we  may  detect  only  a  single 
pulse  beat.  (3)  Embryocardia  or  fetal  rhythm  simulates  the 
action  of  a  fetal  heart  in  which  the  long  pause  is  shortened  and 
the  character  of  the  two  sounds  is  identical.  We  notice  this 
in  the  later  stages  of  fever  and  in  extreme  dilatation.  (4) 
Pulsus  paradoxus  represents  a  condition  in  which  the  beats 
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are  more  frequent  and  less  forcible  during  inspiTation.  It  is 
associated  witli  pericarditis  during  tbe  stage  of  effusion  and 
in  other  pathological  conditions  which  weaken  the  heart  It 
is  presumed  to  be  at  timee  a  physiologic  condition,  as  it  may  be 
observed  in  sleeping  children.  (5)  Alternate  irregtdarity  is 
recognized  when  weak  and  strong  contractions  alternate  in  the 
pulse  beat.  (6)  Delirium  cordis  applies  to  a  condition  of  ex- 
treme irregularity,  with  a  variety  of  rhythmical  disturbances. 
(7)  Oallop  rhythm  is  a  term  used  when  the  sounds  resemble 
the  hoof -beat  of  a  galloping  horse.  It  is  defined  by  the  expres- 
sion rat-tat-tat ;  the  first,  or,  more  commonly,  the  second  sound, 
seems  to  be  split  and  it  indicates  weakness  of  the  heart  muscle. 
It  is  a  serious  sign  in  connection  with  nephritis.  Anemia  of 
long  standing,  arteriosclerosis,  dilatation  and  the  myocardial 
degenerations  following  acute  infectious  contribute  to  its  oc- 
currence. 

Etloloty* — Baunigarten's  Classification  is  quoted  in  Osier 
as  follows:  "(1)  Those  due  to  central-cerebral  causes,  either 
organic  disease,  as  in  hemorrhage,  or  concussion;  more  com- 
monly psychical  influences.  (2)  Reflex  influences,  such  as 
produce  the  cardiac  irregularity  in  dyspepsia  and  diseases  of  the 
liver,  lungs  and  kidneys.  (3)  Toxic  influences.  Tobacco,  oof- 
fee  and  tea  are  common  causes  of  arrhythmia.  Varioiis  drugs, 
such  as  digitalis,  belladonna  and  aconite,  may  also  Induce  it. 
(4)  Changes  in  the  heart  itself,  (a)  In  the  cardiac  ganglia. 
Fatty,  pigmentary  and  sclerotic  changes  have  been  described 
in  cases  of  this  sort  and  may  have  an  important  influence  in 
producing  disturbances  in  the  rhythm;  but  as  yet  we  do  not 
know  their  exact  significance.  They  may  be  present  in  cases 
which  have  not  presented  arrhythmia,  (b)  Mural  changes  are 
common  in  conditions  of  this  kind.  Simple  dilatation,  fatty 
degeneration,  and  sclerosis  are  most  commonly  present,  the 
latter  two  usually  associated  with  sclerosis  of  the  coronary 
arteries." 

Symptoms. — The  typical  signs  of  arrhythmia  are  often 
overlooked  in  functional  cases  and  it  is  only  in  association  with 
serious  complicating  diseases  that  attention  is  called  to  the 
heart  disturbance.  The  physical  signs  are  not  distinctive  ex- 
cept as  organic  changes  direct  attention  to  some  pathologic 
perversion. 

IHatnosls. — To  determine  the  condition  of  arrhythmia  it 
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will  be  necesBary  to  make  a  careful  and  frequent  examination 
of  the  pulse  and  the  heart  at  stated  intervals.  The  sphygmo- 
graph  is  the  beet  means  for  the  detection  of  the  irregularity. 
The  functional  and  organic  causes  are  also  differentiated  by  a 
painstaking  investigation  in  accordance  with  diagnostic  methoda 
heretofore  mentioned. 

Pro^oals. — Arrhythmia  does  not  endanger  life  when  it  is 
of  functional  character,  or  when  a  reflex  cause  will  yield  to 
treatment  and  proper  care.  Valvular  and  myocardial  caoaes 
are,  of  course,  grave,  but  much  depends  upon  the  early  diagnosis 
and  the  careful  management  of  the  case. 

Treatment. — The  milder  forme  of  this  disease  will  respond 
to  the  use  of  the  indicated  remedy.  The  valvular  diseases  de- 
mand cardiac  stimulants,  while  rest  and  freedom  from  excite- 
ment will  give  much  relief  in  the  average  case.  The  treatment 
in  general  pertains  to  the  primary  disease,  and  this  feature  has 
been  covered  under  different  chapters.  The  high  arterial 
tension  is  modified  by  the  use  of  nitroglyeerin,  but  when  dila- 
tion is  threatened,  digitalis,  strophanthtis,  adonie  vemdlis, 
convallaria  or  craiegua  will  give  better  results.  The  reflex  in- 
fluences must  be  corrected  in  accordance  with  treatment  sug- 
gested for  these  predisposing  diseases.  Neurotic  causes  will 
respond  to  treatment  described  under  neurasthenia. 


ANGINA  PECTORIS. 


Angina  pectoris,  or  stenocardia,  is  a  paroxysm  of  precor- 
dial pain  which  radiates  along  the  larger  cardiac  vessels  and  is 
accompanied  by  a  feeling  of  constriction  of  the  chest.  The 
nervous  symptoms  are  extreme  and  the  patient  has  the  fear  of 
impending  death.  It  is  symptomatic  of  various  cardiac  diseases 
and  particularly  those  in  which  morbid  changes  develop  in  the 
root  of  the  aorta  and  in  the  coronary  arteries. 

Etlolofy  ud  Pathoiofy. — ^The  morbid  anatomy  and  the 
etiology  of  angina  are  so  intimately  associated  that  it  seems 
best  to  discuss  them  under  the  same  head.  So  far  as  the  history 
of  the  disease  is  concerned,  a  volume  might  be  written  to  cover 
the  TBrions  theories  of  different  authors.  It  was  once  thought 
to  be  a  condition  of  cardiac  spaam  in  which  the  muscular  bal- 
ance was  at  fault.  The  neurotic  inheritance  and  the  rheu- 
matic, gonty,  syphilitic  diathesis  and  other  causes  have  always 
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been  considered,  and  the;  possibly  still  have  some  bearing  upon 
the  subject.  A  Tsaomotor  fonn  has  been  described  in  which  the 
pain  is  charged  to  the  tension  of  the  ventricular  walls  from  the 
general  vascular  spasm.  The  popular  idea  at  present  is  that  it 
is  due  to  a  neuritis  affecting  the  cardiac  plexus  of  nerves  and 
the  radiating  pain  is  explained  by  the  distribution  of  these 
nerves  along  the  coronaries  and  the  aortic  arch.  The  relation 
of  this  plexus  to  the  vagus  and  sympathetic  system  will  also 
account  for  the  dissemination  of  pain  and  the  characteristic 
symptom  of  constriction.  The  cause  for  this  neuritis  must  be 
found  in  the  pathology  which  predisposes  to  a  sufficient  irrita- 
tion. While  various  lesions  have  been  revealed  post  mortem^ 
it  must  be  emphasized  that  the  essential  cause  is  an  interference 
with  the  blood  supply  of  the  heart  muscle.  Coronary  sclerosis 
is  looked  upon  as  the  most  frequent  patholc^ic  factor.  Gen- 
eral arteriosclerosis,  aneurysm  and  associate  atheroma,  valvular 
diseases  (especially  aortic)  and  lesions  of  the  aorta  may  be 
mentioned  as  other  pathologic  possibilities. 

When  coronary  selertma  is  the  cause,  we  shall  find  that  the 
mouths  of  the  coronary  arteries  are  narrowed  by  the  sclerotic 
process  leading  to  ischemia  of  the  heart  muscle.  Pain  of  the 
anginal  character  arises  as  soon  as  any  undue  exertion  is  made 
or  a  sudden  emotion  creates  unusual  heart  action.  Then  it  is 
impossible  for  the  narrowed  coronaries  to  supply  the  heart  with 
a  sufBcient  amount  of  blood  and  the  ischemia  is  so  intensified 
that  the  nerve  filaments  are  irritated  and  the  anginal  attack 
follows.  Aneurysm  and  atheroma  of  the  ascending  aorta  may 
lead  to  a  similar  narrowing  of  the  coronaries  and  a  consequent 
anemia  of  the  heart  muscle.  Aortic  regurgitation  decreases  the 
blood  pressure  so  that  cardiac  ischemia  is  a  natural  result  and 
this  may  be  said  of  mitral  and  aortic  stenosis,  which  oppose  the 
entrance  of  a  normal  amount  of  blood  into  the  cardiac  sub- 
stance. Thus  it  may  be  figured  out  that  almost  any  cardiac 
lesion  is  liable  to  develop  a  muscular  starvation  sufficient  to 
predispose  to  anginal  attacks.  Myocardial  changes  are  favor- 
able to  a  fatal  termination  during  the  paroxysm. 

The  excessive  cardiac  irritation  which  is  secondary  to  this 
enforced  anemia  initiates  the  paroxysm.  Hurchard  claims  that 
"the  heart  itself  is  the  starting  point  of  the  attack.  From  here 
the  stimulus  ascends  by  way  of  the  sensory  centers  and  finally 
reaches  the  medulla.     Thence  it  is  reflected  along  the  intei^ 
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costal  nerves  and  bronchial  plexus  as  a  manifestation  of  pain. 
The  stimulus  next  reaches  the  vagus  center  and  from  here  and 
Inhibitory  impulse  is  sent  down  to  the  heart,  the  original  start- 
ing place,  and  declares  itself  by  slowed  and  possibly  an  inter- 
mittent action  of  the  heart."  This  leads  Babcock  to  infer  that 
"the  inhibitory  action  accounts  for  the  sense  of  constriction  and 
the  fear  of  death,  as  well  as  the  occasional  dilatation  at  the 
cardiac  cavities."  He  further  states  that  "in  pseudo-angina, 
on  the  contrary,  the  point  of  departure  of  the  irritation  is  an 
intercostal  nerve  or  some  other  peripheral  or  visceral  nerve, 
whence,  as  in  true  angina,  it  also  passes  to  the  medulla.  From 
there  an  impulse  is  sent  out,  not  along  intercostal  nerves  and 
the  brachial  plexus,  but  is  passed  down  along  the  vagus  or  ac- 
celerator nerves  of  the  heart  to  this  organ.  According  to  the 
route  thus  selected,  the  action  of  the  heart  becomes  either  rapid 
or  slow  and  otherwise  disordered."  The  ftbove  quotation  is 
made  verbatim  because  it  offers  a  clear  understanding  of  the 
difFerentiation  of  true  and  pseudo-angina. 

Age  is  a  powerful  factor  which  predisposes  to  angina  pec- 
toris of  coronary  origin.  After  the  fortieth  year  arteriosclerosis 
is  liable  to  exist  and  thus  angina  occurs  more  frequently  in 
people  beyond  middle  life.  Males  are  affected  mostly  and 
probably  as  a  result  of  high  living.  The  exciting  causes  come 
from  the  sudden  raising  of  the  blood  pressure  in  the  aortic  circu- 
lation or  the  condition  of  cardiac  ischemia,  which  demands  more 
work  of  the  heart  than  it  can  perform  with  its  diminished 
blood  supply.  Extreme  muscular  effort  is  the  most  common 
cause  which  suddenly  raises  the  blood  pressure.  Emotion, 
anger  or  any  excitement  which  accelerates  the  heart,  when  the 
blood  supply  is  reduced,  are  exciting  factors. 

Symptoms. — The  attacks  come  on  generally  during  some 
unnatural  excitement  or  exertion  and  the  typical  symptoms  aro 
not  always  observed  by  the  physician.  Death  is  liable  to  be  a 
sudden  termination.  Prodromal  symptoms  are  uncon\mon. 
The  paroxysm  begins  suddenly  and  the  patient  complains  of  a 
severe  pain  and  a  sense  of  constriction  in  the  precordiimi.  The 
pain  may  affect  the  whole  chest,  causing  almost  a  general  con- 
vulsion. It  radiates  most  frequently  to  the  left  shoulder,  then 
to  the  back,  neck  and  down  the  arms  to  the  fingers.  It  may 
extend  to  th"  abdomen  or  genitals,  the  focus  of  greatest 
intensity  changing  during  the  paroxysm.    TTsually,  however,  the 
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pain  is  meet  intense  in  the  cheet  region.  During  exertion  the 
patient  may  be  observed  to  stop  suddenly,  grasp  for  something 
and  put  the  hand  to  the  chest  The  countenance  is  pale  and 
Bufigests  terrible  anguish.  Suffocation  is  extreme  and  the  body 
is  bathed  in  a  clammy  sweat.  The  reaptrtUions  are  shallow  or 
temporarily  arrested.  The  sense  of  impending  death  gives  rise 
to  constant  fear.  The  pulse  shows  high  tension  in  the  b^in- 
ning  of  a  paroxysm,  but  it  tends  toward  the  subnormal  character 
as  the  circulatory  failure  increases.  The  rhythm  of  the  pulse 
may  not  be  disturbed.  In  fact,  it  varies  in  aoiordance  with  any 
oif^nic  cardiac  condition  which  may  coexist  The  paroxysms 
last  from  a  few  seconds  to  two  or  three  minutes,  though  in  rare 
cases  they  may  continue  longer.  A  recurrence  is  liable  to  take 
place  whenever  the  proper  exciting  causes  act  As  relief  is 
experienced  vomiting,  eructation  of  gases  or  the  passage  of  large 
quantities  of  urine  takes  place.  The  severity  of  tJie  attack  de- 
pends upon  the  pathologic  cause  and  the  cardiac  condition.  It 
seems  plausible  to  accept  the  term  pseudo-angina  when  the  cause 
is  found  alone  in  a  neuropathic  state,  hysteria  or  general  ane- 
mia. The  differentiation  of  such  conditions  will  be  taken  np 
under  diagnostic  consideration. 

Diatnoais.— The  sudden  and  intense  pain  in  the  substernal 
and  parasternal  regions,  together  with  the  pain  and  the  chest 
constriction  defined  in  the  symptomatology,  should  point  un- 
mistakably to  angina.  The  short  duration  and  the  sudden 
cessation  of  the  cardinal  symptoms  will  help  in  making  the  diag- 
nosis, providing  we  find  the  other  pathologic  and  etiologic 
features  which  develop  the  symptoms.  Pseudo-angina  starts 
with  a  history  of  hysteria,  neurasthenia,  toxemia  or  reflex  dis- 
turbances. It  occurs  often  with  women  and  at  any  age.  The 
paroxysms  are  inclined  to  be  periodic  and  of  longer  duration. 
The  pain  is  not  so  severe  and  is  diffused  over  the  chest.  The 
nervous  excitement  and  emotional  features  are  more  pronoimced 
and  the  arterial  tension  is  not  increased. 

ProCnoaia. — Sudden  death  is  always  a  possbility  in  an- 
ginal attacks  and  the  pathology  is  such  that  a  cure  is  not  to  be 
expected.  Patients  may  survive  several  paroxysms,  while  some 
cases  succumb  to  the  £rst  attack.  Appropriate  treatment  and 
the  most  exacting  care  as  to  diet  and  habits  may  delay  the  end 
for  many  years.  Abnormal  muscular  strain  and  nervous  ex- 
citement should  be  guarded  against. 
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Treattnent. — Violent  exercise  and  emotional  excitement 
must  be  constantly  restricted.  The  general  bealth  must  be 
carefully  watched  and  any  contributing  cardiac  disease  must 
be  relieved  as  much  as  possible.  It  is  highly  essential  to  en- 
courage the  nutrition,  which  necessitates  a  careful  study  of 
dietetic  principles.  This  is  for  the  purpose  of  preventing  the 
recurrence  of  paroxysms.  The  treatment  of  the  attack  demands 
the  most  careful  management  of  the  patient  to  allay  the  fear 
and  control  the  mental  excitement  which  enhance  the  danger. 
Prompt  relief  is  the  essential  of  importance.  T'or  this  pur- 
pose no  better  agent  is  known  than  the  inhalation  of  amyl  ni- 
trite. This  is  80  conveniently  made  in  the  form  of  perles  that 
the  patient  may  always  have  one  at  hand.  Nitroglycerin  and 
nitrite  of  sodium  have  been  reeonmiended  highly,  but  they  do 
not  give  such  immediate  relief  to  the  features  of  spasm.  Eryth- 
rol  tetranitrate  for  prolonged  use  may  give  better  results.  Chlo- 
roform and  ether  inhalations  and  aromatic  ammonia  (m.  10-15) 
are  useful  in  many  cases.  Opium  is  regarded  as  one  of  the 
beet  remedies.  As  its  effect  by  mouth  is  not  rapid,  morphin 
hypodermatically  administered  is  a  better  agent.  Enough  of 
thia  should  be  given  to  subdue  the  pain  and  all  nervous  excite- 
ment. It  not  only  overcomes  the  muscular  spasticity  and  pain, 
but  its  action  as  a  sedative  and  cardiac  tonic  is  unsurpasaed  at 
a  time  like  this.  Some  physicians  prefer  a  tablet  containing 
one  minim  of  a  1  per  cent  solution  of  nitroglycerin,  repeated 
every  two  to  five  minutes  for  three  doses  if  necessary. 

In  the  milder  cases  aromatic  ammonia,  whiskey  or  the 
elixir  oi  valerianate  of  ammonia  may  suffice.  These  remedies 
however,  should  not  be  relied  upon  in  the  pronounced  cases. 
Pseudo-angina  will  yield  to  the  management  and  the  remedies 
usually  employed  in  the  treatment  of  hysteria  and  neurasthenia. 
During  the  paroxysm  we  must  not  employ  aconite,  veratrum, 
strychnia  or  digitalis.  Hot  flannels  saturated  in  alcohol  and 
water  will  often  be  of  adjuvant  use,  and  the  icebag,  applied  to 
the  precordium,  is  frequently  efficacious  in  warding  off  an 
attack. 

During  the  interparoxysmal  state  we  should  resort  to 
remedies  which  will  subdue  the  nervous  excitement,  and  at  the 
same  time  have  a  tendency  to  gradually  lower  the  blood  pres- 
sure. For  this  purpose  a  diet  free  from  meat  should  be  ad- 
vised.   Among  the  remedies  we  should  mention  arsenicum  iodid 
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first.  This  should  be  given  for  a  long  time  in  the  third  decimal 
potency  for  the  sake  of  its  gradual  tonic  action.  Potassium 
iodid  or,  better,  strontium  iodid,  may  be  considered  for  the 
reparative  action  for  which  these  drugs  are  generally  used. 
Spigelia,  bryonia,  cuprum,  cimicifuga,  kalmia  and  lachesis  are 
remedies  to  be  considered  in  accordance  with  their  symptoms. 
LUium  tigrinum,  cactus,  naja  and  similar  remedies  may  be  em- 
ployed whenever  they  are  indicated.  The  Nauheim  baths  and 
the  resistance  exercises  will  help  to  restore  the  cardiac  health. 


CONGENITAL  AFFECTIONS  OF  THE  HEABT. 

Cardiac  structural  defects  are  present  at  birlti  as  the  re- 
sult of  fetal  endocarditis,  or  are  due  to  arrested  <levelopment. 
Fetal  endocarditis  is  a  rare  affection.  The  pathologic  changes 
are  found  most  frequently  on  the  right  side  of  iho  hoart  inas- 
much as  this  sustains  the  greater  strain  during  fetal  life.  The 
abnormalities  may  be  discovered  at  the  pulmonic,  aortic  or 
auriculo- ventricular  orifices.  The  morbid  feature  paitakes  of 
the  chronic  sclerotic  character.  The  endocarditis  leaves  the 
segments  in  a  smooth,  thickened  and  contracted  condition.  The 
cusps  may  be  united  and  the  chordae  tendineae  are  frequently 
thickened  and  shortened.  Nodular  bodies  on  the  mitral  and 
tricuspid  segments,  which  are  normal  to  fetal  life,  may  remain 
after  birth,  but  these  must  not  be  confounded  with  the  path- 
ologic changes  of  fetal  endocarditis.  They  are  known  as  the 
nodules  of  Albini.  Smaller  bodies,  the  result  of  minute  ante- 
natal hemorrhages,  may  also  persist  after  birth. 

Stenosis  of  the  pulmonary  orifice  is  the  most  common  con- 
genital affection.  A  slowly  developing  endocarditis  causes  an 
agglutination  of  the  segments  until  the  orifice  is  greatly  nar- 
rowed. Stenosis  of  the  conns  arteriosus  may  coexist  with  this. 
Atresia,  or  obliteration  of  the  pulmonary  orifice  is  a  less  fre- 
quent malformation.  The  aortic  orifice  is  not  often  involved. 
Tricuspid  stenosis  is  slightly  more  frequent,  while  mitral  dis- 
ease is  rare. 

The  cardiac  anomalies  related  to  arrested  development  pre- 
sent more  varied  features.  Of  the  general  defects  of  development 
we  find  many  types.  Double  heart  is  associated  with  other  de- 
formities. Bifid  apex  is  an  occasional  condition.  Ectopia  cor- 
dis is  the  result  of  imperfect  development  of  the  chest  wall. 
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,  The  beart  may  be  found  in  the  cervical,  pectoral  or  abdominal 
regions.  -  A  stillbirth  is  generally  the  history  of  these  cases. 
Dextrocardia  is  defined  when  the  heart  is  found  in  the  right  side 
of  the  chest,  the  descending  aorta  being  displaced  to  the  right 
of  the  spinal  column  and  the  arch  is  reversed.  Mesocardia  is 
a  term  applied  when  the  heart  occupies  the  median  line,  thus 
preserving  the  normal  fetal  position.  Imperfect  closure  of  the 
foramen  ovale  may  be  an  independent  malformation,  and  is  also 
often  associated  with  obstruction  of  the  pulmonary  orifice. 

Developmental  defects  affecting  the  whole  or  a  part  of  the 
auricular  or  ventricular  septa  may  exist.  These  irregularities 
may  reduce  the  heart  to  two  or  three  chambers.  Rudimentary 
increase  or  decrease  in  the  uumber  of  segments  of  either  llie  aor- 
tic or  pulmonary  valves  are  occasionally  found.  This  is  due 
both  to  defective  development  and  to  cohesion  following  endo- 
carditis. 

Symptoms. — Cyanosis  is  the  most  distinctive  symptom, 
and  it  is  usually  noticed  immediately  after  birth.  The  discol- 
oration is  most  noticeable  about  the  lips,  mucous  membrane  of 
the  mouth,  nostrils,  fingertips  and  the  ears.  '  From  the  extrem- 
ities it  may  extend  to  the  whole  body.  It  may  not  be  observed 
always  at  birth,  but  becomes  manifest  shortly  after  when  the 
child  overtaxes  the  heart  by  a  crying  spell.  Acute  pulmonary 
inflammations  also  augment  the  symptoms.  Should  the  child 
live,  the  fingers  are  clubbed  and  the  nails  are  thickened  and 
curved.  The  skin  is  blue,  the  pulse  small  and  weak,  the  tem- 
perature is  subnormal,  dyspnea  and  cough  appear  from  the 
slightest  exertion  and  the  other  concomitant  symptoms  of  car- 
diac disturbance  are  usually  present.  Convulsions,  cerebral 
abscess  and  pulmonary  affections  are  possible  sequelae. 

DlafnosiB. — To  confirm  the  diagnosis  we  shall  look  for 
the  early  history  of  a  persistent  cyanosis,  slight  enlargement 
of  the  right  ventricle,  with  but  little  extension  in  the  area  of 
dulness  as  the  child  grows  older.  The  cardiac  impulse  is  feeble 
and  a  systolic  murmur — which  may  become  loud  or  musical — 
is  heard  near  the  pulmonic  orifice.  This  has  a  small  area  of 
transmission  upward  and  to  the  left.  The  mental  faculties  do 
not  show  a  normal  development  and  the  body's  growth  is 
stunted.  Other  valvular  defects  may  develop  if  the  child 
reaches  the  age  of  puberty. 

Profaosis. — The  prognosis  must  always  be  looked  upon  as 
exceedingly  grave.     Death  usually  occurs  shortly  after  birth. 
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A  small  number  live  a  few  years.     Pulmonary  stenoeis  gives 
more  hope  for  exiBteoee,  if  not  for  a  healthy  life. 

Treatmuit. — Little  can  be  said  for  the  treatment,  exoept 
the  hygienic  care  which  must  be  considerately  given  from  the 
very  first.  Marked  attention  is  necessary  in  order  that  the 
child  be  kept  very  warm  all  the  time.  If  life  is  spared  and 
there  is  any  prospect  of  remedial  relief  for  this  congenital 
defect,  it  will  be  obtained  by  means  of  the  usually  indicated 
remedies.  A  constant  care  must  safeguard  the  growth  of  the 
child. 


DISEASES  OF  THE  BLOOD  VESSELS. 
ARTERIOSCLEKOSIS. 

Diseases  which  affect  the  arteries  are  not  numerous  and 
have  been  studied  under  various  names  expressive  of  the  cause 
and  the  pathologic  condition.  The  inflammatory  and  degen- 
erative proceasee  are  both  concerned  in  the  descriptive  illustra- 
tions. For  instance,  the  chronic  inflammations  have  been  in- 
cluded under  the  terms  endarteritis  obliterans,  in  which  the 
arterial  lumen  is  reduced  or  obliterated,  and  endarteritis  de- 
formans, which  refers  to  an  increase  of  the  vessel's  calibre. 
The  fatty,  lardaceons,  calcareous,  tuberculous  and  any  other 
degenerations  which  affect  other  parts  may  pertain  to  the  ar- 
teries. Arteriosclerosis  is  the  most  common  form,  and  repre- 
sents a  connective-tissue  overgrowth  in  the  arterial  coats  which 
is  followed  by  calcareous  depositions.  The  intima  shows  the 
most  extensive  changes. 

Etiolofy. — Advancing  years  are  the  most  natural  predis- 
positions of  this  disease.  Even  when  unattended  by  positive 
morbid  signs,  age  tends  to  lessen  the  normal  elasticity  of  the 
arterial  wall.  In  order  to  compensate  for  the  dilation  of  the 
vessels  which  follows  this  loss  of  elasticity  the  intima  thickens 
proportionately.  It  is  a  possible  occurrence  in  those  of  middle 
age  and  even  in  younger  subjects,  while  heredity,  no  doubt,  has 
something  to  do  with  its  etiology.  Syphilis  is  the  most  conunon 
toxic  cause,  and  alcoholism,  lead  poisoning,  gout  and  chronic 
nephritis  are  also  inciting  factors  in  the  degenerative  process. 
Occupations  which  induce  muscular  strain  or  constant  physical 
exertion  which  persistently  increases  the  blood  pressure,  may 
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be  the  only  discoverable  source.  And  this  is  the  explanation 
why  it  is  more  prevalent  with  the  male  sex.  High  arterial 
tension  favors  it  in  that  dasa  of  people  who  indulge  in  the 
exooaa  of  eating  and  drinking.  On  the  other  hand,  a  diet  which 
impoverishes  the  system  may  cause  a  systemic  impairment 
which  leads  to  arterial  degeneration.  It  occurs  also  in  the  pul- 
monary artery  and  sometimes  in  the  pulmonary  veins  when 
there  is,  from  any  cause,  a  prolonged  high  pressure  in  the  lesser 
circuit.  When  there  is  hepatic  cirrhosis  the  portal  vein  may 
suffer  a  similar  sclerosis.  The  splenic,  hepatic  and  superior 
mesenteric  arteries  are  also  affected  in  corpulent  persons  of 
sedentary  life.  Mechanical  obstruction  and  the  subjection  of  an 
artery  to  undue  strain  and  alternate  relaxation  are  often  con- 
tributing causes.  An  example  of  the  latter  is  found  in  the 
arteries  of  the  arms  of  laboring  men  and  in  the  cerebral  vessels 
of  mental  workers.  Many  other  causes  probably  exist  which 
upon  investigation  will  be  found  to  conduce  to  this  degenerative 
process. 

Patholofy. — Arterial  sclerosis  most  frequently  affects  the 
aorta  and  the  coronary  arteries.  The  cerebral,  temporal,  radial, 
brachial,  ulnar,  femoral  and  iliac  arteries  are  also  liable  to  this 
involvement.  It  is  either  circumscribed  or  diffuse.  In  the  cir- 
cumscribed form  yellowish-white  or  gray  atheromatous  patches 
are  discovered  in  the  aorta  or  other  arterial  branches  near  their 
orifices.  These  areas  are  at  first  translucent  and  soft,  but  the 
degenerative  process  gradually  undergoes  a  calcareous  change. 
The  middle  and  external  coats  are  first  effected  and  the  intima 
follows  with  e  secondary  or  compensatory  thickening.  This 
thickening  of  the  intima  is  the  result  of  connective  tissue  de- 
velopment, but  when  the  degenerative  process  commences  aneu- 
rysmal dilatation  of  the  vessel  is  liable  to  take  place. 

In  the  diffuse  variety  there  is  a  more  general  distribution 
of  the  morbid  elements,  though  the  circumscribed  fonn  may 
Btill  be  evident  in  the  aorta  which  is  liable  to  dilatation.  The 
intima  is  decidedly  thickened  and  the  other  coats  are  affected 
to  a  slighter  extent.  The  subendothelial  connective  tissue  pro- 
liferates, the  media  shows  a  hyaline  transformation  and  the 
muscular  fibers  and  elastic  tissue  have  a  tendency  to  disappear 
as  the  disease  advances.  Calcareous  deposits  may  now  develop 
until  the  vessel  wall  is  greatly  thickened,  or  the  arterial  struc- 
ture may  be  transformed  into  a  hard  and   unyielding  mass. 
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Necrotic  degeoeration  is  found  in  the  smaller  arteries  of  ad- 
vanced caaea.  The  surfaces  may  also  undergo  ulceration  until 
abscesses  and  thrombi  are  natural  sequelae. 

The  general  effect  of  arteriosclerosis  produces  aneurysmal 
tendencies  and  for  the  same  cause  there  may  be  a  lack  of  blood 
in  other  organs — the  heart,  kidneys,  and  liver — to  the  extent 
that  the  nutrition  ia  cut  off  sufficiently  to  create  atrophy. 
When  the  coronaries  are  affected  fibrous  myocarditis  and 
sclerosis  of  the  aortic  and  other  segments  may  follow.  During 
the  progress  of  the  disease  the  arterial  pressure  is  elevated  on 
account  of  the  resistance  to  the  blood  current  by  loss  of  arterial 
elasticity.  The  arteries  accessible  to  palpation  will  be  tor- 
tuous and  rigid,  while  the  pulse  is  full,  hard  and  sharp. 

Symptoms. — The  symptoms  depend  decidedly  upon  the  lo- 
cation of  the  pathologic  process.  They  are  often  so  latent 
that  they  are  not  discovered  until  the  disease  is  well  advanced, 
or  there  are  signs  of  circulatory  disturbance  affecting  the  heart 
muscle,  the  kidneys,  brain  or  digestive  organs.  The  extremities 
are  usually  cold.  Palpitation,  dyspnea  and  precorduU  pain  are 
detected  when  cardiac  hypertrophy  follows  the  increased  periph- 
eral resistance.  The  apex  beat  in  this  case  will  be  decidedly 
displaced  downward  and  to  the  left.  The  first  sound  is  weak 
and  the  aortic  second  sound  has  a  marked  accentuation.  An 
apex  systolic  murmur  is  often  present  when  myocardial  degen- 
eration exists.  The  kidney  disturbances  are  not  always  found 
at  first  as  these  organs  may  suffer  gradual  atrophic  changes  fol- 
lowing the  diminished  blood  supply.  There  is  usually  an  early 
increase  of  pale  colored  urine  with  low  specific  gravity.  The 
urea  is  diminished  and  later  albumin  appears,  together  with  a 
few  hyaline  oasts.  In  the  cerebral  type  of  milder  form,  head- 
ache, tinnitus,  vertigo  and  syncope  are  suspicious  symptoms. 
In  older  patients  a  thrombus  or  an  embolus  may  give  rise  to 
apoplexy  and  secondary  cerebral  softening  as  the  result  of 
anemia.  Digestive  disturbances  do  not  suggest  very  much  as 
they  are  so  often  in  evidence  from  other  causes.  General  cir- 
culatory failure  is,  however,  a  symptom  to  be  explained.  There 
are  sometimes  suggestions  of  pulmonary  atheroma,  and  arterio- 
sclerosis of  a  peripheral  type  is  recognized  when  tissue  starva- 
tion, due  to  an  obliteration  of  an  artery  of  the  extremities,  is 
evidenced  by  local  gangrene. 

By  palpation  it  is  possible  in  advanced  cases  to  detect  the 
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hardened  radial,  temporal,  brachial  or  femoral  Teasels.  In 
some  cases  this  ia  utterly  impossible.  The  pulse  is  slow  and 
hard,  showing  the  high  arterial  tension.  As  the  rigid  arterial 
walls  make  palpation  uncertain,  Anders  suggests  that  compres- 
sion be  performed  with  the  index  finger,  while  the  middle  finger 
feels  for  the  pulse  wave;  if  this  is  found,  arteriosclerosis  is 
probable.  The  sphyginographic  tracing  shows  a  gradual  up- 
stroke, a  broad  and  flattened  summit,  with  an  absent  or  dimin- 
ished dicrotic  notch. 

Diafoosis. — Hardened  arteries,  high-tension  pulse,  hyper- 
trophy of  the  left  ventricle  and  accentuation  of  the  aortic  second 
sound,  are  the  characteristic  symptoms  upon  which  a  diagnoeie 
is  based.  The  signs  wliich  point  to  circulatory  impairment  and 
the  invasion  of  other  organs  as  enumerated  in  the  symptom- 
atology, are  also  to  be  considered. 

Prognosis. — Arteriosclerosis  is  a  disease  which  furnishes 
many  surprises.  The  pathology  would  naturally  si]ggest  the 
danger  of  sudden  death  from  the  slightest  overexertion,  but 
many  patients  endure  the  disease  for  years  and  die  from  other 
causes.  As  it  is  essentially  incident  to  advanced  age,  any  of 
the  unfavorable  symptoms  may  appear  unexpectedly.  Every- 
thing depends  upon  the  degree  of  vascular  change  and  the  extent 
of  visceral  disturbance.  Henal  cemplications  result  in  gradual 
asthenia,  while  cerebral  hemorrhage  usually  ends  life  suddenly. 

Treatmeot, — The  protection  of  sclerotic  arteries  should 
be  the  first  consideration  on  the  part  of  the  physician.  It  will 
be  necessary  to  regulate  the  habits,  diet  and  the  occupation  so 
that  undue  vascular  strain  may  not  take  place.  A  safe  system 
of  exercise  should  be  instituted  and  the  occupation  should  not 
permit  excessive  muscular  effort.  A  quiet  outdoor  life  is  best. 
Overeating  and  foods  which  fatten  or  excite  the  circulation 
must  be  avoided.  A  light  diet  with  vegetables  in  excess  is  best. 
The  patient  should  be  warned  to  eat  sparingly  and  regularly. 
Digestive  disturbance  must  be  corrected  and  the  kidneys  should 
not  be  excited  by  nitrogenous  foods.  A  normal  renal  and 
hepatic  activity  and  a  healthy  skin  are  mandatory  requirements 
for  the  sake  of  toxin  elimination.  Sleep  is  another  means  for 
the  preservation  of  circulatory  quietude.  This  should  be  pre- 
scribed in  the  day  time  as  well  as  night,  for  every  moment  of 
rest  reduces  the  tension  of  the  weakened  arteries.  The  beat 
thinkers  in  medicine  are  at  last  arriving  at  the  point  where  they 
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state  that  the  most  acceptable  mode  of  practice  must  be  in  ac- 
cordance with  the  flymptoms  or,  aa  they  are  pleased  to  say, 
*'aymptomatic  " 

Eegarding  remedies,  it  is  natural  to  refer  to  the  experience 
of  practicians  as  well  aa  to  the  scientific  theory  of  symptoms. 
It  has  long  been  a  settled  opinion  that  it  is  best  in  many  casc^ 
for  the  temporary  relief  at  least,  to  resort  to  the  vasodilator 
remedies.  The  best  of  these  is  nitroglycerin  (gr.  1/100-1/50), 
given  often  enough  to  maintain  the  dilatation.  Brythrol  tetra- 
nitrate  (gr.  1/2  t.  d.)  is  a  new  vasodilator,  whose  action  is 
more  prolonged  than  nitroglycerin.  This  may  be  combined 
with  digitalis  if  the  heart  needs  the  sustaining  force  of  the 
latter  remedy.  In  general  the  vasoconstrictors  must  be  avoided, 
unless  they  are  demanded  for  other  symptoms.  If  these  are 
needed  in  cardiac  insufficiency  strophanthus  is  one  of  our  best 
agents.  For  the  relief  of  vascular  tension  it  is  absolutely  neces- 
sary to  keep  the  bowels  free  and  the  liver  in  a  most  active  state. 
The  older  method  of  using  calomel  is  not  best,  though  it  may  be 
resorted  to  when  an  active  purge  seems  essential.  It  is  possible 
in  the  majority  of  cases  to  obtain  this  end  by  the  use  of  reme- 
dies which  do  not  produce  such  unfavorable  results,  such  as 
cascara,  castor  oil  or  ckinoidin.  Venesection  is  a  procedure 
which  is  bound  to  receive  more  consideration  in  the  future  in 
cases  when  catharsis  fails  to  relieve  the  circulatory  tension. 
Much  of  the  treatment  which  pertains  to  cardiac  lesions  will 
apply  here.  It  is  also  necessary  in  all  cases  to  direct  our  atten- 
tion to  the  other  organs  which  may  be  involved. 

The  internal  remedies  which  are  still  in  use  usually  are 
combinations  of  iodin.  The  iodid  of  sodium  (grs.  3-6),  three 
or  four  times  daily,  has  received  considerable  commendation. 
The  dosage  may  be  systematically  increased.  Iodid  of  potas- 
sium and  iodid  of  strontium  are  favorite  remedies  with  some. 
The  iodid  of  lead,  the  iodid  of  arsenic  and  the  iodid  of  lime  may 
be  considered.  Cuprum,  ferrum  iodid,  ledum  and  zinc  are 
remedies  which  will  ^ways  bear  close  study  in  these  cases. 
MBrcurius  iodid  and  auruTu,  iodid  will  naturally  be  thought  of 
when  arteriosclerosis  is  in  any  sense  a  sequela  of  syphilis. 
Nitric  acid  should  not  be  overlooked  when  tertiary  symptoms 
are  present,  and  following  this  last  remedy  we  will  do  well  to 
look  carefully  for  the  indications  of  ealcarea  carh.,  kali  earh., 
nairum  carh.,  hepar  sulphur  and  graphites.     Secale,  lachesis 
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and  phoaphorus  have  also  a  definite  relation  to  the  metamor- 
phoeiB  of  tisBue  which  is  so  prominent  a  factor  in  this  dieeaae. 


ANEUKYSH. 


The  term  aneurysm  properly  means  a  circnmacribed  dila- 
tation of  an  artery.  This  must  be  difEerentiated  from  the  uni- 
form dilatation  of  a  veesel  which  may  follow  sclerosis.  The 
subject  is  studied  under  two  heads,  (1)  true  and  (2)  false  an- 
eurysm. A  true  aneurysm  is  recognized  when  the  dilatation  is 
circumscribed  and  defined  by  one  or  more  of  the  arterial  coats. 
A  faiae  aneurysm  is  a  circumscribed  collection  of  blood  found  in 
the  surrounding  tissues  having  passed  out  through  a  rupture 
in  the  arterial  walls  for  which  hematoma  is  a  more  correct 
term.  Other  terms  have  been  applied  in  accordance  with  the 
forms  which  aneurysms  take.  For  instance,  a  dissecting  aneur 
rysm  is  one  in  which  the  blood  passing  through  a  rupture  in  the 
intima  burrows  between  the  inner  and  middle  coats  or  in  the 
layers  of  the  media,  thus  separating  them  for  some  distance. 
A  sacc-\dated  aneurysm  resembles  a  sac  protruding  from  one 
side  of  the  artery ;  the  artery  and  tumor  may  communicate 
either  through  a  large  or  a  narrow  opening.  A  fusiform  variety 
is  represented  by  an  enlargement  of  the  vessel  which  is  quite 
uniform.  An  arteriovenous  form  is  one  in  which  a  fistulous 
connection  exists  between  an  artery  and  a  vein.  This  is 
called  an  aneurysmal  varix.  It  may  appear  as  a  sac  between 
the  two  vessels  under  which  condition  it  is  defined  as  a  varicose 
aneurysm.  Miliary  aneurysms  are  foUnd  along  the  course  of 
the  cerebral  vessels  and  receive  the  name  from  their  minute  size. 

Etiotofy  and  Pathology. — Aneurysm  is  possible  when  the 
mural  resistance  is  weakened  and  the  arterial  pressure  is  in- 
creased. Arteriosclerosis  is  the  most  frequent  cause.  Pro- 
longed high  arterial  tension  which  attends  persistent  laborious 
work  or  which  follows  cardiac  hypertrophy  is  a  common  pre- 
disposing cause.  Sudden  and  severe  strain  or  violent  coughing 
spells  often  induce  it.  Traumatism  may  be  regarded  as  an  oc- 
casional factor  and  all  the  predisposing  causes  of  arteriosclerosis 
such  as  syphilis,  gout,  alcohol,  rheumatism,  nephritis,  etc.,  must 
be  thought  of  in  our  study  of  the  disease.  Non-septic  embolism 
may  create  an  aneurysm  on  the  proximal  side  of  the  obstruc- 
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tion.  In  maligtuint  endocarditia  the  inflammatOTy  invaaion  ma; 
extend  to  the  aorta  and  there  favor  an  aneurjBmal  dilatation 
bj  ite  degenerative  process.  Men  are  afflicted  oftener  than 
women  and  the  prediepoaing  age  is  between  thirty  and  fifty. 
Heredity  may  be  a  factor  to  the  extent  that  the  arteries  are 
natnrally  of  poor  quality.  The  intima  and  adventitia  are  thick- 
ened, though  the  media  probably  yields  to  the  degenerative 
process  first.  Fibrous  bands  supplant  the  muscular  tiuue  and 
the  wallfl  gradually  become  thin  until  a  rupture  takes  place. 
The  blood  in  the  tumor  is  partly  fluid  and  contains  clotB. 
Coagulation  about  the  circumference  tends  to  obliterate  the 
tumor  to  a  greater  or  less  degree  and  seems  to  be  nature's  effort 
to  strengthen  the  thinned  and  dilated  wall.  Through  dislodg- 
ment  of  these  thrombi,  embolism  of  a  distant  vessel  is  a  con- 
stant danger.  Pressure  upon  neighboring  tissues  nnd  organs 
and  ruptures  constitute  the  greatest  dangers.  The  reacting 
bifluence  upon  the  heart  is  an  eventual  menaci!.  According  to 
their  location  the  following  varieties  may  be  considered: 


ANEURYSM  OF  THE  THOEACIC  AORTA. 

The  aorta  is  the  most  common  seat  of  aneurysm,  and  the 
thoracic  portion  is  affected  more  than  any  other.  Half  of  these 
cases  occur  in  the  ascending  portion,  while  the  transverse  and 
descending  parts  are  invaded  less  frequently.  The  causes  which 
favor  their  development  are  found  in  the  etiology  of  arterioscle- 
rosis, and  alcohol  or  syphilis  may  be  discovered  as  primary 
factors.  When  arterial  degeneration  exists,  the  additional  strain 
of  physical  exertion  may  be  sufficient  to  lacerate  the  media  and 
distend  the  arterial  coverings  until  the  aneurysmal  pouch  is 
found.  The  size  and  shape  of  the  aneurysm  varies  decidedly. 
The  majority  are  saccular  and  some  may  attain  the  size  of  a 
cocoanut  while  smaller  ones  often  develop  near  the  root  of 
the  aorta.  The  larger  sacs  may  invade  the  upper  thorax  and 
cause  considerable  trouble  by  compression  upon  the  trachea, 
bronchi  or  lungs.  Instances  have  been  found  in  which  erosion 
of  the  vertebrae  has  taken  place,  the  protrusion  appearing  in 
tbe  back.  Secondary  pouches  or  multiple  tumors  sometimes 
characterize  the  formation. 

SymploOlS. — The  symptomatology  depends  greatly  upon 
the  size  and  location  of  the  tumor.    Some  cause  neither  symp- 
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toms  nor  phyaical  signs,  either  on  account  of  their  latent  devel- 
opment or  because  they  do  not  seriously  affect  neighboring  tis- 
sues. Sudden  death  as  the  result  of  rupture  may  be  the  fir^t 
indication.  Pressure  symptoms  and  the  presence  of  a  pulsating 
tumor  are  the  most  positive  signs.  Aneurysms  of  the  ascending 
portion  of  the  arch,  hy  their  compression  of  the  superior  vena 
cava,  cause  engorgement  of  the  veins  of  the  head  and  arm,  and 
if  the  subclavian  is  pressed  upon,  edema  and  enlargement  of 
the  right  arm  is  observed.  Should  the  inferior  vena  cava  be 
affected,  we  should  look  for  similar  symptoms  in  the  lower  ex- 
tremities. Large  aneurysmal  tumors  displace  the  heart  out- 
ward to  the  left,  and  in  case  the  right  recurrent  laryngeal  nerve 
is  pressed  upon,  aphonia  and  dyspnea  are  experienced.  Rup- 
ture into  the  pericardium,  pleura,  or,  rarely,  the  superior  vena 
cava,  are  possibilities  to  be  feared.  External  rupture  is  a  less 
common  termination.  If  the  aneurysm  is  exceptionally  large, 
it  may  erode  the  ribs  and  sternum,  causing  a  tumor  at  the  sec- 
ond or  third  interspace. 

Aneurysms  of  the  transverse  arch  most  commonly  extend 
backward,  creating  symptoms  of  cough  and  dyspnea  if  the  tra- 
chea is  preyed  upon ;  dysphagia  often  exists  n'hen  the  esopha- 
gus is  compressed.  The  bronchus  may  be  affected  in  like  man- 
ner giving  rise  to  dyspnea  and  such  secondary  conditions  as 
bronchiectasis,  bronchorrhea  and  lung  suppuration.  When  the 
left  recurrent  laryngeal  nerve  is  pressed  upon,  aphonia  will 
follow.  The  upward  extension  of  the  sac  will  result  in  sympa- 
ibetia  nerve  disturbance  and  carotid,  innominate,  and  subclav- 
ian pressure.  Compression  of  the  thoracic  duct  is  sometimes 
noticed,  rapid  emaciation  resiiUing.  The  sac  may  in  some  cases 
be  felt  at  tiie  suprasternal  notch. 

When  the  descending  portion  of  the  arch  is  affected  there 
will  be  signs  of  pressure  on  the  spinal  cord  if  erosion  of  the 
vntebrae  is  sufficient  to  permit  the  encroachment  upon  it. 
Dysphagia  and  bronchial  symptoms  may  arise  from  the  same 
compression.  The  cord  irritation  is  expressed  by  severe  and 
paroxysmal  pain.  The  tumor  may  reach  the  subcutaneous 
tissue  in  the  r^on  of  the  left  scapula.  Rupture  into  the  left 
bronchus,  pericardium,  pleura  or  superior  vena  cava  ends  in 
sudden  death.  The  lower  part  of  the  descending  aorta  may  be 
the  seat  of  aneurysmal  dilatation  and,  in  this  case,  it  will  affect 
the  structures  nearer  the  diaphragm,  often  showing  a  tumor  in 
the  umbilical  region. 
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The  general  symptoms  of  aneurysm  will  alwaTS  be  char- 
acterized ae  follows :  Pain  is  an  early  and  constant  symptom. 
It  may  occur  in  paroxysms  and  varies  greatly  with  the  location 
and  development  of  the  tumor.  When  the  bony  structures  are 
being  eroded,  it  will  be  a  continuous  boring  pain.  Often  it  is 
sharp,  radiating  or  neuralgic,  as  it  is  reflected  down  the  arm  or 
along  the  intercostal  nerves.  This  will  vary  in  accordance  with 
posture.  The  paroxysmal  resemblance  of  anginal  attacks  is 
sometimes  recc^ized.  When  the  aneurysm  develops  suddenly 
as  the  result  of  severe  strain,  the  patient  is  liable  to  complain  of 
an  excruciating  pain  with  the  sense  of  something  suddenly 
"giving  way."  The  extrinsic  pain  will  vary  as  the  pressure 
is  relieved,  and  thus  it  will  be  observed  that  relief  is  experienced 
when  the  osseous  erosion  is  complete  and  the  softer  tissues  are 
not  so  resisting.  Intrinsic  pain  is  always  lessened  as  the  vascu- 
lar tension  is  lowered. 

Dyspnea  is  a  prominent  symptom  and  is  more  distressing 
than  when  it  accompanies  ordinary  disturbances.  It  may  be- 
come continuous  and  is  subject  to  exacerbations.  It  is  due  to 
pressure  upon  the  trachea,  bronchi  or  a  laryngeal  nerve.  The 
muscles  of  forced  respiration  are  often  excited  and  symptoms 
of  spasmodic  asthma  may  intervene.  Cough  is  spasmodic  and 
bothersome  in  its  persistency.  When  the  pressure  affects  the 
trachea,  it  is  paroxysmal  and  dry  in  character.  When  the 
bronchi  or  a  portion  of  the  lung  are  impinged  upon,  causing  a 
.  retention  of  secretions,  it  will  simulate  the  bronchiectatic  par- 
oxysm and  will  give  rise  to  a  copious  expectoration  of  thick 
and  ropy  muco-pus,  which  settles  in  layers.  It  has  a  toneless 
and  muffled  character  when  the  vocal  chords  are  affected.  A 
hoarse  cough  or  spasm  of  the  vocal  chords  follow  the  slight  com- 
pression or  irritation  of  the  recurrent  laryngeal  nervea,  while 
a  complete  compression  results  in  a  paralysis  which  is  recog- 
nized by  aphonia.  Hemoptysis  is  an  occasional  occurrence,  sec- 
ondary to  granulations  on  the  tracheal  mucosa,  to  bronchial  con- 
gestion, necrosis  of  lung  tissue  or  a  gradual  leakage  of  the 
aneurysm.  Dysphagia  is  a  symptom  which  has  already  been 
mentioned  in  connection  with  esophageal  pressure,  and  involve- 
ment of  the  sympathetic  nerves  displays  signs  of  pupillary 
changes  and  other  nerve  disturbances  of  various  types. 

Physical  Sifns. — Inspection. — Pulsation  is  the  significant 
sign;  it  is  expansile  in  character  and  may  be  forcible  and 
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beaving;  if  it  is  associated  with  an;  swelling,  the  diagnosis  is 
more  positive.  It  is  observed  most  frequently  in  the  right  sec- 
ond interspace,  and  is  rarely  found  in  the  corresponding  area  to 
the  left  of  the  sternum.  When  the  tumor  is  located  along  the 
transverse  aorta,  the  pulsation  may  be  noticed  at  the  epistemal 
notch.  When  the  innominate  is  involved,  the  throbbing  will  be 
detected  on  the  right  side  of  the  neck  above  the  atemoclavieular 
jtmction  or  just  above  the  sternum  toward  the  right.  Should 
the  aneurysm  be  located  near  the  origin  of  the  aorta,  the  pulsa- 
tion may  be  as  low  as  the  left  third  interspace  near  the  sternal 
border.  When  the  descending  portion  is  the  seat  of  the  tumor,  it 
may  be  detected  also  as  low  as  the  third  left  interspace.  In- 
spection may  discover  a  pulsating  tumor  in  the  left  scapular 
zone  and  spinal  curvature  is  sometimes  apparent.  The  swell- 
ing in  some  cases  may  be  bo  slight  as  to  be  imperceptible,  while 
at  other  times  it  represents  a  tumor  of  considerable  size.  The 
overlaying  skin  may  be  thinner  or  show  signs  of  ulceration. 
The  appearance  of  the  patient  in  advanced  cases  is  suggestive  of 
emphysema.  The  barrel-shaped  chest,  the  elevation  of  the  ribs 
and  sternum  at  each  inspiration,  together  with  the  prolonged 
and  labored  expiration,  are  quite  distinctive. 

Palpation  helps  to  confirm  the  expansile  character  of  the 
pulsation.  The  tumor  may  be  compressible  and  fluctuating  to 
the  sense  of  touch,  or,  in  case  of  any  thickening  from  the  deposit 
of  fibrin,  a  firm  and  resisting  feeling  is  experienced.  Bimanual 
palpation,  with  one  band  on  the  chest  and  the  other  on  the 
back,  is  necessary  to  determine  the  character  of  the  tumor. 
A  diastolic  shock  succeeding  the  systolic  impulse  is  a  valuable 
sign,  and  tracheal  tugging  may  often  be  revealed  to  the  hand. 
Perevsaion  does  not  always  give  conclusive  evidence.  As  the 
aneurysm  develops  there  may  be  sufficient  retraction  or  collapse 
of  the  neighboring  lung  tissue  to  give  localized  flatness  on  deep 
percussion.  A  sense  of  increased  resistance  is  also  experienced. 
This  flat  sound  will  be  detected  to  the  right  of  the  sternum 
when  the  ascending  arch  is  involved,  and  in  the  left  interscapu- 
lar or  scapiilar  area  when  the  descending  portion  of  the  arch 
is  involved.  When  the  aneurysm  is  located  in  the  transverse 
aorta,  dnlness  will  not  be  so  easily  discovered.  Pressure  dis- 
placement of  the  heart  will  change  the  area  of  cardiac  dnlness. 
Avscultaiion  gives  positive  or  negative  signs  in  proportion  to 
the  size,  location  and  pathologic  state  of  the  tumor.    Much  de- 
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penda  upon  tbe  amount  of  ooagulum  in  the  sac.  A  systolic 
bruit  is  frequently  beard  over  the  seat  of  the  tumor  and  ia  trans- 
mitted into  the  veaaela  of  the  neck.  A  diastolic  murmur  may 
exist  alone  when  the  lesion  is  near  the  aortic  ring,  or  there  may 
be  a  modification  of  both  sounds.  The  bruit  is  generally  defined 
as  loud  or  booming.  The  heart  sounds  may  be  heard  over  the 
tumor.  It  is  safe  to  say  that  in  the  majority  of  cases  no  dis- 
tinctive sound  will  be  recognized.  The  pulse  beyond  the 
aneurysm  will  be  lessened  in  volume  and  retarded.  If  the 
innominate  ia  involved,  the  right  pulse  will  be  weak  and  re- 
tarded, while  the  left  will  be  normal.  On  the  contrary,  we  shall 
find  a  weak  and  delayed  pulse  in  the  left  wrist  ahonld  the  trans- 
verse arch  beyond  the  innominate  be  involved.  The  sphygmo- 
graphic  tracing  will  show  a  slanting  upstroke  with  a  broad 
summit  and  obliterated  waves  in  the  downstroke. 

DiaCDOsla. — To  accurately  diagnoee  aneurysm  ia  not  an 
easy  matter ;  the  small  and  deep-seated  tumors  give  such  slight 
symptoms  that  it  is  often  an  impossibility.  The  antecedent  his- 
tory as  given  under  the  etiology  must  be  carefully  studied. 
The  predisposing  causes  already  enumerated  must  be  carefully 
r^arded  and  the  pressure  signs  will  demand  close  study.  The 
presence  of  a  pulsating  tumor  in  the  vicinity  of  the  blood  ves- 
sel is  the  most  suggestive  sign.  Several  differentiations  muat 
be  made.  Mediastinal  tumora  are  often  confusing.  These, 
however,  do  not  manifest  such  decided  and  expansile  pulsa- 
tion, unless  the  growth  is  very  large;  the  systolic  and  diastolic 
shock  are  not  marked;  tracheal  tugging  is  absent  and  the  re- 
tarded pulse  is  not  found.  Pain,  enlargement  of  the  cervical 
or  axillary  glands,  together  with  the  characteristic  cachexia, 
are  invariably  present.  Pulsating  empyema  will  give  a  differ- 
ent history,  the  pressure  symptoms  are  not  the  aame  and  the 
area  of  dulnesa  is  not  limited  to  the  aortic  region.  The  car- 
diac shock  is  not  discovered  and  the  expansile  pulsation  is 
not  present.  Veurotic  pulsations  are  more  general,  and  inti- 
mate association  with  neurasthenic  conditions  is  usually  foimd. 
Paroxysmal  tachycardia  ia  a  prevailing  symptom  not  common 
in  aneurysm.  Aortic  regurgitation,  with  dilatation  of  the 
ascending  aorta,  strongly  simulates  aneurysm  of  the  arch.  It 
does  not,  however,  exhibit  the  signs  of  a  tumor  with  expan- 
sile pulsation  and  other  pressure  symptoms.  The  compression 
of  a  bronchus  by  a  large  aneuryamal  tumor  may  give  rise 
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to  bronchiectasis  or  possibly  to  an  abecess  with  septic  sequelae 
suggestive  of  pulmonary  tuberculosis;  in  this  case,  however, 
the  sputum  examination  and  other  pulmonary  findings  should 
differentiate.  Displacement  of  the  heart,  lung  retraction  or 
even  spinal  curvature  may  cause  abnormal  pulsations,  but 
these  should  not  be  confused  with  aneurysm. 

Profnosls. — Sudden  death  is  a  not  infrequent  termination 
and  is  due  to  rupture  of  the  sac  and  hemorrhage  into  the  heart, 
pericardium,  esophagus,  a  bronchus,  etc.  Gradual  bleeding  from 
the  sac  may  be  followed  by  chronic  heart  affections  or  lead  to 
a  slowly-developing  asthenia.  Spontaneous  recovery  has  been 
reported  and  there  are  instances  in  which  the  sac  has  been 
protected  by  fibrinous  infiltration.  With  the  greatest  care 
life  may  be  prolonged  in  some  cases,  but  the  prognosis  must 
be  regarded  as  extremely  unfavorable. 

Treatment. — Treatment  does  not  oflfer  mudi  encourage- 
ment. The  possibility  of  a  cure  depends  mostly  upon  the 
coagulation  of  the  blood  within  the  sac  Any  measure  which 
favors  this  will  have  some  remedial  effect.  This  theory  is 
confirmed  by  the  tendency  toward  a  spontaneous  cure  which 
is  sometime  observed  in  the  saccular  variety  with  a  narrow 
opening. 

Enforced  rest  will  contribute  to  this  end  more  than  any 
other  agent.  Emotional  excitement,  nerve  tension,  alcoholic 
and  other  stimulation  must  be  eliminated.  The  heart  must 
be  kept  in  perfect  repose  and  any  tendency  to  palpitation 
must  be  overcome  by  remedies,  and,  if  necessary,  by  means 
of  the  icebag.  Cardiac  complications  should  receive  careful 
treatment.  A  considerate  solid  diet  will  also  favor  the  blood 
coagulation.  Venesection  has  been  claimed  as  a  temporary  re- 
lief, but  in  all  probability  it  is  at  best  only  temporary  and 
certainly  will  not  do  in  anemic  cases. 

The  use  of  remedies  has  not  given  much  encouragement. 
It  has  been  claimed  that  potassium  iodid,  by  its  internal  action, 
has  a  tendency  to  thicken  and  contract  the  aneurysmal  wall, 
and  also  to  decrease  the  blood  pressure.  When  syphilis  is  a 
factor,  it  is,  no  doubt,  worthy  of  consideration.  Maximum 
doses  should  he  attained  by  degrees.  Other  preparations  of 
iodin — particularly  those  which  cause  least  gastric  disturb- 
ance—may be  used  with  some  measure  of  success.  If  any 
results   are  to  be  obtained  in  this  way,  the  treatment  must 
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be  followed  for  many  mODtbs.  Ergot,  or  better,  ergolin,  has 
also  been  recommended  to  contract  the  sac  and  jet  the 
tmfavorable  features  of  this  remedy  would  naturally  dis- 
courage its  use,  except  in  extreme  cases.  The  aqueous  solu- 
tion has  been  injected  into  the  sac  with  varying  reaultB.  Acu- 
puncture, by  means  of  an  iron  wire  or  needle  introduced  into 
the  aac,  has  been  employed  with  the  hope  that  coagulation  of 
blood  upon  this  foreign  substance  would  to  some  extent  favor 
contraction.  Qalvano-puncture,  wiring  and  electrolysis  have 
also  been  advocated  and  astringents,  such  as  the  solution  of 
lead  or  persulphate  of  iron,  have  been  injected  for  the  same 
purpose.  The  unfavorable  results  and  the  incident  dangers 
have  condemned  these  efforts  as  too  heroic  and  uncertain  for 
safe  practice.  The  subcutaneous  injection  of  gelatin  has  re- 
ceived considerable  attention  of  late.  Two  parts  of  gelatin 
are  dissolved  in  one  hundred  parts  of  normal  saline  solution. 
Two  hundred  and  fifty  cubic  centimeters  of  this  are  in- 
jected under  the  skin  in  the  region  of  the  thigh.  About  a 
dozen  injections  are  necessary  for  the  cure.  We  have  no  posi- 
tive statistics  confirming  the  value  of  this  procedure.  Ligation 
of  the  carotid  and  subclavian  arteries  has  also  been  suggested. 
Few  physicians  will  resort  to  the  above  expedients  unless 
some  demand  for  heroic  effort  is  made.  Experienced  prac- 
ticians will  always  realize  the  almost  inevitable  failure  of 
such  measures.  Peripheral  aneurysm  will  doubtless  yield 
somewhat  to  compression,  but  the  control  of  violent  heart  action 
by  the  use  of  cardiac  sedatives  will  accomplish  equally  as 
much.  The  nervous  system  must  always  be  kept  under  proper 
subjection  and  remedies  should  be  prescribed  on  the  general 
principles  of  symptomatic  suggestion.  It  may  be  best  and  nec- 
essary to  relieve  pain  by  the  use  of  morphin,  but  the  remedies 
mentioned  under  the  general  treatment  of  heart  disease  must 
always  be  taken  into  consideration.  Homeopathically  we  may 
look  for  help  from  aconite,  digitalis,  gelsemium,  veratrum  viride 
and  such  constitutional  remedies  as  plumbum  iodid,  calcarea, 
ferrum  pkos.,  arsenicvm  iodid,  spongia  and  Irali  iodid. 


ANEURYSM  OP  THE  ABDOMINAL  AORTA. 

The  neighborhood  of  the  celiac  axis  may  be  the  seat  of 
aneurysm,  a  variety  of  forms  being  possible,  thou^  the  most 
conmion  are  the  fusiform  and  saccular.     Occasionally  there  are 
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multiple  formatioDB.  If  the  tumor  presses  upon  the  vertebrae 
erosion  may  occur  and  the  spinal  cord  may  be  compressed,  caus- 
ing paraple^a,  with  its  peculiar  train  of  symptoms.  Develop- 
ment anteriorly  is  more  common.  Rupture  into  the  lungs  or 
pleurae  is  a  possibility  in  case  tbe  diaphragm  is  perforated. 

Pain  is  an  early  and  persistent  symptom  when  the  nerve 
trunks  are  irritated  by  pressure.  At  first  this  may  be  lancin- 
ating in  character  and  extend  toward  the  Qmbilicus  or  down- 
ward into  the  extremities.  As  pressure  and  erosion  increase 
the  pain  assumes  a  boring  feature,  and  later  is  liable  to  become 
paroxysmal  and  colicky.  Gastric  disorders  and  hepatic  hyper- 
emia may  give  rise  to  vomiting  and  jaundice;  other  disturb- 
ing pressure  symptoms  may  be  present. 

Physical  Sifns. — A  pulsating  tumor,  expansile  in  char- 
acter, is  usually  recognized  by  inspection  or  palpation.  If 
the  tumor  is  attached  to  the  diaphragm  the  cardiac  beating 
may  give  evidence  of  a  double  pulsation.  The  femoral  pulse 
is  nsually  dimiuished  in  volume  and  somewhat  retarded.  The 
presence  of  the  tumor  is  observed  most  frequently  just  above 
the  umbilicus  and  to  the  left  of  the  median  line.  It  may 
also  project  toward  the  left  hypochondrium  or  the  lateral  and 
posterior  lumbar  areas.  It  is  often  not  palpable  and  partic- 
ularly when  it  is  just  beneath  the  diaphragm.  A  soft  systolic 
bruit  is  generally  heard  over  the  tumor;  a  diastolic  murmur 
is  possible. 

Diagnosis. — The  presence  of  a  swelling  over  the  course 
of  the  aorta,  the  expansile  pulsation  and  the  systolic  bruit 
are  characteristic  signs  for  careful  mid  comparative  study. 
Neurotic  pulsations  will  often  be  confusing,  but  the  general 
features  of  neurasthenia  and  the  absence  of  a  tumor  will  aid 
the  decision.  Solid  tumors  which  press  upon  the  aorta  will 
be  recognized  when  the  patient  takes  a  position  which  allows 
the  tumor  to  fall  forward  away  from  the  blood  vessel.  Anemia 
will  be  differentiated  by  the  blood  examination  and  other 
typical  symptoms. 

Profnosls  and  Treatmanl. — We  should  not  ofFer  much  en- 
couragement in  the  treatment.  Spontaneous  obliteration  may 
be  hoped  for  as  in  other  ^orms  of  aneurysm,  but  is  rare.  Rup- 
ture is  the  constant  danger.  Cord  compression,  paraplegia  and 
embolism  of  the  superior  mesenteric  artery  are  also  to  be 
feared.     Treatment  gives  little  hope  and  in  general  it  should 
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be  similar  to  that  employed  in  thoracic  aneurysm.  The  oppor- 
tunities for  employing  the  heroic  measures  suggested  under 
iiiat  head  do  not,  however,  present  themselves  so  favorably. 


ANEURYSM  OF  THE  PUIHONASY  ARTERY. 

Aneurysm  of  the  pulmonary  artery  is  not  common,  though 
there  are  frequent  dilatations  of  thiB  vesael  as  a  result  of 
obstruction  in  the  pulmonic  circulation.  Disease  of  the  mitral 
valves,  emphysema  and  tuberculosis  contribute  frequently  to 
this  condition. 

Symptoms  and  Physical  SiCns. — Sufficient  diagnostic  signa 
to  define  the  presence  of  aneurysm  of  the  pulmonary  artery 
are  not  always  present.  Disturbances  of  pulmonary  circula- 
tion, dyspnea,  cyanosis  and  cough  may  furnish  the  only  sus- 
picious features  prior  to  the  autopsy.  There  may  be  some 
pressure  symptoms  similar  to  those  of  aortic  aneurysm.  Pul- 
sation may  be  discerned  in  the  second  left  interspace  and  pal- 
pation may  find  an  appreciable  thrill  and  diastolic  shock.  A 
superficial  systolic  murmur  is  sometimes  an  attending  physical 
sign  in  the  same  area.  Some  dulness  is  usually  discovered  at 
this  point.     The  right  ventricle  suffers  slight  enlargement. 

The  prognosis  is  always  iinfavorable.  The  treatment  is 
the  same  as  that  given  in  the  preceding  chapter. 

Aneurysms  of  (he  celiac  axis. — Aneurysm  of  this  part  of 
the  aorta  does  not  frequently  occur,  but  it  has  been  observed 
in  connection  with  a  similar  condition  in  the  upper  part  of 
the  abdominal  aorta. 

Aneurysm  of  the  splenic  artery  occasionally  exists  in  the 
single  or  multiple  form,  but  does  not  attain  much  size.  Deep- 
seated  and  radiating  abdominal  pain,  vomiting,  the  systolic 
bruit  and  the  expansile  pulsation  are  the  diagnostic  symp- 
toms. A  tumor  may  be  at  times  detected  in  the  left  hypo- 
chondriac area.  As  hematemesis  is  sometimes  present,  gas- 
tric ulcer  may  be  suspected.  Aneurysm  of  the  hepatic  artery 
is  unusually  rare  and  is  characterized  by  colicky  pains  below 
the  epigastrium,  vomiting,  hematemesis  and  jaundice.  Pul- 
sation may  be  detected,  but  the  presence  of  a  tumor  is  not 
easily  found.  Aneurysm  of  the  superior  mesenteric  artery  is  of 
exceptional  occurrence.  When  it  exists  it  will  be  demonstrated 
by  epigastric  and  lumbar  pain  and  a  typical  tumor  near  the 
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abdominal  median  line.  Mesenteric  embolism  and  peritonitis 
following  rupture,  are  the  possible  serious  consequencee.  An- 
eurysm of  the  inferior  mesenteric  artery  and  aneurysm  of  the 
renal  arteries  are  too  rare  to  permit  of  any  extended  descrip- 
tion. Congenital  aneurjem  is  not  a  common  discoverj,  though 
it  may  appear  as  the  result  of  maldevelopnient  of  the  elastic 
coat  of  an  artery  during  the  ante  natal  period.  The  multiple 
form  is  most  common,  but  the  tumor  is  comparatively  small 
in  size.  The  aneurysmal  wall  consists  of  the  adventitia  and 
the  intima  alone.  A  form  of  congenital  aneurysm  has  been 
described  by  Eppinger  as  periarteritis  nodosa,  in  which  nodules 
of  inflammatory  character  have  been  found  on  the  outer  coat. 
This"  is,  of  course,  found  only  among  children. 
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DISEASES  OF  THE  MOUTH. 


STOMATITIS. 


Stomatitis  is  an  inflammation  of  the  mucous  membrane 
of  the  mouth  and  appears  in  five  forms ;  Catarrhal,  aphthous, 
parasitic,  ulcerative  and  gangrenous. 

Catarrhal  Stomatitis. — This  is  the  mild  form  of  stomatitis 
and  is  commonl;  found  in  children.  It  is  a  simple  catarrhal 
inflammation  which  afFects  the  mucous  membrane  of  lie  mouth 
without  any  destruction  of  the  deeper  tissues.  Chemical  and 
mechanical  irritants  commonly  create  the  inflammation;  it  may 
result  from  over-heated  food,  acids,  alkalies,  tobacco  and  stim- 
ulants. With  children  imperfect  dentition,  poor  food  and  mal- 
nutrition are  predisposing  factors.  Improper  care  of  the 
mouth,  decomposed  food  and  infection  should  be  considered 
in  both  children  and  adults.  The  eruptive  fevers,  gastro-intea- 
tinal  disturbances  and  direct  inflammatory  extension  from  the 
tonsils  and  pharynx  are  exceptional  causes. 

The  symptoms  consist  in  marked  redness  of  the  buccal 
mucous  membrane  and  the  secretions  of  the  mouth  are  gen- 
erally decreased  at  first  but  later  they  are  increased  in  quan- 
tity. The  swelling  may  extend  to  the  mucous  membrane  of 
tlie  cheeks  and  lips  while  the  furred  tongue  shows  the  inden- 
tation of  the  teeth.  Pain  is  caused  by  the  introduction  of 
food,  and  the  suckling  child  will  not  take  the  nipple.  Rest- 
lessness and  slight  febrile  movement  will  usually  be  noticed. 
The  dribbling  saliva  is  acid  in  reaction  and  the  microscope 
shows  the  presence  of  desquamated  pavement  epithelium,  leuko- 
(^tes  and  micrococci.  The  inflammatory  invasion  is  acute  in 
character,  the  duration  is  short  and  the  prt^oeis  is  usually 
favorable. 
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Aphthous  Stomatitis. — This  form  ifi  included  undei'  T&ri- 
0U8  designating  terms.  Vesicular,  herpetic  and  follicular  atom- 
atitis  are  synonjmous  terms.  The  vesicles  appear  on  the  lips, 
cheeks  or  edges  of  the  tongue,  are  stnall  and  round,  rapidly 
d^enerating  into  yellowish-white  spots  surrounded  by  red 
areolae. 

Though  adults  may  be  afflicted,  cbitdren  are  more  fre- 
quently attacked  by  it.  The  spring  and  autumn  furnish  the 
greater  number  of  cases,  and  there  is  no  doubt  that  the  acute 
exanthemata  are  most  frequently  the  direct  cause.  Malnutri- 
tion, anemia  and  gastro-intestinal  disturbances  have  something 
to  do  as  predisposiiig  factors.  We  may  frequently  observe 
it  in  association  with  the  herpetic  eruptions  attending  pneu- 
monia. Forcheimer  daims  that  the  exciting  cause  may  be 
found  in  "deleterious  substances  in  the  circulation  which  are 
bacterial  or  toxic" 

Symptoms. — The  aphthous  ulcer  follows  the  rupture  of 
the  vesicle ;  pain  is,  therefore,  a  common  symptom.  The  ves- 
icles may  appear  after  the  prodromal  fever,  though  there  may 
be  no  confititutiona]  disturbance.  In  the  beginning  it  re- 
sembles catarrhal  stomatitis.  The  saliva  is  not  greatly  in- 
creased and  the  breath  is  rarely  offensive.  The  aphthae,  which 
follow  specific  infectious  fevers,  may  form  large  irregular 
ulcers  which  coalesce  and  give  a  confluent  form.  Riga's  dis- 
ease is  a  form  in  which  the  frenum  of  the  tongue  is  covered 
by  8  pearly  indurated  membrane.  It  is  found  in  unhealthy 
and  cachectic  children  and  occurs  often  as  an  epidemic. 

The  discrete  form  is  mild  in  character,  runs  a  short  course 
of  not  more  than  three  or  four  days  and  responds  quite  read- 
ily to  treatment.  The  confluent  form,  however,  is  very  per- 
sistent and  troublesome.  Unfavorabk  relapses  and  recurrences 
are  liable  to  take  place. 

Parasitic  Stomatitis. — This  form  of  the  disease  is  de- 
scribed also  under  the  terms  "thrush"  and  "mycotic  stomatitis." 
It  is  characterized  by  the  rapid  formation  of  grayish-white 
deposits  on  the  buccal  and  pharyngeal  mucous  membranes, 
which  have  a  tendency  to  coalesce  and  cover  the  entire  mucotis 
membrane.  The  exudate  is  a  contagious  fungus  of  the  yeast 
variety  aiid  is  known  as  the  oidium  albicans  or  saccbaromyces 
albicans.  The  formation  is  not  always  confined  to  the  buccal 
cavity;  it  may  in  severe  cases  extend  even  to  the  esophagus 
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and  larynx.  The  areas  of  the  specific  exudate  are  surrounded 
bj  an  inflaimnator;  areola  giving  rlee,  during  the  pn^^tess  of 
the  disease,  to  excoriation  and  bleeding  from  the  mucoua  mem- 
brane. 

EtiolotT- — "Thrush"  is  a  disease  found  most  frequently 
among  children  who  are  nursed  from  the  bottle.  The  lack  of 
cleanliness  in  the  care  of  the  bottle  and  nipple  is  the  moat  com- 
mon source  of  infection.  Unhygienic  surroundings  and  disor- 
ders of  the  gastro-intestinal  tract  always  favor  its  development. 
The  exanthemata,  congenital  syphilie  and  tuberculosis  have  been 
considered  as  predisposing  causes.  In  fact  any  inherited  dis- 
ease, or  the  cachectic  state  following  low  grade  fevers,  may  be 
looked  upon  as  possible  factors  in  its  development.  The  fer- 
mentation of  saccharine  or  impure  food  not  only  acidifies  the 
alkaline  secretions  of  the  mouth  but  impairs  nutrition  of  the 
mucosa.  This  condition  favors  the  fungus  growth  which  also 
adds  to  the  imhealthy  acid  reaction.  The  disease  may  be  ob- 
served in  adults  complicating  diabetes  mellitus,  tuberculosis 
and  other  debilitating  diseases.  Mechanical  injury  of  the  oral 
mucous  membrane  and  catarrhal  stomatitis  also  favor  this  in- 
fection. 

Symptoms. — The  early  symptoms  are  not  always  indica- 
tive of  the  disease.  Aside  from  the  local  symptoms  there  are 
not  generally  many  su^estive  signs  of  physical  disturbance 
unless  we  notice  gastro-intestinal  disorders  and  an  inability  to 
take  food.  Pain  during  the  act  of  nursing  is  evident,  and 
heat  and  dryness  of  the  oral  mucous  membrane  may  be  recog^ 
nized.  Upon  examination  of  the  mouth  the  thrush  spots  will 
be  found.  They  are  slightly  raised  above  the  surface  and  are 
fowid  on  the  tongue,  cheeks,  lips  and  hard  palate.  In  rare 
cases  they  may  develop  on  the  tonsils,  pharynx  and  esophagus. 
We  have  every  reason  to  believe  that  the  stomach  is  also  in- 
vaded by  the  fungus.  While  these  spots  are  at  first  isolated, 
later  they  coalesce  and  may  change  frdtn  the  pearly  white  color 
to  a  yellow  or  brownish  color  owing  to  the  change  in  the  secre- 
tions. In  the  early  stages  the  exudate  is  adherent  but  later 
it  is  easily  detached,  leaving  a  smooth  surface.  There  may 
be  successive  crops  of  the  thrush  spots  and  in  some  instances 
the  deeper  tissues  are  invaded.  Other  fungi  may  develop  in 
conjunction  with  the  typical  exudate  of  thrush  as  the  warmth 
and  moisture  of  the  mouth  favor  such  processes.     Dleeration 
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of  the  oral  mucous  membrane  is  a  possible  sequence  aa  the 
fungi  are  detached.  Diarrhea  may  follow  the  introduction 
of  this  foreign  matter  into  the  intestinal  tract. 

Diatnosls.— Microscopic  examination  will  reveal  the  cause 
of  the  disease,  though  it  is  possible  to  find  the  thrush  organism 
in  connection  with  other  false  membranes.  Milk  curds  should 
cause  no  uncertainty  in  diagnosis  as  they  are  so  easily  removed. 
From  aphthous  stomatitis  we  shall  find  our  greatest  difficulty 
in  differentiation.  Yet  in  this  disease  salivation  takes  the 
place  of  the  dryness  of  the  mouth  and  a  more  pronowiced 
ulcer  of  whitish-yellow  color  is  surrounded  by  a  red  areola; 
when  this  ia  removed  by  the  forceps  bleeding  is  more  liable 
to  follow.  Again  these  spots  are  not  numero'us  and  are  gen- 
erally discrete.  They  are  very  tender  and  appear  at  first  as 
herpetic  vesicles.  The  most  distinctive  difference  is  found 
in  the  absence  of  micro-organisms. 

The  prognosis  is  invariably  favorable  unless  there  are  com- 
plicating diseases  or  a  general  cachectic  condition  which  of 
course  retards  the  recovery.  The  average  case  usually  responds 
to  treatment  in  a  few  days. 

Ulcentlre  Stomatitis.— This  form  of  stomatitis  has  other 
names  &u<di  as  stomacace,  fetid  stomatitis,  and  putrid  sore 
mouth.  It  is  a  more  serious  disease  as  it  is  attended  by  mu- 
cous membrane  necrosis  and  more  pronounced  ulceration. 

Etiology. — Any  of  the  other  forms  of  stomatitis  may  pre- 
dispose to  this.  It  is  essentially  a  disease  of  late  childhood 
or  early  adult  life  and  abrasion  of  the  oral  mucous  membrane 
IB  invariably  the  starting  point  Thus  the  use  of  the  tooth 
brush,  or  a  carious  tooth  may  create  the  initial  lesion.  The 
lack  of  personal  hygiene,  impure  food,  contagious  and  debili- 
tating diseases  are  all  contributing  factors.  Impetigo  conta- 
giosa, scurvy,  mercurialization,  lead  and  phosphorus  poisoning 
are  also  looked  upon  as  possible  causes.  2'ke  exciting  cause  is 
no  doubt  an  infectious  organism  not  yet  known  though  the 
streptococcus  and  staphylococcus  are  presumably  present. 

Symptoms. — The  ulcers  vary  in  size,  are  of  an  ashen  gray 
color  with  red  areola  and  show  a  tendency  to  bleed  easily. 
They  appear  at  first  at  the  edges  of  the  gums  opposite  the 
lower  incisors  and  spread  to  the  adjoining  parts  of  the  lips, 
cheeks  and  tongue.  The  gums  become  spongy  and  may  bleed 
excessively.     In  extreme  cases  the  teeth  are  liable  to  be  loos- 
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ened  and  the  alveolar  periosteum  may  undei^  necrosis.  Pro- 
fuse aalivation,  pain  and  tenderness  and  the  fetid  odor  of  the 
breath  are  characteristic  symptoms.  The  tongue  is  coated, 
swollen  and  shows  the  imprint  of  the  teeth;  the  submaxillary 
glands  are  liable  also  to  be  swollen.  As  the  constitvtionai  dis- 
turbances become  extreme,  fever  is  a  possibility — and  a  lowered 
state  of  vitality  will  give  rise  to  cachexia  and  other  symptoms 
of  debility.  Gastric  complications  will  be  recognized  by  the 
nausea  and  vomiting  while  an  offensive  diarrhea  may  follow 
as  the  result  of  swallowing  the  putrid  discharges.  The  dis- 
ease usually  follows  an  acute  course,  though  in  rare  exceptions 
it  may  assume  a  chronic  character. 

Hercnrial  Stomatitis,  or  mercurial  ptyalism,  is  a  form  of 
the  disease  which  is  induced  by  the  internal  administration  of 
mercury  or  when  absorption  follows  its  handling  in  the 
course  of  an  occupation.  The  symptoms  are  strikingly  sim- 
ilar, as  ptyalism,  fetor  of  the  breath,  swelling  of  the  oral  mu- 
cous membrane  and  ulceration  of  the  gums  are  observed.  Loss 
of  the  teeth  aud  alveolar  necrosis  are  natural  results. 

STphilitic  Slomalitls  is  likewise  ulcerative  in  character  but 
the  ulcers  are  found  also  in  the  throat  and  at  the  angles  of  the 
mouth.  They  do  not  bleed  as  freely  as  the  non-specific  ulcers 
but  the  tissue  degeneration  is  deeper.  Parrot's  ulceration  is  a 
form  which  occurs  in  the  new-born  and  it  is  characterized  by 
the  symmetrical  appearance  of  ulcers  on  the  hard  palate  on 
both  aides  of  the  median  line.  Bednar'a  aphthae  are  two  sym- 
metrical ulcers  on  either  side  of  the  median  line  of  the  hard 
palate.  They  are  of  traumatic  origin  and  usually  may  be 
traced  to  the  pressure  of  an  artificial  nipple.  Both  of  these 
latter  diseases  are  innocent  in  character  aud  generally  heal 
in  a  few  days  unless  the  mouth  is  allowed  to  remain  unduly 
filthy.  Neurotic  ulceration  is  a  form  of  stomatitis  described 
by  Jacobi.  It  is  an  herpetic  eruption  which  occurs  invariably 
in  neurotic  subjects.  If  the  neurasthenic  condition  is  extreme 
the  disease  is  liable  to  persist  for  a  long  time. 

The  diagnosis  of  ulcerative  stomatitis  should  not  be  diffi- 
cult when  the  characteristic  symptoms  just  mentioned  are 
clearly  discerned.  The  prognosis  is  always  favorable  unless 
the  ensuing  debility  is  extreme. 

OanCrenODS  Stomalltls. — Cancrimi  oris  is  the  common 
term  applied  to  this  disease  though  the  other  eynonyme,  water 
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cancer  and  noma,  are  equally  recognized  by  the  profession. 
The  disease  is  rare  and  is  characterized  by  an  inflammatoiy 
infiltration  of  the  cheek,  near  the  angle  of  the  mouth,  which 
undergoes  a  rapid  gangrenous  degeneration.  The  cheek  may 
be  perforated  and  sometimes  the  process  starts  in  the  gnms 
and  ends  in  gangrenous  necrosis.  It  is  generally  asymmetri- 
cal. The  induration  and  sloughing  develop  rapidly  and  may 
extend  in  all  directions  from  the  original  focus. 

Etialotr. — This  is  essentially  a  disease  of  the  poorly  nour- 
ished, occurs  mostly  among  children  of  faulty  heredity  and  is 
most  conspicuous  in  hospitals  and  institutions  where  sanitary 
and  hygienic  conditions  are  not  perfect.  It  rarely  affects 
adults.  The  infectious  fevers  of  childhood  are  the  most  com- 
mon predisposing  causes  though  it  may  be  regarded  as  a  pri- 
mary disease.  Climatic  conditions  are  no  doubt  of  some  in- 
fluence as  noma  is  so  often  found  in  damp  localities.  Ulcera- 
tive stomatitis  and  other  local  irritations  are  regarded  as  fac- 
tors favorable  to  its  development.  No  specific  organism  has  as 
yet  been  found,  though  the  Klebe-Loeffler  bacilli,  staphy- 
lococci and  streptococci  have  been  discovered  and  therefore  it 
is  presumed  to  be  due  to  a  mixed  infection. 

Symptoms.— The  clinical  course  of  the  disease  is  often 
insidious  untU  the  gangrenous  process  is  once  established  and 
then  it  develops  rapidly.  The  gangrenous  odor  of  the  breath 
and  the  saliva  may  be  the  first  suggestive  symptom.  An  early 
examination  may  reveal  a  blister  or  diffuse  induration  but 
usually  the  sloughing  tissue  first  attracts  attention.  Pain  is 
not  a  common  complaint.  The  repulsive  odor  of  the  breath 
becomes  rapidly  worse  and  the  dead  tissue  comes  away  in 
shreds.  The  constitutional  symptoms  are  marked  as  the  local 
destruction  of  tissue  increases.  High  fever,  a  frequent  pulse 
and  rapid  exhaustion  are  soon  recognized.  Adjacent  lyjnphat- 
tc8  are  soon  implicated,  and  gastro-intestinal  irritation  may  fol- 
low the  swallowing  of  the  poisonous  dischargee. 

Dla^osis. — No  other  disease  is  liable  to  be  confused  with 
this  unless  it  be  malignant  pustule  and  tdcerative  stomatitis. 
The  former  is  defined  by  its  bacillus  and  its  invasion  is  not 
so  local.  The  latter  does  not  show  such  rapid  and  extreme 
degeneration  of  tissue  and  rarely  invades  the  external  inter- 
ment. 

The  prognosis  is  always  unfavorable  as  the  patient  dies 
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from  exhaustion  and  sepsia  in  80  to  90  per  cent  of  the  oaees. 
The  General  TreatmeDl  •!  Stomatitis.— There  is  so  much 
in  common  pertaining  to  the  treatment  of  all  varieties  of  stom- 
atitis that  the  subject  may  be  condensed  under  a  single  head. 
In  the  first  place  the  most  important  feature  of  the  treatment 
most  essentially  re1at«  to  cleanlineaa  of  the  mouth.  This  will 
necessitate  clean  and  nourishing  food,  the  proper  care  and 
cleansing  of  the  mouth  and  the  sterilizing  of  the  nursing 
bottle  and  other  eating  utensils.  At  all  times  we  must  guard 
against  infeetion  and  when  it  once  exists  antiseptics  should 
be  resorted  to  until  the  mouth  is  in  a  healthy  condition.  In 
children  prophylaxis  is  moat  important  for  the  oral  mucous 
membrane  is  susceptible  to  irritants  and  infections.  For  this 
reason  the  mouth  should  be  washed  after  every  nursing. 

The  preseriptions  for  local  treatment  will  vary  in  accord- 
ance with  the  character  and  extent  of  the  stomatitis.  Weak 
solutions  of  horacic  acid  or  borate  of  sodium  are  sufficient  for 
the  milder  cases.  Chlorate  of  potash,  sulpho-carholate  of  soda, 
lisierine,  horolyptol  and  other  bland  washes  answer  for  the  av- 
erage case.  When  stronger  astringents  are  demanded  Solutions 
of  tannin,  sulphate  of  zinc,  aUver  nitrate,  etc.,  may  be  indi- 
cated. These,  however,  should  be  used  with  utmost  caution 
as  the  reaction  from  too  strong  an  astringent  may  retard  the 
recovery.  We  may  accept  the  rule  that  it  is  best  to  destrt^ 
any  adventitious  tissue  by  a. powerful  escharotic,  rather  than 
to  allow  BQ  increase  in  the  infection.  Carbolic  add  (2-5  per- 
cent) solution,  the  tincture  of  myrrh  or  guaiac,  peroxid  of 
hydrogen,  and  perTnanganate  of  potash  are  useful  agents  in 
many  oases.  The  glycerite  of  tannin,  alum  and  equal  parts 
of  myrrh  and  rhatany  may  be  painted  on  the  ulcerated  spots. 
Hot  milk  with  lime  water,  mucilaginous  decoctions  and  soda 
solutions  will  often  suffice  as  local  palliatives  in  apparently 
severe  cases.  The  wine  of  opium  or  cocain  (4  per  cent)  may 
be  necessary  when  pain  is  a  prominent  factor. 

In  the  aphthous  vicers  it  may  be  necessary  to  touch  the 
parts  with  ninety-five  per  cent  carbolic  acid  or  the  solid  nitrate 
of  silver,  and  then  resort  to  the  milder  washes  in  subsequent 
treatment,  Oangrenous  tissue  will  demand  a  more  energetic 
escharotic  hence  it  may  be  best  to  use  the  actual  cautery  or 
such  strong  caustics  as  nitric  acid,  the  acid  nitrate  of  mercury, 
solid  xinc  chlorid  or  Vienna  paste.     Other  astringents  and  dis* 
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infectants  will  be  indicated  in  accordance  with  the  symptoms 
and  the  gravity  of  the  disease. 

The  general  treatment  must  consider  the  constitutional 
symptoms,  the  diet  and  the  care  of  the  patient  in  accordance 
with  the  best  principles  of  practice.  Anemia,  malnutrition 
and  general  debility  will  necessitate  the  closest  care.  Rem- 
edies which  correct  these  perversions  will  give  the  best  results. 
In  the  majority  of  cases  it  may  be  well  to  consider  the  use 
of  the  iodids. 

Borax  is  one  of  our  best  internal  remedies.  It  refers  in 
general  to  the  aphthous  oral  ulcerations  and  the  gastro-intestinal 
irritation.  Mercury  in  potency  covers  the  same  symptoms  and 
also  refers  to  the  salivation,  the  indented  tongue,  the  swollen 
condition  of  the  mucous  membrane  and  the  glandular  perver- 
sions. In  a  measure  hepar  sulphur  and  the  iodid  of  arsenic 
have  a  similar  usefulness.  Sulphur  points  to  a  more  pro- 
nounced systemic  disturbance  and  the  same  may  be  said  of 
phoaphoruM  and  pulsatilla.  Nitric  acid  and  argentum  nit. 
cover  the  symptoms  pertaining  to  well  developed  ulceration 
and  the  invasion  of  deeper  tissues.  Arsenicum  alb.,  muriatic 
add  and  calcarea  carb.  will  be  indicated  when  this  perversion  is 
not  so  severe.  Phytolacca,  thuja  and  hydrastia  will  correct 
the  inflammatory  condition  when  it  tends  to  be  chronic.  For 
the  more  pronounced  inflammation  we  may  consider  such  rem- 
edies as  baptisia,  ailanthus,  arum  triphylluvi,  echinacea  and 
belladonna.  Other  remedies  will  be  suggested  in  accordance 
with  their  indioationa. 


DISEASES  OF  THE  TONGUE. 

OLOssms. 

Acute  OlMsitis. — This  is  an  acute  parenchymatous  inflam- 
mation of  the  tongue.  It  is  not  a  common  disease  and  occurs 
as  the  result  of  traumatism,  burns,  scald,  poisonous  stings  and 
corrosive  irritants.  Latent  canses  either  of  microbic  or  sys- 
temic origin  are  often  fundamental. 

Symptsms. — These  develop  rapidly.  The  tongue  is  swol- 
len abnormally  and  may  protrude  beyond  the  lips.  Speech, 
mastication  and  deglutition  are  performed  with  difficulty.  Bea- 
piration  is  also  greatly  impaired  and  dyspnea  is  sometimes  a 
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mechanical  result.  When  the  tongue  is  exposed  it  becomes 
dry  and  fissured.  Suffocaiion  is  not  an  uncommon  termina- 
tion. In  aeeociation  with  acute  glossitis  we  may  frequently 
observe  a  catarrhal  Btomatitie  and  in  such  cases  salivation  is 
usually  profuse.  Moderate  fever  may  be  observed  and  gland- 
ular infiammation  is  a  common  sequence.  The  infiammatory 
invasion  attains  the  mazimum  in  three  or  four  days  and  the 
subsidence  occurs  with  gradual  relief  of  local  symptoms. 

The  prognosis  in  the  majority  of  cases  is  favorable  and 
the  treatment  ia  usually  of  the  simplest  character.  Locally  the 
use  of  ice  and  mucilaginous  mouth  washes  are  usually  suffi- 
cient. Alkaline  solutions  and  mild  antiseptics  are  about  all 
that  are  necessary  in  the  majority  of  cases.  Abscesses  will 
of  course  demand  incision.  Such  remedies  as  aconite,  bella- 
donna, rhus  iox  and  bryonia  will  generally  answer  for  the 
febrile  condition.  Apis,  arsenieum,  laehesis,  hepar  sulphur, 
mercury  and  iodid  of  potassium  will  be  su^ested  in  accord- 
ance with  their  indications. 

Chronic  SaperUciil  Glossitis.— This  is  a  ohronic  inflam- 
mation of  the  mucosa  of  the  tongue.  It  foUows  acute  attacks 
or  it  may  be  incident  to  the  extreme  use  of  tobacco  or  stimu- 
lants. Irritating  food  may  also  be  the  inciting  cause.  The 
surface  of  the  tongue  is  red  and  sensitive  and  furrows  or  patches 
which  signify  infiammatory  invasion  are  often  seen.  The  gen- 
eral health  is  invariably  impaired  and  symptoms  of  other  dis- 
orders may  be  present.  The  prognosis  is  favorable  so  far  as 
alleviation  is  concerned  but  the  chronic  state  may  persist  for 
a  long  time.  The  restriction  of  irritating  foods  and  drinks 
and  the  use  of  mild  demulcents  will  generally  suffice  in  the 
treatment.  The  indicated  remedies  and  tonics  which  relieve 
the  systemic  depletion  are  about  all  that  is  necessary  for  the 
internal  treatment. 

Glossitis  desiecans  is  the  term  applied  to  a  rare  diseaBe 
of  the  tongue  in  which  fissures  and  indentations  are  charac- 
teristic. The  ulceration  and  ^icoriation  may  be  so  pronounced 
that  extreme  pain  is  a  constant  sympt(mi.  The  disease  will 
respond  to  those  remedies  and  local  washes  which  reduce  the 
persistent  irritation  and  inflammation.  Lingual  psoriasis  is 
a  disease  of  the  tongue  which  is  characterized  by  areas  of  hyper- 
plasia of  the  epithelium  known  as  "lingua  geographica."  The 
etiology  is  rather  obscure  and  the  disease  may  run  a  ohronio 


course  for  ^ears.  Buccal  psoriasis  or  leukoplakia  oris  is  an 
affection  of  the  mucous  membrane  developing  in  the  form  of 
white  or  bluieh-white  patches  on  the  cheeks  and  lateral  borders 
of  the  tongue.  These  often  present  a  notched  or  scar-like 
appearance  which  resembles  Bjphilitic  excoriations.  While  the 
cause  is  unknown  the  specific  taint  is  often  predisposing.  Out- 
aide  of  occasional  pain  the  aymptoms  are  not  pronounced  and 
it  yields  to  remedies  for  local  and  specific  indications.  Angina 
I/udovici,  or  Ludwig's  angina,  is  a  disease  of  the  mouUi  in 
which  acute  phlegmonous  infiammation  is  the  typical  feature. 
Infectious  diseases  like  diphtheria  and  scarlet  fever  are  thought 
to  be  the  primary  causes.  Traumatism  and  the  extension  of 
inflammation  from  die  adjacent  glands  are  possible  causes. 
The  symptoms  are  pronounced ;  swelling  of  the  submaxillary 
glands  and  the  cellular  tissue  is  noticed  at  first.  Pain  is  ex- 
cessive and  articulation,  mastication  and  d^Iutition  are  de- 
cidedly impaired.  Constitutional  disturbances  are  recognized 
in  the  low-grade  fever  while  extensive  sloughing  is  not  an  un- 
common experience.  The  outcome  is  uncertain  and  the  treat- 
ment will  be  symptomatic  in  accordance  with  the  de^ee  of 
infection. 


DISEASES  OF  THE  SALIVARY  GLANDS. 

PTYALISN. 

Hypersecretion  and  salivation  are  the  other  terms  used 
referring  to  an  abnormal  increase  in  the  flow  of  saliva. 
There  are  various  causes  which  produce  this  condition. 
As  an  idiopathic  affection  it  is  rare,  and  nervous  excite- 
ment may  be  mentioned  as  the  inciting  cause  in  such  instances. 
The  prolonged  and  indiscriminate  use  of  mercury  in  massive 
doses  is  no  doubt  the  most  frequent  cause,  though  we  do  not 
see  so  many  cases  from  this  nowadays,  as  the  profes- 
sion has  greatly  reduced  the  dosage  of  this  drug.  It  may 
also  be  a  symptom  of  disease  of  the  mouth — for  instance,  ac- 
companying noma  or  ulcerative  Btomatitia.  Oastro- intestinal 
and  pancreatic  disease,  or  diseases  of  the  genital  tract  may 
incite  it,  and  other  toxemias  may  be  reckoned  as  possible  causes. 
Tumors  of  the  medulla  which  involve  the  nerve  supply  of 
the  mouth  are  not  uncommon  causes  of  this  condition.     Paro- 
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titis  and  diseases  which  affect  the  ^ms,  the  irritation  of  cari- 
ouB  teeth,  and  infectious  which  pervert  the  oral  secretions  ma; 
be  looked  upon  as  possible  sources  of  the  disease. 

Symptoms. — In  the  early  stages  the  patient  complains  of 
tenderness  of  the  teeth  and  a  peculiar  metallic  taste  in  tlie 
month.  The  gums  are  red  and  swollen  and  recede  from  the 
teeth.  The  flow  of  saliva  gradually  increases  and  dribbles  from 
the  comers  of  the  mouth.  The  inflammation  maj  invade  the 
whole  oral  mucous  membrane  and  frequently  terminates  in 
an  ulcerative  process.  Gangrenous  degeneration  of  tissue  may 
follow  a  protracted  or  severe  case.  Unless  a  drug  excess  is 
the  underlying  cause,  the  prognosis  may  be  regarded  usually 
favorable  as  to  cure  and  the  diagnosis  is  not  difficult  to  settle. 

Treatment.— The  removal  of  the  irritating  cause  and  the 
correction  of  physical  conditions  which  predispose  to  saliva- 
tion are  the  features  of  treatment  tc  be  considered.  Mild 
mouth  washes  such  as  permanganate  of  potash,  listerine,  hydro- 
gen, peroxid  and  soda  solutions  are  generally  sufficient  for  local 
treatment.  The  internal  remedies  for  obstinate  cases  wiU  gen- 
erally be  such  as  mercurius,  the  iodide,  nitric  acid  and  sulphur. 
Helonias,  jaborandi,  euphorbium,  hydrastia  and  borax  may 
often  be  indicated. 


XEROSTONA. 


As  a  contrast  to  hypersecretion  we  find  that  this  disease 
is  a  condition  of  aptyalism  or  "dry  mouth,"  as  it  is  often 
defined.  As  a  distinct  disease  it  is  rarely  found  and  the 
causes  are  not  well  understood.  Perversions  of  the  nerve 
supply  of  the  salivary  glands  are  supposed  to  be  the  primary 
factors,  and  it  may  arise  from  the  occurrence  of  mental  shocks. 
Mouth  breathing  and  febrile  diseases  are  sometimes  causative 
factors  and  diabetes  may  predispose. 

The  symptoms  are  a  deficiency  of  saliva  and  persistent 
dryness  of  the  mouth.  Ih^lutition  and  articulation  are  per- 
formed with  difficulty.  Locally  the  mucous  membrane  pre- 
sents a  shiny,  red  or  glazed  appearance;  at  times  the  tongue 
may  be  cracked  and  the  teeth  may  crumble.  Inspection  easily 
settles  the  diagnosis  and  the  prognosis  depends  entirely  upon 
the  cause  and  the  ability  of  the  patient  to  respond  to  treatment. 

Treatment  is  not  very  successful  unless  the  primary  cause 
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is  diaeovered  and  corrected  in  time.  Mild  astringent  solutions 
will  help  in  some  cases  while  others  ma;  respond  to  the  care- 
ful nse  of  well  selected  remedies.  lodid  of  potash  and  pilo- 
carpin  have  been  recommended  as  standard  remedicB.  Gal- 
Tanism  has  been  advised  as  an  agent  for  stinralating  the  nerre 
impairment 

Olast-blower's  mouth  is  another  term  applied  to  a  similar 
condition.  In  this  case,  however,  the  cause  is  always  known. 
The  cheek  muscles  present  a  hernial  bulging  and  the  epithe- 
lium of  the  mucous  membrane  shows  opaline  plaques.  The 
buccal  mucosa  is  distended  and  the  parotids  are  often  emphy- 
sematous.    Steno's  duct  may  also  be  distended. 


METASTATIC  PAROTITIS. 

The  other  terms  for  this  disease  are  "symptomatic"  paro- 
titis or  "parotid  buboes.*'  It  is  a  septic  Inflammation  of  the 
parotid  gland  and  is  generally  attended  by  suppuration.  A 
milder  form  may  arise  from  local  traumatism,  occlusion  of 
the  salivary  ducts,  and  the  extension  of  inflammation  from 
neigbboring  parts.  Acute  infectious  fevers  are  the  more  com- 
mon primary  causes.  Oenito-urinary  diseases  and  injuries 
of  the  abdominal  or  pelvic  structures  may  be  the  source  of 
the  infection.  Peripheral  neuritis  with  a  facial  paralysis  is 
recognized  as  the  origin  in  some  instances.  A  chronic  form 
of  the  disease  is  a  possibility.  In  such  cases,  however,  the 
source  is  more  liable  to  be  traced  to  lead  or  mercurial  poison- 
ing. It  may  also  be  secondary  to  mumps,  inflammation  of  the 
throat  or  to  chronic  diseases  such  as  nephritis. 

Symptoms. — The  symptomatology  will  simulate  that  of 
idiopathic  parotitis  though  the  tendency  is  more  toward  the 
suppurative  character.  The  inflamed  gland  is  harder  and  there 
is  always  a  possibility  of  gangrene.  There  should  be  no  con- 
fusion of  this  disease  with  the  inflammatory  involvement  of 
the  cervical  lymphatics,  which  is  generally  bilateral.  The 
prognosis  should  be  favorable  though  the  disease  is  a  serious 
one ;  much  depends  upon  the  d^;ree  of  suppuration,  which  may 
extend  to  the  ear. 

Treatmeot. — As  ^s  usually  terminates  in  suppuration  its 
treatment,  therefore,  comes  within  the  domain  of  surgery. 
Cleanliness  of  the  mouth  and  antiseptic  measures  are  always 
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to  be  employed.  Locally  mouth  washes  coDtaiDing  calendula, 
boric  acid,  permangaruUe  of  potash,  pyoktanin,  or  a  50  per 
cent  Bolution  of  peroxid  of  hydrogen  are  serviceable  in  mild  ' 
cases.  The  application  of  ice  bags  to  the  swollen  surface  may 
reduce  the  pain.  The  internal  remedies  which  pertain  to  condi- 
tions of  inflammation  and  suppuration  Bbould  alwaya  be  admin- 
istered. Belladonna,  rhus  tax,  haptisia,  ptdsatilla  and  echinacea 
are  often  indicated.  When  the  suppuration  appears  we  have  no 
better  remedies  than  mercurius,  hepar  sulphur,  silicea,  arsenic, 
iodin  and  iodoform.  Calcarea  fluortca  should  never  be  lost 
sight  of  in  this  respect. 


DISEASES  OF  THE  TONSILS. 
ACUTE  TONSILLITIS. 

Inflammation  which  affects  the  tonsils  gives  rise  to  various 
forms  of  this  disease;  they  are  defined  in  accordance  with 
the  de^pree  of  local  involvement  and  the  symptoms.  The  follow- 
ing forms  are  recognized:  (1)  Acute  catarrhal  tonsillitis. 
(2)  Acute  follicular  tonsillitis.  (3)  Acute  parenchymatous 
tonsillitis.     (4)  Necrotic  tonsillitis. 

Acnte  Catarrhal  Tonsillitis.— This  is  an  acute  inflamma- 
tion of  the  mucous  membrane  which  covers  the  tonsil.  It 
is  a  result  of  exposure  and  is  usually  described  as  a  catarrhal 
affection.  It  is  of  common  occurrence  in  children,  especially 
those  of  strumous  diathesis.  Retained  concretions  may  be 
predisposing  causes.  It  often  exists  where  there  is  a  chronic 
tonsillar  hypertrophy,  the  acute  feature  coming  as  the  result  of 
a- cold,  especially  during  the  spring  season. 

SmnptDms. — The  local  symptoms  of  painful  and  difficult 
deglutition  are  early  manifestations.  Mild  eonstiiutional  dis- 
turbances may  be  in  evidence  though  temperature  is  not  always 
observed.  Local  examination  reveals  marked  redness  and  slight 
swelling  of  the  mucous  membrane  covering  the  tonsil,  perhaps 
associated  with  an  acute  pharyngitis.  The  dry  and  glazed 
membrane  is  later  covered  with  a  thin  exudate  which  is  easily 
detached.  Uvular  and  faucial  tumefaction  are  secondary  con- 
ditions, and  swelling  of  the  cervical  lymphatics  may  follow. 
The  attacks  come  siiddenly  and  ordinarily  disappear  in  a  day  or 
two.  Otitis  media  and  acute  pharyngitis  may  complicate.  The 
prognosis  is  always  favorable. 
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Acute  F*IUcalar  Tonsillitis.— This  ia  an  acute  inTasion  of 
the  mucoua  membrane  lining  the  tonsillar  crypts.  The  surface 
of  the  tonsils  is  invariably  affected  by  a  coexisting  catarrhal 
tonsillitis,  and  the  tonsil  as  a  whole  is  greatly  swollen.  While 
this  affection  may  involve  but  one  tonsil  it  is  generally  bilateral. 
The  lacunae  become  filled  with  a  cheesy  exudate  which  pro- 
trudes upon  the  surface  of  the  tonsil  and  is  composed  of  epithe- 
lial and  pus  cells,  cellular  debris,  and  numerous  bacteria. 
These  masses  may  be  pressed  out  of  the  follicles.  Often 
their  retention  may  lead  to  follicular  abscesses.  The  lymphatics 
are  generally  involved. 

Symptoms. — The  constitutional  symptoms  are  quite  sud- 
den and  severe.  A  pronounced  chill,  headache,  backache,  an- 
orexia and  a  temperature  (102-105°  F.)  are  the  early  signs. 
The  depression  is  often  so  profound  that  it  su^jests  a  more 
serious  infection  but  in  the  ordinary  cases  this  passes  away  in 
a  few  days.  The  rheumatic  diathesis  may  complicate  the  dis- 
ease and  in  such  cases  the  tonsillitis  is  liable  to  assume  a  chronic 
form.  Calcification  of  the  exudate  is  not  an  uncommon  result 
in  patients  with  depraved  nutrition. 

The  diagnosis  is  not  difficult  on  account  of  the  location  and 
appearance  of  the  exudate.  The  severe  cases  may  give  the  ap- 
pearance of  a  diphtheritic  involvement  but  this  disease  usually 
^OWB  a  tendency  to  spread  to  the  palatine  arches,  velum  or 
pharynx.  The  bacteriological  examination  will  always  settle 
this  doubt.  The  prognosis  is  invariably  favorable  though  re- 
currence is  a  possibility  and  subacute  tonsillitis  may  continue 
for  some  time. 

Acale  Psrenciiymateiis  Tonsillitis.— This  is  otherwise 
known  as  tonsillar  abscess.  It  occurs  during  the  later  periods 
of  life  and  it  is  inclined  to  be  of  severe  type.  The  dryness  of 
the  throat,  the  pain  and  the  didicult  deglutition  of  the  other 
forms  are  more  pronounced.  A  viscid  mucus  covers  parts  of 
the  affected  tonsils  and  the  swelling  may  be  aggravated  to  the 
point  that  dyspnea  is  a  symptom.  Both  tonsils  are  enlarged 
and  edema,  induration  and  a  bluish-red  color  are  characteristic 
symptoms.  The  surrounding  tissues  may  partake  of  tiiia 
pathology  and  the  submaxillary  and  cervical  glands  are  gen- 
erally implicated.  As  the  exudate  softens  abscess  formation 
follows.  This  condition  is  known  as  peritonsillar  abscess  or 
"quinsy."    Bupture  and  resolution  are  then  the  natural  result. 
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The  constitutional  symptoms  are  pronounced.  The  tem- 
perature-reaches  104°-105°  F.  and  the  pulse  increases  to  120°- 
130  per  minute.  Chills  may  precede  and  persist  and  delirium 
ma;  attend  the  constitutional  excitement  The  duration  de- 
pends upon  the  speedy  evacuation  of  the  pus  and  the  involve- 
ment of  the  surrounding  cellular  tissue.  Edema  of  the  larynx, 
paralTsis  of  the  soft  palate  and  pharynx  and  a  chronic  enlarge- 
ment of  the  tonsils  are  frequent  sequelae. 

Necrotic  ToDsilHlis.— This  has  been  defined  by  Strumpell 
as  a  severe  form  which  simulates  diphtheria  and  can  he  differ- 
entiated only  by  microscopic  examination.  It  is  characterized 
by  a  grayish-white  adherent  membrane  and  necrosis  which  is 
limited  only  by  the  exudate.  The  inflammation  and  induration 
are  not  extensive,  but  the  ulcer  is  liable  to  remain  even  after 
the  slough  has  been  removed.  The  diagnosis  and  prognosis 
will  be  settled  only  by  a  painataking  study  of  the  case.  Diph- 
theria and  scarlet  fever  must  always  be  kept  in  mind. 

General  TreatmeDL— In  tae  (icute  catarrhal  form  we  shall 
obtain  prompt  relief  by  means  of  the  indicated  remedies.  Aco- 
nite, arnica,  "belladonna,  Pulsatilla  and  mere.  sol.  are  our  best 
remedies.  In  the  follicular  and  parenchymatous  varieties  we 
should  consider  such  additional  remedies  aa  rhus  tox,  bapttsia, 
ailanthus,  ranunculus,  guaiae  and  phytolacca.  Remedies  which 
pertain  to  the  deeper-seated  inflammation  will  be  called  for  in 
accordance  with  their  indications.  Among  these  we  may  favora- 
.  bly  mention  mercurius  indid,  Jrall  bichromicum,  hepar  sulphur, 
apis,  lachesis,  ledum,,  calcarea  or  baryta  carb.  and  kali  mur. 
Many  prefer  the  internal  adminietratlon  of  sodium  salicylate, 
salol  and  the  ammoniated  tincture  of  guaiae.  The  function 
of  all  the  eliminatlve  organs  shoiild  be  increased.  Iron  tonics 
are  also  au^ested  for  the  anemia ;  opiates  are  advised  for  pain, 
while  mercury  and  the  iodids  are  commonly  employed. 

Local  Treatment. — In  the  acute  catarrhal  variety  a  sim- 
ple soda  or  guaiae  gargle  may  be  sufficient.  Hoi  mUk  with  a 
few  drops  of  the  ammoniated  tincture  of  guaiae  is  very  effica- 
cious. MUd  antiseptic  solutions  auch  as  Dohell's  solution,  Sel- 
ler's tablets,  borax,  thymol,  carbolic  acid  or  potassium  perman- 
ganate used  in  an  atomizer  are  popular  agents.  The  strength 
of  these  should  be  measured  in  accordance  with  the  gravity  of 
the  case.  For  the  relief  of  pain  many  favor  the  application  of 
an  ice  bag  to  the  throat.     One  of  the  best  applications  I  have 
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ever  used  for  quinsy  is  guaiftcol-vasogen.  Hot  poultices,  such 
as  flaxseed,  mustard  or  conuneal,  sprinkled  witli  spirits 
of  camphor  are  now  quite  geoerally  discarded.  Equal  parts  of 
the  tincture  of  the  chlorid  of  iron^  glycerin  and  water  applied 
to  the  tonsil  with  a  camel  hair  brush  is  a  popular  preparation. 
A  10  per  cent  solution  of  cocain  may  relieve  the  pain;  sUver  ni- 
trate (40  grains  to  the  ounce)  is  advocated  by  many.  The  re- 
cent use  of  adrenalin  has  ^ven  favorable  results  la  the  treat- 
ment of  the  local  inflammation.  Free  scarification  is  not  lauded 
so  much  of  late  though  a  liberal  incision  is  necessary  when 
pus  can  be  localized.  The  disease  may  become  so  serious  that 
excision  of  the  tonsils  will  be  demanded  in  certain  cases  after 
the  acute  attack  has  passed  in  order  to  lessen  the  liability  to 
future  attacks. 


CHRONIC  TONSILLITIS. 


This  term  refers  to  a  chronic  inflammation  of  the  tonsillar 
tissue  which  results  in  hypertrophy  with  a  fibroid  or  calcareous 
degeneration.  The  faucial  tonsils  and  the  nasopharyngeal 
tonsil  (Luschka's)  are  the  ones  most  frequently  involved,  though 
the  lingual  tonsils  often  undergo  similar  change. 

Chronic  inflainmation  of  the  tonsils  may  be  due  to  repeated 
acute  attacks,  and  is  usually  observed  in  those  of  the  lymphatic 
habit  and  strumous  diathesis.  Heredity  may  be  a  factor,  while 
the  infectious  diseases  of  childhood  favor  its  development. 

Patholvfr  and  SymptoniB.— The  enlargement  is  usually 
of  gradual  occurrence  and  takes  place  before  puberty,  rarely 
beginning  after  that  time.  The  enlargement  may  be  simply 
due  to  hyperplasia,  but  more  often  is  a  true  hypertrophy.  Later 
the  structure  may  undergo  fibroid  or  calcareous  degeneration. 

Symptoms. — Very  often  the  faucial  tonsils  are  involved 
secondarily  to  the  nasopharyngeal  (adenoids).  When  the  former 
alone  are  hypertrophied  the  symptoms  will  be  those  of  frequent 
attacks  of  acute  tonsillitis,  difficulty  in  swallowing,  gastric  de- 
rangements due  to  diverted  salivary  secretion,  and  the  "wooden" 
throaty  voice.  The  cervical  lymphatics  will  usually  be  found 
enlai^d. 

When  adenoids  are  present,  mouth  breathing  results.  Be- 
cause the  post-nasal  obstruction  prevents  normal  breathing 
through  the  nose,  the  difference  in  air-pressure  on  the  hard  pal- 
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ate  and  on  the  nasal  fioor  results  in  the  former  being  elevated, 
thua  narrowing  its  arch  as  well  as  that  of  the  alveolar  process. 
Likewise  are  tjie  accessor;  sinuses  affected,  remaining  more  or 
lees  undeveloped. 

The  fadai  expression  of  the  adenoid  patient  is  character- 
istic. Apathetic,  vacant,  staring,  witili  short  upper  lip  and 
mouth  constantly  open,  these  little  folks  can  be  recognized 
at  a  distance  as  "mouth-breathers.** 

Because  of  the  mouthbreathing  the  air  is  not  properly 
warmed,  moistened  and  filtered,  consequently  the  blood  being 
improperly  aerated  can  r.c  t  properly  nourish  the  brain  and  body. 
These  patients  are  nearly  always  below  par  in  school  work, 
physical  development  and  endurance. 

Usually  these  patients  have  more  or  less  acute  ear  involve- 
ment, with  defective  hearing.  The  sense  of  taste  and  smell  are 
almost  invariably  impaired  and  in  those  with  tonsillar  involve- 
ment, a  fetid  breath  is  present,  due  to  the  cheeay  deposit  in  the 
crypts.  The  constantly  open  mouth  in  these  cases  tends  to 
retard  the  secretion  of  saliva,  consequently  the  digestion  is  im- 
paired and  nutrition  is  not  up  to  the  demands  of  the  growing 
body, 

'  Diagnosis. — The  physical  examination  will  settle  the  diag- 
nosis though  the  above  mentioned  symptoms  are  diagnostic. 
In  the  normal  condition  the  tonsils  do  not  project  beyond  the 
pillars  of  the  fauces.  Palpation  externally  and  intemaUy  will 
give  a  proper  estimate  of  the  tonsillar  increase.  Hypertrophy 
of  the  pharyngeal  tissue  will  be  determined  by  the  finger  and 
by  rhinoscopic  examination. 

Prafnosls. — Ordinarily  the  disease  is  not  a  dangerous  one. 
1\&  impairment  of  the  general  health,  however,  can  not  be  de- 
cried. It  is  a  constant  irritant  which  encourages  throat  troubles 
and  it  may  be  of  serious  consequence  in  the  case  of  diphtheria 
or  scarlet  fever.  It  certainly  encourages  acute  infections  in 
these  structures. 

Trealmenl. — Some  cases  of  hypertrophic  tonsillitis  may 
correct  themselves  by  a  natural  atrophy  as  the  patient  grows 
older.  It  is  safe  to  say  that  the  majority  need  excision  as  the 
only  means  of  cure.  Adenoids  are  rarely  relieved  in  any  other 
way.  Attention  to  nutrition  and  aseptic  conditions  of  the 
throat  and  mouth  are  necessary.  The  predisposing  factors  must 
be  treated  from  a  hygienic  and  medicinal  standpoint.     Local 
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treatment  for  catarrhal  conditions  must  be  instituted  and  as- 
tringents applied  to  the  tonsils  may  help  Bomewhat.  Such  in- 
ternal medication  as  mercury,  kepar  sulphur,  the  iodids,  the 
cdleareaa  and  other  indicated  remedies  are  useful  to  a  degree. 
These  patients  after  removal  of  the  enlarged  tonsils  are 
greatly  benefited  by  an  ont-door  life  and  nourishing  food.  It 
is  these  patients  who  are  especially  helped  by  cod  liver  oil  and 
the  vegetable  and  animal  fats. 


DISEASES  OF  THE  PHARYNX, 
PHASYNOITIS. 

Acuta  CaUurhal  PharynCiliB. — This  is  an  acute  catarrhal 
inflammation  of  the  pharyngeal  mucous  membrane  and  is  com- 
monly called  acute  sore  throat  or  simple  angina.  It  is  a  fre- 
quent disease  in  children  and  it  is  not  rare  in  adults.  Exposure 
to  cold  and  sudden  changes  of  temperature  are  exciting  cansea 
though  constitutional  defects  invariably  predispose.  It  is  asso- 
ciated with  the  scrofulous,  rheumatic  and  gouty  diathesis.  With 
some  it  is  an  idiosyncrasy.  Chronic  tonsillitis  and  acute  naso- 
pharyngeal catarrh  are  many  times  predisposing  factors.  Epi- 
demic pharyngitis  is  not  an  impossibility.  A  form  of  exanthe- 
matous  pharyngitis  occurs  in  conjunction  with  the  infectious 
diseases,  partictUarly  scarlet  fever.  Streptococ»:i  are  in  evidence 
in  the  exudate. 

SyniptolDt. — A  sense  of  dryness  and  soreness  of  the  throat 
is  experienced  on  deglutition.  The  patient  is  inclined  to  con- 
stantly clear  the  throat  on  account  of  the  irritation,  produced 
by  the  muco-purulent  secretion.  The  throat  feels  full  and  stiff 
and  when  the  inflammation  invades  the  larynx  hoarseness  is 
noticed.  Often  deafness  is  a  symptom  when  the  Eustachian 
tnhe  is  affected  by  the  inflammatory  process. 

Locally  we  shall  observe  a  reddened  and  tumefied  appear- 
ance of  the  pharynx,  the  anterior  and  posterior  fauces,  the  soft 
palate  and  the  tonsillar  surfaces.  The  mucous  secretion  may 
be  abundant  and  pharyngeal  ulceration  may  be  excessive  in  some 
cases  thus  increasing  the  local  soreness  and  the  constitutional 
symptoms.  In  the  beginning  chills  and  fever  are  present  in 
proportion  to  the  extent  of  the  pathological  conditions. 
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Diagnosis. — The  local  examination  will  explain  the  Bymp- 
toms  and  decide  the  diagnosis.  Inasmuch  as  the  disease  rons 
a  short  course,  of  three  to  five  days,  the  prognosis  is  favorable. 

Chronic  Pharyniltis. — Following  the  acnte  form  or  as  an 
independent  affection  we  frequently  find  a  condition  of  chronic 
infianunation  affecting  the  phaiyngeal  and  adjacent  mucous 
membrane.  It  may  be  diffuse  or  circiunscribed  in  character. 
When  the  mucous  membrane  alone  is  involved  we  speak  of  it  as 
caiarrhal  pharyngitis  and  when  it  is  confined  to  the  follicles 
of  tlie  pharynx  it  is  termed  follicular  pharyngitie.  The  path- 
ologic change  will  bo  recognized  as  hypertrophic  or  atrophic  in 
character  according  to  the  structural  perversion. 

Etitlofy. — It  is  a  disease  which  is  found  most  f^eqaentl) 
during  adult  life  though  a  persistent  recurrence  of  the  acnte 
form  may  cauBe  its  appearance  at  an  earlier  age.  The  exciting 
causes  are  the  overuse  and  strain  of  the  voice  as  oleerved  in 
public  speakers.  Irritations  from  the  use  of  tobacco,  the  pres- 
ence of  adenoids  and  of  nasal  imperfections  are  possible  causes, 
and  gastro-intestinal  diseases  are  alike  predisposing.  Constitu- 
tional disturbances  arising  from  the  gouty,  rheumatic,  syphilitic 
and  tuberculous  diathesis  are  frequently  the  agents  which  de- 
velop it. 

Patholofy. — The  mucovs  membrane  in  the  simple  chronic 
form  is  reddened,  thickened  and  overactive  in  its  mucous  dis- 
chai^,  marking  the  hypertrophic  form.  In  the  atrophic  form 
the  membrane  is  pale,  thin  and  dry.  The  veins  are  dilated  and 
tortuous.  In  the  follicular  variety  the  mucous  glands  are 
swollen  and  red,  forming  a  "split  pea"  elevation  on  the  posterior 
pharyngeal  wall.  This  is  due  to  the  lymphoid  hyperplasia  and 
the  retained  secretions. 

SymptoniB. — Few  eases  of  the  chronic  variety  give  rise 
to  marked  symptoms.  The  patient  may  complain  simply  of  a 
slight  dryness  or  tickling  in  the  throat,  A  short  dry  cough,  with 
a  tendency  to  clear  the  throat,  will  be  noticed,  particularly  in 
the  morning.  When  the  larynx  is  involved  hoarseness  will  be 
noticed.  In  the  hypertrophic  form  a  thick  catarrhal  discharge 
will  be  found  in  the  posterior  nares  and  the  sense  of  taste  may 
be  impaired.  When  the  Eustachian  tubes  are  affected  hearing 
will  likewise  be  perverted.  The  atrophic  form,  with  its  pale 
and  shining  membrane,  will  present  fewer  of  these  Bymptoms 
hut  the  pain  may  be  more  pronounced. 
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Prafnosis.- — In  rendering  an  opinion  r^arding  the  out- 
come of  this  disease  much  will  depend  upon  the  constitutional 
predispositions  and  the  pathologic  character.  Atrophic  pharyn- 
gitis is  not  easily  cured  and  the  follicvlar  form  does  not  readily 
yield  to  remedies  unless  the  general  health  is  brought  to  par. 
Much  also  depends  upon  the  extent  and  duration  of  the  hyper- 
trophy. At  best  it  will  yield  only  to  persistent  and  painstaking 
treatment. 

Ulceration  •!  the  Pherynx. — The  ordinary  form  of  chronic 
pharyngitis  does  not  tend  toward  ulceration.  When  syphilis, 
tuberculosis,  diphtheria  and  infective  inflammations  are  asso- 
ciated with  the  debilitated  state,  obstinate  and  serious  ulcera- 
tions may  exist.  The  ulcers  vary  in  size  and  are  of  a  yellowish 
white  color.  The  tonsils  are  often  involved  in  ulcerative  ex- 
tension. Pain  during  deglutition  is  the  most  characteristic 
symptom.  Prostration,  a  weak  pulse  and  slightly  elevated 
temperature  mark  the  constitutional  disturbance^ 

Dlafnosie. — It  is  necessary  to  distinguish  the  various 
forms  of  ulceration.  In  the  follicular  form  the  ulcers  are  small, 
superficial  and  are  usually  associated  with  chronic  pharyngeal 
catarrh.  SyphUiiie  vlcers  are  but  slightly  painful  and  are 
found  in  the  posterior  wall  of  the  pharynx;  when  secondary 
they  are  superficial  and  often  associated  with  mucous  patches ; 
when  they  are  tertiary  they  are  deep  and  punched  out  in  appear- 
ance. The  history  of  syphilis  is  usually  discovered.  The 
ti^ercidous  ulcer  is  very  painful,  is  usually  located  on  the  pos- 
terior wall  and  generally  spreads  over  a  considerable  area.  In 
appearance  it  is  irregular,  superficial  and  has  a  grayish  base. 
Pulmonary  tuberculosis  may  also  be  present.  Indolent  ulcers 
may  occur  as  the  result  of  lowered  nutrition ;  they  are  insidious 
in  their  development  and  present  few  symptoms. 

Protfnesis. — The  follicular  ulcerations  yield  to  careful 
treatment.  Tuberculous  ulcerations  depend  greatly  upon  the 
general  condition ;  when  this  improves  they  respond  to  treat- 
ment. Syphilitic  ulcerations  will  be  affected  by  a  careful  course 
of  the  iodids  and  the  ordinary  indolent  ulcers  will  improve  as 
the  general  condition  is  improved. 

Berpetlc  Pharytlfltis. — This  is  an  inflammation  of  the 
pharyngeal  mucous  membrane  characterized  by  the  presence  of 
peculiar  herpetic  vesicles.  It  is  otherwise  termed  membranous 
OT  aphthous  pharyngitis.    It  is  a  sequence  of  exposure  to  cold 
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and  occurs  most  frequently  during  the  damp  and  changeable 
weather  of  spring.  It  is  prone  to  affect  women  and  children 
and  has  a  decided  relation  to  diphtheria  as  it  occurs  commonly 
during  epidemics  of  that  disease. 

Symptoms. —  Fever,  general  malaise  and  soreness  of  the 
throat  are  the  early  signs.  The  pharynx  displays  successive 
crops  of  vesicles  which  appear  on  the  mucous  memhrane.  The 
tongue,  soft  palate  and  mouth  are  also  involved.  It  simulates 
the  aphthous  form  of  stomatitis.  These  vesicles  rupture  in 
about  twenty-four  hours  and  leave  a  group  of  superficial  cir- 
cular ulcers.  These  may  coalesce  and  as  they  are  often  covered 
by  a  false  membrane  diphtheria  may  be  suggested.  This  form 
of  pharyngitis  may  be  associated  with  herpetic  eruptions  on 
other  parts  of  the  body. 

Diagnosis  an4  Profoosls. — The  diagnosis  is  easily  settled 
when  the  disease  is  observed  during  the  herpetic  stage.  When 
the  olcers  and.  the  false  membrane  are  first  seen  it  may  be  so 
suggestive  of  diphtheria  that  a  bacteriologic  examination  will 
be  necessary.  The  prognosis  is  invariably  favorable  unless 
there  are  severe  complications. 

Phle<monoD8  Pharyniltis.— This  term  refers  to  a  sup- 
purating inflammaiion  which  affects  the  pharynx.  It  may  come 
from  a  suppurating  tonsillitis  or  quinsy  or  it  may  be  dne  to  an 
infectious  phlegmon  of  the  phaiTnx.  In  this  case  there  will  be 
signs  of  external  swelling  and  the  pharyngeal  mucous  membrane 
will  tend  toward  rapid  suppuration.  Injury,  the  inhaling  of 
scalding  fluids,  or  the  swallowing  of  corrosive  poisons  are  put 
down  as  possible  causes.  The  lodgment  of  foreign  bodies  is 
often  sufficient  to  produce  this  form  of  infiammation. 

Erysipelas  may  invade  the  pharynx  and  give  rise  to  the 
usual  symptoms  of  that  disease.  In  such  cases  the  infection 
from  the  streptococcus  of  Fehleisen  will  be  determined  and  the 
erysipelatous  involvement  of  neighboring  tissues  will  also  be 
discovered.  The  symptoms,  in  addition  to  those  characteristic 
of  pharyngeal  infiammation,  consist  in  the  redness,  swelling, 
edema,  blisters  and  glandular  involvement  which  accompany 
any  erysipelatous  involvement.  Gangrenous  pharyngitis  may 
follow  this  or  any  of  the  pharyngeal  affections.  The  black  or 
greenish  spots,  which  increase  in  size,  are  easily  detected.  The 
fetid  breath,  the  great  depression  following  the  high  fever,  the 
cold  extremities  and  feeble  pulse  will  aid  in  making  the  diag- 
nosis. 
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Sympt«ms. — The  symptoms  of  peritonsillar  abeoess  are 
ushered  in  by  constitutional  symptoms  of  violent  character.  A 
decided  chill  is  followed  t^  high  fever.  The  pain  in  deglutition 
is  marked  and  the  afFected  parts  swell  rapidly  and  the  tonsils 
are  invaded.  The  mncous  membrane  is  edematous  and  purple 
in  color.  A  mucopurulent  secretion  ia  profuse  when  the  ab- 
scess ruptures.  Headache  ia  intense  and  delirium  may  ensue. 
Respiration  is  embarrassed  and  the  prostration  is  profound. 
The  typhoid  state  ia  liable  to  develop  rapidly. 

Prognosis. — Much  depends  upon  the  course  of  the  inflam- 
mation. If  suppuration  is  rapid  and  localized,  relief  may  come 
from  its  evacuation.  In  case  there  is  infiltration  of  surrounding 
parts  the  result  will  be  unfavorable.  Acute  septic  phlegmon  is 
nearly  always  fatal. 

Bstrofharynf eal  Abscess. — This  abscess  formation  is  due 
to  a  rare  suppurative  inflammation  in  the  connective-tissue  be- 
tween the  pharynx  and  the  vertebral  colimm. 

Elislogy. — It  is  most  commonly  found  in  children  though 
it  may  occur  in  adults.  Antecedent  dyscrasiae,  hereditary  or 
acquired,  together  with  bad  hygiene  and  persistent  chronic 
pharyngitis,  are  predisposing  causes.  Tuberculosis  and  syphilis 
are  considered  as  factors.  Traumatism,  caries  of  the  cervical 
vertebrae  and  acute  infections  are  frequent  causes,  though  it 
may  be  a  primary  disease. 

Pathology. — The  suppurative  process  is  observed  in  the 
lymphatic  glands  posterior  to  the  pharynx,  which  are  numerous 
and  easily  disposed  to  inflammation.  The  structure  of  the 
pharynx  favors  the  burrowing  of  pus  and  cases  are  recorded 
in  which  it  has  extended  as  far  as  the  mediastinum.  When 
spinal  caries  is  the  caiise  the  infection  is  usually  tuberculous 
in  character. 

Symptoms. — The  onset  is  insidious  inasmuch  as  symptoms 
are  not  generally  observed  until  the  abscess  develops.  Pain  in 
swallowing  and  deep-seated  pharyngeal  soreness  may  be  felt  at 
first.  Later  the  throat  feels  stiff  during  deglutition.  Hespir- 
atory  embarrasEonent  to  the  extent  of  stertorous  breathing,  and 
dyspnea  are  occasional  symptoms.  Cyanosis  and  convulsions 
hav^  followed  snch  conditions.  A  distressing  cough  is  often 
present  and  aphasia  is  sometimes  observed.  The  constitutional 
symptoms  are  characterized  by  chilliness,  slight  fever  and  lan- 
guor.   In  adiilts  rigors  are  common  and  the  patient  invariably 
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complains  of  headache  and  digeative  diBturbances.  Local  ex- 
amination reveals  the  presence  of  a  tumor  and  palpation  detects 
the  fluctuation. 

Prognosis. — If  the  diagnosis  is  made  early  immediate  re- 
lief will  follow  free  evacuation  of  the  pus.  Suffocation  may 
take  place  should  there  be  a  rupture  into  the  larynx.  Unfortu- 
nate results  always  follow  the  burrowing  into  the  dense  pharyn- 
geal tissue  as  the  abscess  may  open  into  the  esophagus  or  medias- 
tinum. The  disease  is  often  mistaken  for  edema  of  the  larynx 
and  croup. 

The  General  Treatment  ol  PharyoCilis. — The  early  symp- 
toms which  point  to  sore  throat  or  the  inflammation  of  the 
pharynx  should  be  vigorously  treated.  In  this  way  we  may 
avoid  the  sequelae  which  lead  to  abscess  formation.  Proper 
attention  directed  to  hygiene,  diet  and  the  physical  resistance 
will  overcome  the  tendency  to  take  cold  which  always  favors 
pharyngitis.  The  diathetic  state  which  may  refer  to  tubercu- 
losis, rheumatism  or  lithemia  should  be  treated  in  accordance 
with  the  conditions  which  relate  to  those  diseases. 

The  local  treatment  may  be  varied  according  to  the  degree 
of  inflammation.  In  the  acute  catarrhal  form  much  relief  may 
be  obtained  by  a  cold  compress  or  a  small  ice  hag  over  the  throat. 
The  coujiter  irritation  of  poultices  is  not  so  commonly  used  aa  in 
the  past.  Steam  inhalations  and  gargles  of  hot  soda  water  and 
other  mild  astringents  are  agreeable  sedatives.  Alimi,  or  chlo- 
rid  of  iron — a  teaspoonful  to  a  glass  of  hot  wat«r — is  very  ser- 
viceable. Painting  the  pharynx  with  equal  parts  of  glycerin 
and  ehlorid  of  iron  will  suffice  in  mild  cases.  Sprays  of  albo- 
lene  or  oils  medicated  with  menthol  and  other  drugs  are  agree- 
able applications  and  some  advocate  the  use  of  a  2  per  cent 
solution  of  cocain  in  menthol  and  alholene.  Eucain  may  take 
the  place  of  cocain,  while  adrenalin  ehlorid  is  probably  better 
than  any  of  the  above  in  highly  congested  states.  Dobell's  solu- 
tion and  silver  nitrate  (10  grains  to  the  ounce)  are  still  em- 
ployed with  success.  Insufflation  with  equal  parts  of  powdered 
tannin  and  alum  is  an  old  expedient.  The  various  sprays, 
douches  and  local  treatments  for  nasal  catarrh  are  valuable 
adjuvants.  Enlarged  follicles  will  require  the  use  of  the  gal- 
vanic or  actual  cautery  or  chronic  or  trichloracetic  acid. 
Adenoids  should  be  removed  surgically. 

When  pua  is  present  the  only  relief  will  come  from  a  free 


.y  Google 


PHARYNGITIS.  M« 

incision.  In  retropbaiTngeal  abscess  this  must  be  performed 
OS  soon  as  fluctuation  appears.  The  incision  should  be  made  in 
the  median  line  and  to  prevent  the  pus  from  entering  the  larynx, 
the  head  should  be  inclined  forward. 

The  use  of  internal  medicine  is  a  matter  of  great  impor- 
tance. In  this  respect  we  have  many  homeopathic  remedies 
which  have  served  us  well.  Belladonna  is  probably  the  most 
useful  in  the  early  stages  as  it  corresponds  to  many  of  the  local 
and  constitutional  febrile  manifestations.  The  dryness  and  red- 
ness of  the  throat,  the  constrictive  sensation  and  pain  during  de- 
glutition, the  peculiar  facial  flush  and  the  throbbing  headache 
with  the  fever  will  readily  lead  to  its  selection.  Aconite  may  be 
demanded  in  the  incipient  stages  when  the  local  and  general 
symptoms  are  more  intense.  The  former  remedy  applies  also 
when  the  tendency  is  toward  the  phlegmonous  form  of  pharyn- 
gitis. Apis  is  indicated  when  edema  is  pronounced  and  the 
throat  is  hot  and  dry  but  with  little  or  no  thirst.  PtdsatUla  has 
aome  of  these  symptoms  but  the  affected  area  is  usually  covered 
with  mucus.  When  the  throat  is  dry  and  cracked  and  shows  an 
inclination  toward  ulceration  arsenicum,  baptisia  or  rhus  tax 
may  be  suggested.  The  peculiar  burning  and  stinging,  obserred 
under  apis,  may  also  point  to  cantharis  or  capsicum.  Pain, 
rawness  and  the  swollen  condition  of  the  throat  which  makes 
swallowing  difficult  will  be  helped  by  lachesis.  The  left  side  is 
chiefly  involved.  Kali  bichromicum  relates  to  a  deeper  seated 
inflammation  and  the  more  tenacious  mucus.  Causticum,  nitric 
add,  naja,  lycopodium  and  sulphur  may  be  compared  in  this 
connection.  Phytolacca  with  its  persistent  soreness  and  deep 
faucial  congestion,  sanguinaria  in  the  indurated  swelling  and 
petroleum  in  irritating  inflammation  are  worthy  of  considera- 
tion. 

In  the  chronic  forms  of  pharyngitis  we  shall  find  our  best 
help  in  jiiercury  hiniodid  when  the  inflammation  is  associated 
with  degeneration  of  tissue  or  organized  exudation.  Argenium 
nitricum  is  indicated  by  similar  symptoms  and  the  dryness  of 
the  throat  gives  the  feeling  of  a  splinter  or  some  irritating  for- 
eign substance.  When  hoarseness  is  persistent  argenium  metal- 
licum  will  be  thought  of.  Kali  cklor.  and  kali  iodid  and  hydras- 
tis  are  indicated  by  the  presence  of  a  tenacious  mucus  which 
characterizes  chronic  or  indolent  pharyngeal  catarrh.  AruTn 
triphyllum  is  of  value  in  the  follicular  inflammation.     Ailan- 
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ihu8  may  be  considered  in  this  same  sense.  Otter  osef  ul  reme- 
dies are  arsenieum  iodid,  hepar  sulphur,  iodoform,  selenium, 
aiannum  iodid  and  silicea. 


DISEASES  OF  THE  ESOPHAGUS. 

Hethads  ol  Ezamiaatioil. — Examinations  of  ihe  esophagus 
are  so  important  in  the  making  of  a  diagnosis  that  it  is  necessary 
to  specially  consider  the  technique  of  the  required  manipulation. 
By  the  aid  of  instrumentH,  constructed  for  the  purpose  a  skilled 
practician  may  perform  esophagoflcopy  and  determine  the  con- 
dition of  the  mucous  membrane.  Auscultation  is  a  method 
which  may  be  employed  with  some  degree  of  diagnostic  satis- 
faction but  it  is  rather  unreliable  unless  the  utmost  care  is  used. 
By  means  of  a  stethoscope  placed  on  the  back  over  the  course 
of  the  esophagus  the  abnormal  sounds  of  d^lutition  may  bo 
differentiated  from  the  normal.  To  accomplish  this  it  wiU  be 
necessary  for  the  patient  to  take  a  swallow  of  water,  or  better, 
some  thick  gruel.  An  expert  will  be  able  to  distinguish  the 
perverted  quality  of  the  sound,  its  duration  and  the  relation  in 
time  to  the  beginning  of  the  swallowing  act.  The  sound  will  be 
feeble  in  case  of  organic  stricture  or  it  may  give  rise  to  a  bub- 
bling noiae.  By  this  method  it  will  be  possible  to  form  an  opin- 
ion as  to  the  existence  of  regurgitation  due  to  obstruction. 

The  moat  important  feature  of  an  examination  is  the  use 
of  a  bougie.  This  is  made  of  flexible  whalebone  with  an  olive- 
shaped  piece  of  ivory  on  the  end.  These  are  made  in  graduated 
sizes,  and  the  smaller  ones  are  to  be  used  first.  When  a  bougie 
is  introduced  the  patient  must  be  seated  on  a  low  chair  with  the 
head  thrown  back.  The  index  finger  of  the  operator's  left  hand 
is  to  be  placed  well  back  into  the  pharynx,  the  bougie  then  slides 
over  the  finger  and  easily  enters  the  esophagus.  Slight  resis- 
tance may  be  encountered  opposite  the  cricoid  cartilage  but  this 
is  easily  overcome  if  undue  baste  is  not  used.  After  a  small 
bougie  has  been  employed  larger  ones  should  be  successively 
introduced.  Caution  should  always  be  exercised  against  any 
forcible  manipulation  as  it  is  possible  to  perforate  the  esopha- 
gus, particularly  when  ulceration  is  present.  This  method  will 
determine  and  often  cure  many  forms  of  obstruction. 
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eSOPHAGlTIS. 

Acnte  Esophafltis. — Tbia  disesse  is  described  as  an  acute 
inflammation  of  the  mucous  membrane  of  the  esopliagas  in 
which  the  submucous  tissues  may  be  invaded. 

Elitloiy. — The  causes  of  acnte  esophagitis  include  trau- 
matism from  the  introduction  of  foreign  bodies,  thermal  and 
chemical  agents  snch  aa  the  awalloiving  of  hot  drinks  or  corro- 
sive poisons.  Extension  of  catarrhal  inflammation  from  the 
pharynx^  infectious  fevers,  pharyngeal  diphtheria,  local  dis- 
eases like  carcinoma  and  glandular  or  vertebra!  abscess  are 
sometimes  causes.  The  extension  of  thrush  from  the  mouth 
is  a  mycotic  variety  found  occasionally  in  young  children. 

Pa(h«loty< — The  pathologic  condition  is  eeaentially  a  ca- 
tarrhal process.  The  mucous  membrane  at  first  is  red,  avoUen 
and  covered  with  mucoua  exudate.  Sloughing  and  diaintegra- 
tion  of  tissue  may  follow  but  ordinarily  the  inflammation  suV 
sides  by  resolution.  A  marked  granular  condition  may  remain 
/or  a  long  time  following  the  desquamation  of  epitheliimi. 

Symptoms.^ — The  typical  symptom  is  a  severe  burning  or 
tearing  pain  during  the  act  of  deglutition ;  it  extends  the  entire 
length  of  the  esophagus  and  it  may  be  felt  beneath  the  sternum 
or  in  the  back  between  the  shoulders.  The  character  of  the  pain 
varies  with  the  degree  of  inflammation  and  a  sense  of  soreness 
will  exist  after  the  act  of  awallowing.  Some  patients  complain 
of  the  sensation  of  a  foreign  body  in  the  throat  and  movements 
of  the  head  often  intensify  the  Buffering.  Dysphagia  and  re- 
gurgitation of  food  are  frequently  experienced.  The  vomitus 
may  contain  blood-atained  mucus.  When  auppuration  ensues 
pus  may  be  thrown  up.  Thirst  is  a  frequent  symptom  and 
fever,  though  rarely  present,  may  partake  of  the  septic  form 
when  suppuration  is  established.  The  epiglottis  and  the  aryte- 
noid structure  may  suffer  from  the  inflammatory  extension,  in 
which  case  dyspnea  may  be  manifest.  Cicatricial  stenosis  may 
follow  a  protracted  ulceration. 

Diagnosis. — The  disease  is  diagnosed  by  the  characteristic 
pain  along  the  esophagus  during  the  act  of  deglutition  and  dur- 
ing the  passage  of  an  esophageal  sound.  The  violent  ejection 
of  liquids  and  the  presence  of  mucus,  pus  and  blood  will  also 
be  confirming  signs  though  we  must  carefully  decide  here  be- 
tween acute  esophagitis  and  carcinoma  of  the  cardiac  orifice 
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of  the  stomach.  Inspection  of  the  throat  and  laryngoscopic 
examination  should  differentiate  from  diseases  of  the  pharynx 
and  larynx.  The  dysphagia  of  pericarditis  with  effusion  will 
be  recognized  by  its  characteristic  signs.  The  expulsion  of  a 
pseudo-diphtheritic  memhrane  must  not  be  confused  with  the 
csophago-mycosis  of  children. 

Profnosis. — ^Recovery  in  a  short  time  is  the  usual  result. 
The  purulent  and  necrotic  forms  are  serious.  Cicatricial  steno- 
sis is  to  be  feared  when  strong  acids  or  alkalies  hare  caused  the 
disease. 

Treatment. — The  feeding  of  the  patient  is  the  real  com- 
plication in  these  cases.  It  is  often  difficult  to  swallow  the 
required  nourishment  and  frequently  it  will  be  necessary  to 
resort  to  the  rectal  enema.  The  inflamed  esophagus  must  be 
given  as  mach  rest  as  poesible  and  therefore  a  liquid  diet  is 
required  for  some  time.  Milk  is  the  beat  food  but  at  times  even 
this  may  not  be  tolerated.  Thirst  will  be  relieved  by  pieces  of 
ice  in  the  mouth  when  water  can  not  be  swallowed  without 
discomfort.  Pain  may  demand  the  hypodermatic  use  of  mor- 
phin.  When  the  condition  is  due  to  the  ingestion  of  a  poison 
the  proper  antidote  should  be  used  if  the  patient  is  seen  in  the 
early  stages.    Demulcent  drinks  are  invariably  soothing. 

The  remedies  which  may  be  indicated  are  aconite,  bella- 
donna, hryonia,  rhus  tox,  arnica  and  arsenic  during  the  stage 
of  irritation.  If  the  troublesome  nausea  is  not  relieved  by 
arsenic  we  may  almost  invariably  obtain  relief  by  the  use  of 
ipecac.  Later  such  remedies  as  arsenicum  iodid,  mere,  corr., 
kepar  sulphur,  nitric  acid,  silicea  and  sulphur  may  be  consid- 
ered. Cantharis,  in  potency,  corresponds  to  the  early  symptoms 
more  closely  than  any  other  remedy.  With  this  we  may  com- 
pare cannabis  sat.  and  kali  bichromicum. 


SPASM  OF  THE  ESOPHAGUS. 
Etiolofy. — As  this  term  implies  a  spasmodic  constriction 
of  the  esophagus  we  must  refer  it  to  those  causes  which  are 
purely  spasmodic.  It  is  a  neurosis  and  can  be  traced  to  neuras- 
thenic or  hysteric  conditions.  It  is  due  to  a  spastic  contrac- 
tion of  the  circular  muscular  fibers  usually  in  a  limited  portion 
of  the  esophagus.  The  spasm  occurs  during  the  attempt  to 
swallow  solid  or  possibly  liquid  food.    Its  occurrence  will  be 
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noticed  more  with  women  at  the  early  period  of  life  and  its 
viotims  are  generally  neurotic.  The  aged  may  be  affected  and 
hypochondriasis  frequently  predispoeea.  Chorea  and  epilepsy 
may  present  this  as  a  rare  symptom  and  psychical  influences 
must  always  be  inferred.  Spurious  hydrophobia  has  occasion- 
ally caused  it  Keflex  irritations  are  the  source  of  the  trouble 
in  certain  instances.  It  is,  therefore,  necessary  to  examine 
for  laryngeal,  gastro-intestinal  or  uterine  cauaee  in  many  cases. 
The  gouty  diathesis  has  been  regarded  as  a  factor. 

Symptoms.- — The  attacks  of  esophagismus  are  sudden.  The 
dysphagia  is  pronounced  and  the  sense  of  chest  constriction 
is  distressing.  Cardiac  palpitation,  hiccough  and  hysterical 
oonvulsiona  may  attend  the  spasm.  The  seizure  is,  however, 
usually  short  and  the  patient  experiences  relief  as  the  nervous 
manifestations  subside.  Liquids  can  generally  be  swallowed 
but  solids  are  regurgitated  with  the  spasm;  there  are  excep- 
tional instances  in  which  liquids  will  temporarily  fail  to  pass 
the  constriction.  When  food  is  rejected  it  comes  up  suddenly 
and  with  force,  which  differentiates  it  from  organic  stricturu. 
Retro-sternal  pain  is  sometimes  complained  of  and  choking 
may  be  unexpectedly  experienced. 

Dift^osis. — In  making  a  diagnosis  it  will  not  be  difiicnlt 
to  discover  the  hyBterical  cause  and  the  sudden  and  paroxysmal 
attack  will  be  recognized.  The  physical  examination  by  means 
of  a  bougie  will  afford  the  most  satisfaction.  By  gradual  pres- 
sure the  spasm  will  be  overcome  thus  permitting  the  bougie  to 
pass  without  difliculty.  The  seat  of  obstruction  is  not  always 
the  same  and  this  fact  excludes  organic  stricture. 

ProfnosiB. — We  may  give  a  hopeful  prognosis  in  the  ma- 
jority of  cases  if  it  is  possible  to  locate  and  remove  the  nervous 
cause.  It  may  be  necessary,  however,  to  pursue  the  treatment 
for  a  long  time. 

TreatineDt.-7-The  systematic  and  careful  passage  of  the 
esophageal  bougie  is  the  best  treatment.  After  a  short  period 
the  average  case  will  respond  favorably  to  this.  The  neuras- 
thenic or  hysterical  cause  must  be  patiently  treated  along  the 
lines  suggested  under  these  separate  topics.  Eeflex  irritation 
will  demand  attention  and  the  physician  must  relieve  the  state 
of  fear  which  always  encourages  the  paroxysms.  Forced  feed- 
ing is  often  a  necessity  and  this  will  often  relieve  the  mus- 
cular spasticity. 
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One  of  the  best  internal  remediee  is  igruUia.  It  covers 
the  sjmptoniB  attending  esophageal  constriction  and  the  pe- 
culiar nervous  phases  as  well.  Ghamomilla,  coffea  and  pvlaa- 
tilla  may  be  compared.  Hyoscyamus,  coccvlus,  getsejnium, 
stramonium,  agaricin  and  zinc  phos.  should  be  studied  in  ac- 
cordance with  their  symptomatology. 

Paralysis*! the  Esophafns.— This  is  a  rare  disease  and  ia 
the  result  of  some  nerve  lesion.  Post-diphtheritic  paralysis  is 
the  most  common  cause,  thou^  it  may  be  a  sequence  of  bulbar 
paralysis,  tabes  and  other  degenerative  diseases  of  the  nervous 
system.  Dysphagia  is  the  most  pronounced  symptom  but  ob- 
struction is  not  detected  by  the  bougie.  The  prognosis  ia  im- 
favorable  unless  the  primary  central  disease  may  be  corrected 
by  treatment.  When  post-diphtheritic  paralysis  is  the  causative 
factor  we  may  expect  favorable  results  on  the  average.  The 
ireaiment  is  discussed  in  the  chapters  on  the  causative  diseases. 
It  may  be  necessary  to  keep  the  patient  on  a  liquid  diet,  tbou^ 
in  some  oases  solid  food  may  pass  through  the  esophagus  easier 
than  liquids. 


STBICTURE  OF  THE  ESOPHAGUS. 

Esophageal  stenosis,  when  not  a  complication  of  organic 
development,  is  generally  due  to  cicatricial  contraction  follow- 
ing an  ulcerative  process.  Corrosive  agents  are  also  common 
causes  while  congenital  narrowing  is  a  rare  possibility.  It  may 
be  due  to  pressure  from  aneurysmal  tumors,  enlarged  lymphatic 
glands  or  mediastinal  growths,  or  to  syphilitic,  tuberculous  or 
malignant  invasion.  In  rare  cases  it  has  followed  impaction 
of  a  foreign  body. 

Pathology. — While  it  is  possible  to  have  a  stricture  of 
any  portion  of  the  esophagus,  it  is  located  most  frequently  in  the 
lower  third.  It  is  usually  from  one  to  three,  inches  in  extent 
but  may  in  rare  cases  affect  the  esophagus  for  a  greater  length. 
The  muscular  walls  are  usually  thickened  and  the  lumen  may 
be  narrowed  to  a  degree  of  complete  stenosis.  The  mucous 
membrane  may  lie  in  folds  and  be  invaded  with  fibrous  bands 
or  there  may  be  a  complete  cicatricial  degeneration. 

Synmtams. — The  symptoms  will  vary  in  accordance  with 
the  degree  of  the  stenosis.  A  gradually  increaain^  dysphagia 
is  the  most  prominent  indication.    The  patient  will  experience 
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a  sense  of  pressure  at  a  fixed  point  along  the  esophagus,  occur- 
ring at  first  during  the  effort  to  swallow  a  large  bolus  of  food ; 
later  it  will  appear  even  when  liquids  alone  are  taken.  The 
weakness  and  spasmodic  contraction  of  the  muscnlar  coat,  as 
well  as  the  stenosis,  will  increase  the  difficulty  in  swallowing. 
Food  accumulating  in  the  esophagus  above  the  stricture  will 
often  be  violently  ejected ;  this  may  be  differentiated  from  stom- 
ach contents  by  its  alkaline  reaction.  Dyspnea  due  to  the  pres- 
sure of  the  retained  food  on  the  trachea  may  be  present.  Ema- 
ciation and  increasing  debility  will  be  apparent  when  the  stric- 
ture is  of  long  standing. 

DiatfDOBls. — In  addition  to  the  study  of  the  symptoms  we 
must  settle  the  diagnosis  by  means  of  the  bougie.  This  will  de- 
termine the  seat  and  degree  of  the  stenosis.  Auscultation  with 
the  stethoscope  may  help  somewhat  but  it  is  not  very  reliable. 
The  differential  diagnosis  must  be  carefully  made.  This  is 
necessary  to  avoid  the  possible  trauma  from  the  use  of  Hie 
bougie  in  the  case  of  oiganic  growths.  A  careful  study  of  the 
history  will  help  in  this  respect.  The  greatest  danger  will  come 
from  the  indiscriminate  use  of  the  bougie  in  aneurysmal  eomr- 
preaaion.  When  the  narrowing  is  due  to  this  cause  a  physical 
examination  may  detect  the  pulsating  tumor ;  or  the  rhythmic 
impulse  may  be  communicated  to  the  free  end  of  the  bougie 
when  it  is  carefully  introduced  down  to  the  point  of  the  stric- 
ture. A  neurotic  history  will  aid  in  diagnosing  spasm  or 
paralysis  of  the  esophagus.  Malignant  sirirture  occurs  past 
middle  life  and  will  be  attended  by  the  symptoms  which  diar- 
acterize  the  peculiar  growth.  These  are  outlined  under  the 
subject  of  cancer  of  the  esophagus. 

Profntsis. — The  outcome  of  the  disease  depends  entirely 
upon  the  d^ree  of  the  stenosis  and  the  patient's  ability  to  take 
nourishment.  If  the  obstruction  may  be  snocessfully  dilated 
it  is  possible  to  palliate  for  some  time.  A  fatal  termination  is 
the  common  result. 

TreatmcDt. — The  use  of  the  graduated  bougies  is  the  most 
feasible  treatment.  These  should  be  employed  daily  and  in 
some  cases  the  treatment  may  be  entrusted  to  the  patient  Should 
an  organic  growth  exist  this  is  a  dangerous  practice  though  it 
may  be  necessary  for  temporary  relief.  Rectal  feeding  may  be 
required  for  a  time.  Gastrostomy  has  been  employed  when 
the  stricture  is  located  near  the  stomach  and  esophagostomy  has 
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likewise  been  undertaken  when  the  lesion  is  in  the  upper  part 
of  the  eBophagus.  Careful  attention  to  a  suitable  diet  will 
always  be  demanded. 


DILATATION  OF  THE  ESOPHAGUS. 

This  maj  occur  as  a  diffuse  or  circumscribed  enlargement 
of  the  lumen  of  the  esophagus.  The  former  is  known  as  a  total 
dilatation  and  the  latter  is  described  as  a  diverticulum. 

DiHose  DHatali«n. — This  follows  as  the  result  of  stenosis 
when  the  hypertrophy  of  the  muscular  coat  fails  to  compensate. 
The  walls  are  distended  by  the  accumulated  food,  until  dilata- 
tion is  established.  The  sac  la  spindle  shaped  or  cylindrical, 
and  of  course  is  larger,  the  lower  the  seat  of  obstruction.  Dila- 
tation is  said  to  occur  independently  of  organic  stenosis.  Spas- 
modic stenosis  or  traumatism  is  the  invariable  cause  which 
weakens  the  muscular  wall. 

Dlverticola. — These  are  recognized  under  two  heads:  trac- 
tion diverticula  and  pressure  diverticula,  l^raciion  diverticula 
are  the  more  frequent.  They  are  small  and  are  frequently 
found  in  children.  They  arise  from  some  traction  on  the 
esophageal  wall;  this  may  come  from  the  contraction  of  tissue 
which  is  attached  to  the  esophagus  by  adhesive  bands.  Inflam- 
matory enlargement  of  the  bronchial  glands  is  a  common  pri- 
mary cause.  Sometimes  these  diverticula  are  multiple.  Pres- 
sure diverticula  are  quite  rare  and  are  found  most  frequently 
in  men  of  middle  age.  They  are  usually  located  at  the  jimction 
of  the  pharynx  and  esophagus  where  the  muscular  wall  is  weak. 
The  pressure  comes  from  within  and  is  usually  due  to  the  dis- 
tention by  a  lai^  bohis  of  food  during  rapid  deglutition 
of  ncm-masticated  food.  The  lodgment  of  a  bone  or  any  other 
foreign  body  at  this  point  may  be  a  traumatic  cause.  In  these 
cases  the  muscular  coat  gives  way,  allowing  the  mucous  coat  to 
form  a  hernial  protrusion. 

Symptoms. — In  diffuse  ditataium  the  patient  may  com- 
plain that  the  food  does  not  enter  the  stomach.  He  experiences 
a  feeling  that  it  lodges  along  the  course  of  the  eaophagns  and 
eventually  regurgitation  takes  place.  The  alkaline  reaction 
shows  that  this  has  not  entered  the  stomach.  In  cases  of  trac- 
tion diverticula  symptoms  are  not  easily  discovered.  In  pres- 
sure diverticula  dysphagia  and  regurgitation  are  prominent 
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symptoms.  Ab  the  sac  is  not  always  freely  evacuated  the  re- 
tained food  18  subject  to  decompoaition  and  this  gives  rise  to 
a  fetid  breath.  Ab  the  muscular  wall  becomes  more  inactive 
food  is  swallowed  only  by  heroic  effort.  Complete  closure  may 
be  the  eventual  result. 

The  esophageal  bougie  will  be  essential  in  making  a  diag- 
nosis. In  case  of  stenosis  which  produces  a  circumscribed  dila- 
tation it  may,  after  some  effort,  be  passed  into  the  stomach. 
When  there  is  a  diverticulum  it  will  often  be  diverted  from  the 
normal  course  and  cause  confusion.  In  such  cases  a  bougie, 
bent  at  an  angle,  may  help  in  diagnosticating  a  diverticulum. 
Inasmuch  as  the  usual  seat  of  this  form  of  dilatation  is  opposite 
the  cricoid  cartilage  we  shall  know  at  what  point  to  make  the 
deflection.  The  gradual  emaciation  and  exhaustion  of  the 
patient  will  be  suggestive  symptoms  in  addition  to  the  other 
findings. 

Treatmeol. — If  the  trouble  is  caused  by  a  stenosis  we  may 
use  the  methods  advised  under  that  subject  to  overcome  it. 
If  this  treatment  is  successful  we  may  help  a  circumscribed 
dilatation.  Otherwise  the  treatment  of  esophageal  dilatation 
is  not  undertaken  with  much  hope.  Qastrostomy  is  an  ultimate 
alternative  in  the  vain  effort  to  do  something  for  an  incurable 
disease.  Nourishment  will  be  obtained  with  difficult  and 
when  this  is  impossible  thR  patient  is  a  hopeless  incurable.  The 
stomach  tube  will  be  a  necessary  means  to  this  end  and  often  it 
is  possible  to  prolong  an  unhappy  existence  for  some  time  by 
its  use. 


ULCER  OF  THE  ESOPHAGUS. 

We  sometimes  find  an  ulceration  of  the  esophagus  which 
simulates  the  ulcerative  condition  in  the  stomach.  It  is  the 
result  of  simple  or  follicular  catarrh  of  the  esophagus.  Necrotic 
ulcers  may  appear  in  the  esophageal  vicinity  of  the  cricoid  car- 
tilage when  the  patient  is  greatly  debilitated  or  well  advanced 
in  years.  The  purulent  ulceration,  if  extensive,  may  cause 
stenosis  or  permit  a  rupture  into  the  trachea,  posterior  medias- 
tinum or  the  aorta.  Ulceration  at  the  lower  part  of  the  esopha- 
gus may  occur  in  conjimction  with  gastric  ulceration  tbou^ 
this  is  rare. 
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CARCINOMA  OF  THE  ESOPHAGUS. 

Cancer  of  the  esophagus  is  a  common  affection  and  it  is 
the  moet  frequent  cause  of  stenosis. 

Elitlogy. — It  is  a  primary  disease  and  the  predisposing 
causes  incident  to  carcinoma  in  other  tissues  apply  here.  The 
exciting  causes  are  not  well  understood.  Heredity  and  age  of 
course  have  some  influence  and  the  prolonged  irritation  of  the 
mucous  membrane  is  a  predisposing  factor.  The  scar  of  an 
old  ulcer  may  he  a  starting  point  for  the  malignant  develop- 
ment. It  is  more  frequent  in  the  male  sex  and  therefore  alcohol 
and  the  use  of  tobacco  are  reckoned  as  possible  causes.  Chronic 
diseases  of  the  stomach  are  also  supposed  to  contribute  to  ma- 
lignant growths  in  the  esophagus.  Other  than  this  we  know 
no  more  about  the  etiology  of  cancers  here  than  in  any  other 
part  of  the  body. 

PaUi*l*ty. — The  new  growth  is  invariably  of  epithelial 
formation ;  it  b^;ins  in  the  mucous  membrane  and  soon  involves 
the  other  esophageal  structures  usually  forming  a  ring-like  mass 
about  the  tube.  The  lower  third  is  more  often  affected,  though 
some  claim  the  upper  third  as  the  point  of  most  frequent  in- 
vasion. It  may  extend  into  l^e  adjacent  tissues  but  is  gen- 
erally limited  to  the  esophagus.  It  may  be  firm  and  fibrous,  or 
soft  and  jelly-like  in  structure.  The  ulcerative  process  is  liable 
to  cause  much  disintegration  of  tissue,  and  perforation  may 
take  place  into  the  air  passages  or  the  periesophageal  tissue. 

Symploou. — Dysphagia  gradually  increases  as  the  stenosis 
develops.  Liquids  are  finally  the  only  food  that  can  be  taken 
and  regurgitation  soon  takes  place.  The  sloughing  process  may 
later  relieve  the  dysphagia.  The  progressive  emaciation  and 
cachexia  of  cancer  is  soon  recognized  and  increasing  pain, 
though  not  always  present,  is  liable  to  appear.  Digestion  is 
impaired  and  vomiting  develops.  The  ejecta  contains  blood, 
mucus  and  cancerous  fragments.  Dyspnea  will  develop  as 
pressure  is  exerted  upon  the  trachea.  Death  is  the  inevitable 
result  and  may  follow  perforation  or  progressive  asthenia.  The 
cervical  glands  may  be  enlarged  and  aphonia  will  come  from 
any  pressure  upon  the  recurrent  laryngeal  nerve. 

Dit^osia. — The  history  of  the  case  and  l^e  progressive 
signs  of  cancerous  development  ought  to  make  a  diagnosis  easy. 
The  use  of  the  esophageal  bougie  may  reveal  some  canceroas 
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tissue  OQ  the  end  when  it  is  withdrawn.  This  is  a  positive  sign 
and  confirmation  ma;  be  had  by-  means  of  microscopic  exami- 
nation. Striciure  is  a  suggestive  sign.  We  may  differentiate 
the  spasmodic  striciure  by  its  sudden  onset,  the  hysterical  asso- 
ciation, the  freedom  from  pain  and  its  disappearance  under  an 
anesthetic.  In  paralysis  of  the  esophagus  the  bougie  readily 
passes.  Syphilitic  disease  will  cause  the  greatest  doubt  but  the 
history  should  help  here.  Intrathoracic  tumors,  aneurysms  and 
the  presence  of  foreign  bodies  ought  to  cause  no  uncertainty. 
fntU99i». — The  result  is  eventual  death  and  the  treat- 
ment will  accomplish  little  more  than  temporary  relief. 


DISEASES  OF  THE  STOMACH. 

DIAGNOSTIC  TECHNIQUE. 

Ezlemal  ExaminaliaB.— To  correctly  interpret  the  physi- 
cal signs  manifested  by  the  stomach  in  disease,  it  is  of  para- 
mount importance  to  have  a  correct  knowledge  of  the  shape, 
size  and  position  of  this  organ  in  health.  The  accepted  descrip- 
tion is  that  of  a  pear-shaped  dilatation  of  the  alimentary  canal 
extending  from  the  esophagus  to  the  duodenum,  it  lying  mostly 
in  the  epigastrium  and  the  left  hypocbondrium,  about  five-sixths 
being  to  the  left  of  the  median  line,  and  one-sixtJb  to  the  right. 
Its  dimeuaioDS  when  distended  are  as  follows:  Between  the 
fundus  and  pylorus,  ten  to  twelve  inches;  between  the  lesser 
and  greater  cturature,  four  to  five  inches ;  between  the  anterior 
and  posterior  walls,  three  and  one-half  inches ;  between  the  car- 
dia  and  pylorus,  three  to  six  inches.  The  larger  end  is  directed 
upward  and  to  the  left,  while  the  lower  end  is  deflected  down- 
ward and  to  the  right. 

The  cardiac  orifice  is  on  the  left  side  near  the  sternal  at- 
tachment of  the  Bizth  or  seventh  costal  cartilages.  The  pylorus 
is  more  movable,  but  for  ordinary  purposes  of  diagnosis  may 
be  located  to  the  right  of  the  median  line  between  the  tip  of 
the  xiphoid  cartilage  and  the  junction  of  the  seventh  and  eighth 
costal  cartilages.  It  ia  thus  directly  under  the  left  lobe  of  the 
liver.  Each  of  its  orifices,  and  the  general  outline  of  the  stom- 
ach, will  vary  to  a  great  extent  in  proportion  to  the  gastric 
distension.  When  the  stomach  is  moderately  full  the  fundus 
reaches  to  the  left  fifth  interspace  in  tlie  mammillary  line.    The 
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lowest  point,  under  the  same  degree  of  distentioD,  is  found  in 
the  median  line  one  to  two  inches  above  the  umbilicua  in  men 
and  one  to  three  inches  in  w<nnen. 

losvectisa. — This  does  not  always  yield  satisfactory  in- 
fonnatioD,  Excessive  distention  may  be  detected  and  its  per- 
istaltic activity  may  be  discerned.  Exaggerated  contractions 
may  also  be  obaerved  in  thin  subjects ;  these  are  due  either  to 
nervona  excitement  of  the  viacus  or  else  they  may  represent  the 
stomach's  unueual  effort  to  overcome  pyloric  obstruction.  Epi- 
gastric pulsation  is  sometimes  a  significant  symptom  and  en- 
largement of  the  epigastric  and  abdominal  veins  may  lead  to 
diagnostic  suggestions.  Undue  distentioB  and  marked  atony 
each  have  its  meaning  which  may  help  us  in  making  a  diagnosis. 
Morbid  growths  and  a  distended  gall-bladder  may  sometimes 
be  apparent  on  inspection. 

Palpation.  — This  reveals  much  additional  information. 
It  should  be  practiced  in  a  careful  and  painataking  manner. 
With  the  patient  tying  upon  the  back,  the  thigha  semi-flexed, 
and  the  abdominal  walls  relaxed  as  much  as  possible,  the  hands 
should  be  placed  flat  upon  the  abdomen  and  careful  depression 
of  the  fingers  should  be  made  over  the  gastric  area.  Later 
deeper  palpation  may  be  employed  and  with  the  weight  of 
the  whole  hand,  if  necessary.  In  this  way  we  may  discover 
undue  rigidity  of  the  abdominal  wall,  tenderness,  the  con- 
sistency and  the  situation  of  neighboring  organs,  and  the  pres- 
ence of  a  tumor. 

Percussion. — With  the  patient  still  lying  upon  the  back 
and  with  the  knees  flexed,  we  may  gain  more  knowledge  of 
local  conditions  by  systematic  percussion.  This  is  best  per- 
formed with  the  operator's  fingers,  though  in  some  cases  a 
pleximeter  will  give  us  louder  and  more  distinctive  sounds. 
The  percussion  should  begin  above  in  the  thoracic  area  and  be 
continued  downward  to  the  stomach ;  in  this  manner  we  outline 
the  upper  border  of  the  stomach.  The  lower  border  of  gastric 
resonance  is  outlined  by  starting  the  percussion  in  the  lower 
part  of  the  abdomen  and  continuing  upward.  We  shall  thus 
discover  the  difference  in  the  tympanitic  resonance  of  the 
stomach  and  the  transverse  colon.  This,  of  course,  will  vary  in 
pitch,  according  to  the  amount  of  distention.  The  stomach, 
under  moderate  distention,  gives  a  low  pitched  tympanitic 
sound  j  when  it  is  more  fully  distended  it  gives  a  higher  pitch ; 
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wheD  it  ia  completely  distended  it  gives  a  dull  sound  as  all 
vibration  is  then  stopped.  Wben  both  the  stomach  and  intestine 
are  under  an  equal  degree  of  distention  the  stomach  will  yield 
a  lower  note  as  it  is  a  larger  cavity.  The  presence  of  liquids 
and  solids  in  the  Btomach  will  change  the  sounds,  so  we  must 
always  be  on  guard  to  allow  for  such  conditions. 

To  faciliiate  perfect  percussion,  it  vrill  be  best  to  distend 
the  stomach  with  air  by  means  of  a  double  bulb  spray  apparatus 
or  the  introduction,  separately,  of  the  two  portions  of  a  SeldlitE 
powder.  It  is  necessary  to  compare  the  relative  sounds  of  the 
small  intestine,  the  transverse  colon  and  the  stomach.  For  a 
proper  difFereutiation  of  colon  resonance,  it  will  aid  much 
to  distend  the  colon  by  air  introduced  through  a  tube  in  the 
rectum.  As  the  percussion  note  of  the  small  intestine  is 
higher  than  that  of  the  large  intestine,  it  will  still  be  difficult 
to  appreciate  a  positive  difference  when  the  small  intestine  ' 
contains  solid  matter  or  the  colon  ia  crowded  with  feces.  If 
we  fill  the  stomach  with  water,  a  dull  percussion  note  is  beard 
clearly  contrasting  with  the  tympanitic  note  of  the  gas-distended 
colon. 

Examinaiion  of  the  upper  part  of  the  stomach  must  be 
limited  on  aocotmt  of  the  encroachment  of  the  liver  and  lungs. 
There  is,  however,  an  area  of  tympanitic  resonance  which  is 
fairly  uniform  under  most  conditions.  This  ia  termed  Traube'a 
Semilunar  Space.  It  ia  outlined  by  Bartlett  as  follows: 
"Above,  a  elightly-arched  line  from  the  sixth  intercostal  carti- 
lage in  the  parasternal  line  to  the  ninth  in  the  midaxillary 
line ;  to  the  left  by  the  anterior  edge  of  the  spleen ;  and  below  by 
the  left  costal  margin.  Briefly,  it  covers  that  portion  of  the 
stomach  which  lies  in  contact  with  the  thoracic  walla.  Above, 
this  arc  is  to  be  delimited  from  pulmonary  structure,  which  is 
best  done  by  percussion  from  stomach  to  lung."  In  addition  to 
this  we  find  "anteriorly  a  portion  of  the  abdominal  wall  be- 
neath which  lies  the  anterior  wall  of  the  stomach  and  this  area 
gives  gastric  tympanitic  resonance.  On  the  left  it  is  bounded 
by  the  semilunar  space  juat  described.  On  the  rig^t  it  is  limited 
by  the  hepatic  dulnras;  below,  and  following  a  curved  line,  it 
extends  to  one  or  two  finger  breadths  above  the  umbilicoB." 
The  area  of  gastric  tympany  may  be  diminished  by  the  en- 
croachment of  neighboring  organs.  We  may  discover  this  in 
enlargements  of  the  spleen  or  the  left  lobe  of  the  liver,  in  cardiac 
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hypertrophy  and  dilatation,  in  pericardial  and  in  left-aided 
pleural  effuBion,  It  is  possible  for  the  area  of  gastric  tympany 
to  be  increased  from  the  following  causes :  cirrhosis  of  the  liver, 
retraction  of  the  lung  and  gastric  dilatation.  In  dilatation 
and  prolapse  of  the  stomach  the  tympany  is  greatly  increased 
downward. 

AsculteUory  percussion  is  claimed  by  some  aa  an  addi- 
tional aid  in  outlining  the  stomach  tympany.  It  is  practiced  by 
placing  the  stethoscope  over  the  fundus  and  then  percussing 
toward  this  point  from  different  directions.  In  this  way  it 
may  be  possible  to  differentiate  between  gastric  and  hepatic 
tumors.  Succuasion  is  still  of  some  practical  diagnostic  value. 
Two  methods  are  recognized,  the  digital  and  the  total  (hippo- 
cratic).  In  the  former  the  patient  is  placed  upon  the  back  and 
the  operator  makes  rapid  depressions  with  the  finger  tips  over 
the  surface  frcon  the  umbilicus  to  the  margin  of  the  ribe  on  the 
left  side.  The  latter  method  is  carried  out  by  shaking  the 
patient,  while  the  ear  or  the  stethoscope  is  applied  over  the 
st<anach.  The  splashing  sound  will  show  that  the  stomach  is 
not  empty,  and  if  it  is  discovered  a  long  time  after  eating,  we 
may  infer  that  there  is  some  obstruction  at  the  pylorus,  or  atony 
of  the  muscular  walla.  There  will  often  be  some  confusion  be- 
tween the  sounds  in  the  stomach  and  tho^e  in  the  transverse 
colon. 

Aoscullalltn. — This  offers  additional  information  r^ard- 
ing  the  features  of  physical  examination.  It  does  not,  however, 
afford  the  highest  satisfaction  in  the  majority  of  cases.  Deg- 
lutition murmurs  may  be  heard  if  the  stethoscope  is  placed 
posteriorly  at  the  left  of  the  spinal  column  near  the  ninth  or 
tenth  rib  and  in  front  to  the  left  of  the  xiphoid  cartilage.  The 
first  sound  is  heard  at  the  beginning  of  d^lutition  when  the 
food  passes  from  the  pharynx  into  the  esophagus.  It  may  be 
beard  all  along  the  esophagus  and  it  imparts  sort  of  a  hissing 
sound  which  has  little  diagnostic  value.  Six  or  seven  seconds 
later  we  may  detect  the  second  deglutition  sound,  which  is  due 
to  the  contraction  of  the  lower  esophageal  segment;  this  has 
been  described  aa  a  gurgling,  clucking  or  splashing  sound  which 
is  produced  as  the  food  passes  into  the  stomach.  The  absence 
of  these  sounds  will  cause  us  to  suspect  cardiac  stenosis. 

Some  knowledge  may  be  obtained  r^arding  the  size  of 
the  stomach  by  listening  to  the  trickling  sounds  of  water  as  it 
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rolls  down  the  eidee  of  the  stomach  after  d^lutition.  Boaen- 
boch'B  method  of  blowing  air  through  a  tube  into  the  stomach 
partially  filled  with  water,  gives  better  auscultatory  evidence. 
In  this  way  it  is  possible  to  detect  a  bubbling  sound  with  the 
stethoscope.  Qrsduallj  changing  tlTe  depth  of  the  tube,  we 
may  also  form  an  idea  as  to  the  size  of  the  stomach.  Friction 
murmurs,  when  the  peritoneal  surfaces  are  roughened  by  in- 
dammation,  sizzling  sounds,  when  there  is  excessive  fermenta- 
tion in  the  stomach,  and  gurgling  aomids  may  be  heard  at  times, 
but  they  have  slight  diagnostic  significance.  Gastroacopy  and 
gastrodiaphany  may  yet  yield  much  information  when  those 
methods  of  diagnostic  study  reach  a  stage  of  greater  perfec- 
tion. 

Esaminallon  of  Gastric  Contents. -This  ia  the  most  satis- 
factory method  of  determining  the  gastric  condition.  In  the 
majority  of  cases  it  is  possible  to  adopt  this  procedure.  It 
must  not  be  understood,  however,  that  it  is  best  to  resort  to 
this  technique  under  all  circumstances.  There  are  many  in- 
instances  in  which  it  is  not  advisable  to  use  the  stomach  tube  for 
this  purpose.  Acute  gastritis,  gastric  ulcer  and  febrile  diseases 
will  contraindicate  it.  Severe  heart  disease,  aortic  aneurysm 
and  advanced  arterial  degenerations  will  also  forbid  it.  Be- 
fore the  contents  are  taken  from  the  stomach,  the  patient  must 
be  given  a  test  breakfast.  Ewald's  is  probably  the  beat.  It 
consists  of  simply  a  roll  and  one-half  a  pint  of  water  or  tea 
without  milk  or  sugar.  In  one  hour  from  its  introduction  it 
must  be  taken  from  the  stomach.  Leube  and  Riegel's  test 
dinner  is  favored  by  some.  This  consists  of  beef  soup  (400 
gm.),  beefsteak  (200  gm.),  bread  (oO  gm.)  and  water  (200 
c.c).     It  should  be  removed  for  testing  in  four  hours. 

The  gastric  contents  are  to  be  withdrawn  by  expression  or 
aspiration  through  the  stomach  tube,  by  Einhom's  stomach 
bucket  or  by  the  sponge  method.  The  former  is  the  most 
common  method  of  procedure.  A  stomach  tube  with  side  and 
end  openings  ia  passed  into  the  stomach  and  the  outer  end  is 
retained  in  a  glass  bottle.  By  the  aid  of  the  patient's  forced 
retching  and  firm  pressure  over  the  epigastrium  it  is  possible 
to  expel  the  gastric  contents.  Should  failure  follow  this  we 
may  then  resort  to  aspiration  by  means  of  a  Politzer  bag 
attached  to  the  outer  end  of  the  tube;  or,  better  than  this,  it 
would  be  advisable  always  to  use  a  specially  constructed  tube 


688  DISEASES  OF  THE  DIGESTIVE  SYSTEM. 

with  a  bulb  attaclimeDt.  E-hhom'a  stomach  bue&ei  is  a  Bmal) 
silver  veesel  attached  to  a  silken  thread  and  with  a  large  per- 
foration at  the  top.  Aiter  this  has  been  moistened  with  water, 
the  patient  is  instructed  to  swallow  it.  We  may  know  that  it 
is  in  the  stomach  when  the  string,  on  slight  traction,  showa  the 
disappearance  of  at  least  sixteen  inches.  This  bucket  is  allowed 
to  remain  in  the  stomach  for  fire  minutes,  when  it  is  to  be 
carefully  withdrawn.  This  causes  less  irritation  than  the 
expression  method  and,  hence,  in  cases  of  suspected  ulceration, 
it  will  avoid  the  danger  of  bematemesis.  Unfortimately,  how- 
ever, it  does  not  obtain  enough  of  the  gastric  contents  for  any 
extended  examination.  The  sponge  method  is  not  satisfactory, 
though  we  may  get  a  portion  of  tie  contente  in  this  way  when 
the  tube  or  bucket  cannot  be  used.  The  objection  to  it  is  that 
most  of  the  contents  will  be  squeezed  out  before  it  is  extracted, 
and  that  we  are  liable  to  get  a  mixture  of  the  pharyngeal  and 
esophageal  secretions. 

The  Acids  •!  DiCeallsn. — Before  taking  up  the  features 
of  chemical  examination  of  the  stomach  contents,  it  may  be 
well  to  consider  the  condition  of  the  normal  gastric  secretions. 
I  quote  from  Tyson  as  follows :  "In  healthful  conditions,  in  ten 
or  fifteen  minutes  after  food  ingestion  the  gastric  contents  are 
acid,  the  acidity  depending  on  free  acids  or  acid  salts,  the 
latter  including  chiefly  acid  phosphates  of  sodium, and  potas- 
sium introduced  in  various  amounts  with  food.  At  this  stage 
the  free  acid  recognized  is  lactic,  which  is  either  introduced 
with  food  or  is  formed  in  the  lactic  acid  fermentation  out  of 
carbohydrates,  especially  sugar.  Up  to  thirty  to  forty-five 
minutes  the  lactic  acid  predominates,  while  the  tests  for  hydro- 
chloric acid  may  be  negative.  Then  comes  a  stage  in  which 
traces  of  HCl  can  be  demonstrated,  coexisting  with,  it  may  be, 
lactic  acid.  Finally  the  lactic  acid  disappears  altogether,  and 
at  the  end  of  an  hour  HCl  only  should  be  present.  HCl  is 
present  from  the  beginning,  but  its  recognition  is  interfered 
with,  partly  because  the  first  secreted  immediately  combines 
with  bases  until  these  are  neutralized.  Free  HCl  gradually 
increases  in  amount  imtil  at  the  acme  of  digestion  it  reaches 
0.15  to  0.2  per  cent  after  a  light  meal,  and  0.2  to  0.33  per  cent 
after  an  abundant  meal. 

The  examination  of  the  contents  may  now  proceed.  The 
quantity  must  be  considered  first.    If  the  stomach  is  empty  at 
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the  time  of  the  test  meal,  the  gastric  contentB,  obtained  by 
expression,  should  not  be  greater  than  40  c.c.  or  less  than  20  c.c. 
An  excess  means  hypersecretion  and  a  complete  absence  means 
abnormal  motor  activitj.  The  chemical  reaction  should  be 
acid,  and  this  we  may  determine  by  means  of  blue  litmus  paper 
which,  of  course,  is  turned  red  when  dipped  into  the  gastric 
contents.  This  only  establishes  the  fact  that  the  contents  are 
acid.  Congo  red,  which  is  commonly  employed,  is  changed  to 
blue  in  the  presence  of  free  acids.  Beuzo-purpurin  solution 
turns  dark  blue  in  hydrochloric  acid  and  brownish  black  in 
butyric  or  lactic  acid. 

The  total  acidity  is  a  much  more  important  determination 
and  is  obtained  as  follows:  The  gastric  contents  are  first 
filtered ;  then  10  c.c.  of  this  are  placed  in  a  beaker  and  one  drop 
of  phenol-phthalein  solution  is  added.  A  burette  is  filled  with 
a  solution  of  decinormal  sodium  hydrate  which  is  slowly 
dropped  into  the  filtrate  until  there  is  a  permanent  red  color. 
Care  must  be  exercised  not  to  mistake  the  first  red  tinge  for  the 
permanent  redness.  The  burette  is  then  read  and  that  figure 
is  to  be  multiplied  by  10,  which  gives  the  total  acidity.  The 
percentage  may  be  calculated  by  multiplying  this  figure  by 
.00365.  If  the  gastric  contents  should  happen  to  be  alkaline, 
the  burette  should  be  filled  with  a  decinormal  solution  of  hydro- 
chloric acid  and  then  we  may  proceed  as  before.  The  result 
will  give  us  the  alkaline  percentage. 

Diminished  acidity  usually  indicates  diminished  gastric 
secretion,  particularly  of  hydrochloric  acid.  We  observe  it  in 
organic  diseases  of  the  stomach,  fevers,  chlorosis,  pernicious 
anemia  and  some  of  the  chronic  constitutional  diseases.  Chronic 
gastric  catarrh,  achylia  gastrica,  and  cancer  of  the  stomach 
show  acid  deficiency  even  to  the  point  of  complete  absence. 
The  absence  of  hydrochloric  acid  is  not  always  significant  of 
gastric  carcinoma,  unless  a  condition  of  glandular  atrophy 
exists.  Increased  acidity  from  hydrochloric  acid  indicates  a 
state  of  hyperchlorhydria,  and  this  points  to  a  condition  of 
irritative  dyspepsia,  gastric  ulceration  or  a  neurosis. 

Teat  for  free  hydrochloric  acid.  —This  is  made  in  several 
ways.  A  common  method  is  known  as  Oiinzburg'a  test.  This 
reagent  is  composed  of  vanillin  one  part,  phloroglucln  two 
parts,  and  alcohol  thirty  parts.  Two  or  three  drops  of  this 
reagent  are  added  to  an  equal  amount  of  the  gastric  filtrate  in  a 
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porcelain  diah.  This  is  slowly  evaporated  over  a  flame  and  if 
free  hydrochloric  acid  is  present,  a  rose-red  color  appears  along 
the  edges  of  the  dish.  Blowing  will  hasten  the  reaction.  This 
method  will  reveal  hydrochloric  acid  in  the  proportion  of  1  to 
20,000  of  the  diluent. 

Boas'  resoTcin  test  is  another  method  for  the  detection  of 
free  hydrochloric  acid.  The  reagent  is  composed  of  resorcin 
five  parts,  white  sugar  tliree  parts,  and  dilute  alcohol  one  hun- 
dred parts.  The  procedure  is  the  same  as  in  Giinzburg's  test, 
and  a  purple-red  color  appears  along  the  edges  of  the  porcelain 
dish  when  heat  is  applied. 

Tropeolin  0.0.  A  saturated  solution  of-  this  is  placed  in 
a  porcelain  dish  with  an  equal  amount  of  gastric  flltrate  and 
heat  is  added.  If  free  acid  is  present,  a  brownish-red  or  deep 
red  color  will  appear.  Tropeolin  paper  (filter  paper  immersed 
for  a  long  time  in  an  alcoholic  solution)  may  be  used  in  place 
of  the  solution,  but  this  must  be  prepared  recently  to  make  it 
reliable. 

Topfer's  dimeihyl-iimido-azobenzol  test  is  determined  by 
a  6  per  cent  solution  of  this  reagent.  Two  or  three  drops  are 
added  to  10  ex.  of  the  gastric  contents  and  a  decinormal  solution 
of  sodium  hydrate  is  dropped  into  this  from  a  burette,  until 
a  rose-red  color  appears.  This  represents  the  complete  neu- 
tralization of  hydrochloric  acid.  The  burette  is  then  read  and 
the  figure,  multiplied  by  ,00365  gives  the  percentage  of  free 
hydrochloric  acid. 

Uffelmann's  lactic  acid  test. — This  reagent  is  made  by 
adding  a  drop  or  two  of  pure  carbolic  acid  to  a  weak  solution 
of  ferric  chlorid,  which  gives  an  amethyst-blue  fluid,  A  few 
drops  of  the  gastric  filtrate  are  added  to  this  and  if  lactic  acid 
is  present,  a  canary-yellow  color  will  be  detected.  If  fatty 
acids  are  present  there  will  be  an  ashy  gray  reaction.  The 
presence  of  phosphates  may  disturb  this  test  and  for  that  rea- 
son it  is  well  to  mix  the  gastric  contents  with  double  the  amount 
of  ether.  The  mixture  is  allowed  to  settle  and  the  ether  is 
decanted  and  evaporated  almost  to  dryness  in  a  water  bath. 
To  the  residue  about  1  c.c.  of  water  is  added  and  the  Uffelmann 
teat  is  applied  as  before.  If  now  a  canary-yellow  color  is 
presented,  we  have  positive  proof  that  lactic  acid  is  present. 

When  lactic  acid  ia  discovered  in  the  stomach  contents 
we  may  know  that  it  has  been  introduced  by  the  food,  or  it 
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represents  a  fenoentation  as  tlie  result  of  obstruction  or  defi- 
cient motility.  If  there  is  impairment  of  the  motor  power 
and  lactic  acid  is  present,  while  hydrochloric  acid  is  aheent, 
we  may  presume  that  gastric  cancer  exists.  The  simple  ab- 
sence of  hydrochloric  acid,  however,  does  not  constitute  proof 
that  there  is  a  cancer.  Boas  has  suggested  a  test  meal  which 
will  obviate  the  presence  of  lactic  acid  from  the  food.  He 
advises  one  or  two  litres  of  oatmeal  gmel,  to  which  is  added 
a  small  portion  of  salt.  The  contents  are  to  he  obtained  by 
expression  one  hour  later. 

Teat  for  fatty  or  volatile  add. — Heat  a  few  cc.  of  the 
gastric  filtrate  to  the  boiling  point  in  a  test  tube;  place  a 
strip  of  moistened  blue  litmus  paper  over  this  and  if  fatty 
acids  are  present  the  blue  color  will  be  changed  *<>  red. 

Test  for  acetic  add. — When  this  acid  is  present  in  large 
quantities  it  will  be  detected  by  its  odor.  When  it  is  pres- 
ent in  small  amounts,  it  is  determined  by  neutralizing  with 
sodium  carbonate  the  watery  residue  of  the  etheral  extract 
Neutral  ferric  chlorid  is  added  to  this  and  if  a  blood-red  color 
appears  we  may  know  that  acetic  acid  is  present. 

Test  for  p-opeptone. — For  this  test  equal  quantities  of 
the  gastric  contents  and  a  saturated  solution  of  common  salt 
are  mixed  in  a  test  tube.  If  propeptone  is  present  a  propor- 
tionate turbidity  will  be  detected.  The  addition  of  a  few  drops 
of  acetic  acid  will  make  the  test  more  satisfactory.  The  cloudi- 
ness will  be  dissipated  by  heat,  but  it  iBappears  on  cooling. 
Peptone  will  be  detected  in  the  foUowing  manner:  After 
filtering  the  mixture  employed  in  the  peptone  test,  it  must 
be  made  strongly  alkaline  by  the  addition  of  sodium  hydrate 
solution.  Then  a  few  drops  of  a  1  per  cent  solution  of  cnpric 
sulphate  are  added.  A  purple  or  violet  red  reaction  will  ap- 
pear if  peptone  is  present. 

Test  for  pepsin. — A  disc  of  coagulated  white  of  e^,  1 
c.c  in  diameter  and  1  m.m.  in  thickness,  is  placed  in  6  cc  of 
gastric  filtrate  in  a  test  tube.  This  should  be  kept  at  the  body 
temperature  for  several  hours.  If  a  normal  amount  of  pepsin 
is  present  the  e^  albumen  will  be  dissolved  in  two  to  six 
hours.  ReuTiet  ferment  will  be  discovered  by  the  following 
test:  Three  or  four  drops  of  the  gastric  filtrate  are  added  to 
5  cc  of  milk  in  a  test  tube.  This  is  placed  in  a  cnp  of  warm 
water  and  kept  at  a  temperature  of  100°  F.  for  ten  to  fifteen 
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miDutes.  If  there  is  a  Qormal  amount  of  the  rennet  ferment 
the  milk  will  be  curdled  in  that  time.  Rennet  zymogen  may 
be  determined  by  adding  a  few  drops  of  a  1  per  cent  solution 
of  calcium  chlorid  to  the  above  mixture,  and  allowing  this 
to  stand  for  a  few  minutes.  If  rennet  zymogen  is  present 
coagulation  will  take  place  in  a  few  minutes.  These  exam- 
inations will  decide  as  to  the  normal  conditions  of  the  gastric 
juice. 

Test  for  Erythro^exirin,  dextrin,  achroodextrin  aryi  mal- 
tose.— The  reagent  for  this  test  is  made  by  the  mixture  of 
iodin  0.1,  potassium  iodid  0,2,  and  distilled  water  200.  When 
a  few  drops  of  this  are  added  to  the  filtrate  dextrin  will  give 
a  blue  color,  erythro-dextrin  will  show  a  red  color  and  achro- 
odextrin will  produce  a  yellowish  color.  Maltose  will  affect 
no  change  in  the  color.  These  reactions  will  determine  the 
extent  of  the  starch  digestion  in  case  of  hyperacidity  or  in- 
creased gastric  secretion. 

The  degree  of  stomach  absorption. — Penzoldt's  and  Fa- 
ber's  method  is  accepted  for  this  purpose.  A  capsule  con- 
taining one  and  one-half  grains  of  potassium  iodid  is  swal- 
lowed by  the  patient.  Great  care  should  be  exercised  that 
none  of  the  iodid  is  on  the  outside  of  the  capsule.  The  ap- 
pearance of  iodin  in  the  saliva  indicates  that  absorption  has 
taken  place  from  the  stomach.  To  prove  this,  strips  of  well 
dried  starch  paper  are  moistened  every  five  minutes  or  oftener 
with  the  saliva  and  then  touched  with  fuming  nitric  acid. 
When  iodin  is  present  in  the  saliva  a  blue  reaction  takes 
place.  Normally  this  should  occur  in  six  to  ten  minutes.  De- 
layed reaction  will  indicate  an  impaired  absorption. 

Test  for  the  motor  power  of  the  stomach. Leube's 

method  is  to  wash  the  stomach  six  or  seven  hours  after  a  large 
.  meal  and  two  and  one-half  hours  after  an  Ewald  breakfast 
If  the  motor  power  is  perfect  no  food  particles  should  be  dis- 
covered after  these  washings.  Ewald  and  Sievers  have  sug- 
gested the  salol  test.  The  efficiency  of  this  is  due  to  tne 
fact  that  the  acid  gastric  contents  have  no  effect  upon  aalol, 
but  the  alkaline  fluids  of  the  intestine  change  it  into  salicylic 
acid  and  phenol.  Salicylic  acid  is  absorbed  and  excreted  by 
the  kidneys  as  salicyluric,  acid.  This  is  detected  in  the  urine 
by  the  violet  color  produced  by  the  addition  of  neutral  ferric 
chlorid  solution  (10  per  cent).     This  is  applied  to  a  drop  of 
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urine  on  a  piece  of  filter  paper.  The  pati 
grains  of  flalol  and  the  urine  is  to  be  exam: 
Salicyluric  acid  should  appear  in  the  uri 
minutes.     Any  delay  in  this  indicates  tardy  gastric  motility. 

Elemperer'a  test  with  olive  oil  is  not  a  pleasant  method  cf 
diagnosis.  Three  and  one-half  ounces  of  oil  are  introduced 
into  the  stomach  after  lavage  has  been  performed.  Two  bom-s 
later  the  stomach  is  aspirated  and  if  more  than  20  c.c.  or  30  c.c. 
is  left,  the  gastric  peristalsis  is  considered  slow.  Kecently 
the  question  of  the  stomach's  motility  has  been  settled  \-y 
mechanical  means.  Einhom's  gastrograpb  and  Hemmeter's 
deglutible  elastic  bag  have  given  some  encouraging  statistic-s 
in  this  respect.  The  instruments,  however,  require  the  servives 
of  an  expert,  so  that  tbey  do  not  bring  much  aid  to  the  gen- 
eral practician. 

The  microscopic  examination  of  stomaoli  contents  yields 
little  of  satisfactory  import  in  the  study  of  gastric  diseases. 
The  sarcinae  ventriculi  may  be  observed  in  conditions  of 
health,  but  when  they  are  found  in  large  numbers  they  are 
significant  of  the  fermentive  process  observed  in  dilatation. 
The  Oppler-Boas  bacillus  is  generally  present  in  gastric  car- 
cinoma, or  in  association  with  the  presence  of  free  lactic  acid. 
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This  term  is  applied  to  the  downward  displacement  of 
the  stomach  though,  in  a  sense,  it  refers  to  malpositions  of 
the  stomach  in  general.  In  extreme  conditions  the  lesser  curv- 
ature may  be  found  midway  between  the  ensiform  cartilage 
and  the  umbilicus,  while  the  greater  curvature  may  approach 
the  symphysis  pubis. 

Etialagy. — 8ex  is  a  factor  in  the  etiology  as  gastroptosis 
is  present  much  more  frequently  in  the  female  because  cf 
the  habit  of  tight  lacing,  and  in  women  after  repeated  preg- 
nancies. Mvscular  strain  or  local  injury  may  be  reckoned  as 
causes,  inasmuch  as  the  abdominal  tonicity  may  thus  be  de- 
creased. Displacement  of  the  right  kidney  may  also  drag 
down  the  liver,  the  stomach  and  part  of  the  intestines.  Chronic 
constipation,  which  causes  the  overloaded  transverse  colon  tosag, 
may  cause  gastroptosis.  Enlargement  of  tlie  liver  and  spleen 
may  gradually  push  the  stomach  down  as  these  organs  become 
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hypertrophied.  Abnomud  chest  conditions  and  gastrectaaia  will 
aerve  either  to  crowd  the  stomach  below  its  normal  level  or, 
in  dilatation,  to  place  the  greater  curvature  well  down  in  the 
abdominal  cavity.  Other  chronic  diseases  and  congenital  or 
acquired  weakness  of  the  supporting  ligaments  are  contributing 
factors  in  this  malposition. 

Symptoms. — The  symptoms  are  not  always  prominent  or 
characteristic.  Functional  disturbance  will  exist  in  proportion 
to  the  obstruction  of  the  pyloric  exit,  Aiony  of  the  muscular 
walls  and  impairment  of  the  gastric  secretions  by  perverted 
innervation,  will  lead  to  various  symptoms  significant  of  gas- 
tric debility.  If  there  is  extreme  compression  by  abnormal 
growths  or  by  constant  tight  lacing,  the  capacity  may  be  reduced 
so  that  even  a  normal  meal  will  cause  painful  peristaltic  action. 
In  case  of  dilatation  with  displacement,  we  may  observe  the 
symptoms  of  gaatrectasis.  Oastralgic  and  colicky  pains  may 
attend  the  peristaltic  impairment  and  constipation  is  liable  to 
be  a  bothersome  complication. 

Physical  examination  will  determine  the  gastric  displace- 
ment, and  this  is  best  accomplished  by  inflation,  either  with 
effervescent  mixture  (tartaric  acid  and  soda  bicarbonate,  each 
one  dram  in  separate  glasses  of  water)  or  by  the  introduction 
of  air  through  a  tube.  Ijispectton  will  show  a  bulging  abdo- 
men and  a  corresponding  hollowness  in  the  epigastric  region. 
Percussion  will  disclose  the  gastric  tympany  below  its  norm&I 
location  and  the  absence  of  the  same  in  the  epigastrium.  When 
the  gastric  contents  are  retained,  either  on  account  of  the  gastric 
malposition  or  muscular  atony,  a  splashing  sound  may  be 
detected. 

Prognosis  and  Treatment. — The  prognosis  is  not  so  unfa- 
I'orable  as  it  might  seem  to  be.  Much  depends  upon  the  con- 
tributing cause.  Naturally  when  the  organic  conditions  of 
other  organs  are  at  fault,  the  outcome  is  less  hopeful.  Simple 
displacement,  however,  may  be  endured  for  years  without 
marked  effect.  The  treatment  pertains  to  the  removal  of  the 
cause.  The  diet  should  be  that  mentioned  under  tie  treatment 
of  gastrectasis.  Functional  disturbances  of  the  stomach  which 
may  arise  must  be  carefully  prescribed  for.  Eeciunbency  after 
meals  is  a  good  habit  to  establish.  Abdominal  binders  are 
worthy  of  consideration.  Gastrorrhaphy  may  be  undertaken 
and  it  is  possible  that  surgeons  may  give  some  relief  by  short- 
ening the  gastrohepatic  and  the  gastrophrenic  ligaments. 
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OASTKECTASIS. 

Dilatation  of  the  stomach  is  a  condition  which  deserves 
careful  consideration.  That  organ  ma;  be  enlarged  in  propor- 
tion to  the  patient's  size,  and  a  congenital  enlargement  does 
not  necessarily  mean  a  pathologic  perversion.  The  maximum 
capacity  of  the  stomach  in  a  normal  state  averages  1600  o.c 
or  one  and  one-half  quarts.  Any  increase  of  tJiis  capacity, 
which  causes  functional  disturhance,  or  the  failure  of  the 
stomach  to  contract  when  it  is  empty,  permits  the  fermentation 
of  retained  food  and  this  covers  the  definition  of  the  subject 
under  question. 

EtiolotY' — The  most  common  pathologic  causes  are  pyloric 
obstruction  and  insufficiency  of  (he  gastric  muscles.  The  former 
prevents  the  natural  exit  of  the  stomach  contents  and  overworks 
the  muscular  structure.  The  latter  diminishes  the  expulsive 
force  and  thereby  allows  the  cavity  to  distend.  Pyloric  ste- 
nosis is  most  frequently  observed.  It  is  due  to  cancer  of  the 
pylorus  or  cicatricial  contraction  resulting  from  ulceration  or 
corrosive  poisons.  Fibroid  overgrowth  may  cause  a  pyloric 
contraction  or  external  compression  may  result  from  organic 
enlargement  of  the  liver,  pancreas  or  gall  bladder.  Displace- 
ment of  the  right  kidney,  omental  growths  or  large  gallstones 
frequently  impair  the  pyloric  function.  Simple  hypertrophy 
of  the  normal  tissue  and  congenital  stenosis  are  rare  causes. 
Displacement  of  the  stomach,  adhesions  secondary  to  perito- 
nitis, or  duodenal  obstructions  are  also  to  be  considered  as 
etiologic  possibilities. 

Atony  of  the  muscular  coats  may  be  due  to  the  habitual 
overfilling  of  the  stomach  with  food  and  drink.  This  is  par- 
ticularly true  when  there  are  nutritional  derangements  fol- 
lowing anemia,  tuberculosis,  carcinoma,  diabetes,  neurotic  dis- 
turbances and  other  constitutional  diseases.  Chronic  gastritis 
also  causes  muscular  debility,  and  other  influences  promote 
the  impaired  innervation  which  develops  an  imperfect  peris- 
talsis. The  sluggish  digestion  permits  an  abnormal  accumula- 
tion of  food  in  the  stomach  and  this,  with  the  distention  from 
unnatural  fermentation,  favors  the  gastric  dilatation.  In  some 
cases  we  may  find  that  the  muscular  weakness  is  caused  en- 
tirely by  the  primary  involvement  of  the  nerves  which  govern 
gastric  motility.  Acute  dilatation  is  a  rare  occurrence,  but 
it  has  been  olnerved  in  connection  with  specific  fevers  which 
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produce  rapid  paienchyioatouB  de^neration  of  tlie  mmcular 
coats.  It  may  possibly  follow  from  the  drinking  of  large 
quantities  of  effervescing  liquids.  Boas  claims  it  may  be 
caused  by  shock;  Bettman  reports  a  case  due  to  sudden  ob- 
structiou  of  the  pylorus  and  duodenum;  and  Fa^;e  describes 
it  as  a  paralytic  distention  secondary  to  chronic  catarrhal  in- 
flammation. 

Pathvlofy. — In  studying  the  pathology  we  must  make  due 
allowance  for  the  individual  peculiarities  in  the  stomach's  size. 
We  shall  invariably  iind  the  intestines  displaced  downward 
while  the  liver,  diapbrflgm  ami  aplwn  are  pushed  upward. 
The  stomach  will  occupy  the  most  of  the  anterior  abdominal 
cavity,  its  lower  border  being  found  between  the  umbilicus 
and  pubis.  This  line  will,  of  course,  vary  in  accordance  with 
the  degree  of  dilatation.  When  pyloric  stenosis  is  the  cause 
the  fundus  is  mostly  affected  and  the  distention  will  be  found 
to  the  left  of  the  median  line.  The  muscular  walls  will  be 
either  hypertrophied  or  atrophied.  The  hypertrophy  may  rep- 
resent a  uniform  muscular  overgrowth,  or  it  may  be  found 
mostly  at  the  pylorus.  When  cancer  exists  there  may  be  a 
diffused  thickening.  Atrophy  is  observed  more  frequently  in 
those  of  advanced  years ;  it  often  follows  the  hypertrophic  con- 
dition and  is  invariably  a  feature  of  malnutrition.  The  mucous 
membrane  shows  the  changes  characteristic  of  chronic  gastritis. 

Symptoms. — In  the  first  stages  the  symptoms  are  not  very 
distinctive.  A  sense  of  epigastric  fulness  and  other  signs  of 
indigestion  are  in  early  evidence.  Eructations  are  unpleasant 
and  persistent.  The  appetite  is  sometimes  lessened  and  at  other 
times  hunger  is  pronounced.  Thirst  is  usually  inordinate. 
Yomiting  is  the  most  characteristic  manifestation  and  the  quan- 
tity of  the  ejecta  is  often  enormous,  amounting  in  some  cases 
to  as  much  as  one  or  two  gallons.  The  vomited  matter  ie 
watery  and  includes  remnants  of  previous  meals;  it  also  con- 
tains bacteria,  sarcinae  and  yeast  fungi  in  abundance.  The 
reaction  usually  shows  a  lessened  acidity,  as  in  the  majority 
of  cases  the  hydrochloric  acid  secretion  is  diminished.  Some- 
times the  acid  reaction  is  normal  or  even  excessive.  In  the 
latter  instance 'it  exists  as  the  result  of  fermentation  which 
produces  lactic,  butyric  or  acetic  acids.  Carbonic  acid  and 
hydrogen  gases  are  also  formed  by  the  decomposition  of  albu- 
minoids, and  sulphurreted  hydr(^n  may  be  detected.     The 
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retention  of  food  and  the  fermeDtation  due  to  ttydrocliloTic 
acid  deficiency  pervert  the  natural  stomach  function.  In 
some  inetancee  the  stomach  is  never  completely  emptied,  either 
by  the  act  of  vomiting  or  by  the  passage  of  the  contents  through 
the  pylorus.  Aa  a  result  of  this,  diminished  intestinal  peris- 
talsis gives  rise  to  obstinate  constipation.  The  urine  is  scanty, 
the  skin  is  excessively  dry  and  a  progressive  anemia  is  followed 
by  emaciation  and  general  debility.  In  fatal  cases  a  marked 
drowsiness,  the  result  of  toxic  absorption,  may  be  noticed  be- 
fore the  final  termination.  The  regurgitation  of  the  acid  con- 
tents of  the  stomach  is  usually  very  distressing  as  the  disease 
progresses.  Muscular  cramps  may  affect  the  calves  of  the  legs 
and  the  flexors  of  the  arms.  Pains,  increased  after  eating, 
are  also  felt  in  the  abdomen.  Tetany  is  sometimes  observed 
after  lavage  or  violent  vomiting.  Cardiac  palpitation  is  a  nat- 
ural sequence  as  the  heart  is  irritated  by  the  upward  pres- 
sure of  the  dilated  stomach.  The  nervous  excitement  may  be- 
come so  extreme  at  times  that  the  patient  suffers  with  noc- 
turnal dyspnea  or  distressing  insomnia. 

Phyiical  Slfns. — Inspection,  though  not  always  a  valuable 
aid  to  diagnosis,  may,  in  emaciated  cases,  reveal  the  lower 
level  of  the  greater  curvature  and  possibly  the  displacement 
of  the  smaller  curvature.  A  rounded  prominence  may  some- 
times be  seen  just  above  the  umbilicus  when  the  patient  is 
lying  down  and  just  below  the  umbilicus  when  the  erect  posi- 
tion is  assumed.  A  corresponding  depression  is  observed  in 
the  epigastric  region.  All  of  these  outlines  will  be  more  clearly 
recognized  if  the  stomach  is  distended  with  air  or  effervescing 
fluids.  The  peristaltic  wave,  from  left  to  right,  may  be  seen 
to  stop  suddenly  at  the  pylorus  when  stenosis  is  the  cause; 
reversed  peristalsis  may  be  observed  in  rare  instances.  Pal- 
pation serves  to  confirm  the  peristalsis  of  the  stomach.  A 
splashing  sound  is  sometimes  identified  by  the  quick  pressure 
of  the  fingers  over  the  stomach  or  by  shaking  the  body  when 
the  hand  is  on  the  epigastrium.  Percussion  gives  the  most 
satisfactory  evidence,  auscultatory  percussion  being  especially 
satisfactory.  The  patient  should  be  examined  while  stand- 
ing and  the  percussion  should  be  started  at  the  edge  of  the 
ribs  in  the  neighborhood  of  the  parasternal  line  and  continued 
downward.  The  note  will  be  tympanitic  until  the  lesser  curv- 
ature is  reached,  when  a  duller  sound,  due  to  the  liquid  oon- 
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tents,  is  heard;  this  will  in  tnm  be  succeeded  by  tympany 
as  tlie  bowel  is  approached.  The  area  of  duln«sa  will  riae 
when  the  patient  lies  down.  When  the  stomach  is  empty  we 
shall  be  able  to  define  an  increased  area  of  tympany  extend- 
ing below  the  umbilicus.  The  best  method  is  to  insert  a  tnbe 
and  gradually  fill  the  stomach  with  water ;  as  the  dull  sound 
displaces  the  previous  tympanitic  sonnd  we  shall  know  that 
dilatation  exists. 

Diagnosis. — The  symptoms  and  the  physical  signs  enu- 
merated above  must  be  studied  carefully  in  order  to  make  a 
diagnosis.  The  vomiting  and  the  peculiar  character  of  the 
vomitus  are  the  most  snggeative  symptoms.  It  is  necessary, 
however,  to  make  several  careful  differeirtiations.  Intestinai 
dilatation  will  give  none  of  the  gastric  symptoms  or  physical 
signs  of  gastrectasis.  Oastroptosis,  when  esisting  independ- 
ently, will  show,  on  inflation,  a  lower  line  for  both  the  lesser 
and  greater  curvatures.  Ascites  will  be  diagnosed  by  the  pres- 
ence of  liquid  in  the  lowest  part  of  the  abdominal  cavity  which 
changes  with  the  position  of  the  patient  Palpation  may  re- 
veal fluctuation.  Megalogastria,  or  "big  stomach,"  causes  no 
obstruction  to  the  passage  of  food  at  the  pylorus.  Ovarian  cyst 
should  not  confuse  after  a  careful  abdominal  and  vaginal  ex- 
amination. 

Prognosis. — Recovery  in  advanced  chronic  cases  is  hardly 
to  be  expected.  Malignant  formations  at  the  pylonis  make 
the  prognosis  absolutely  unfavorable.  Acute  cases  may  respond 
to  treatment  and  there  is  some  hope  in  those  cases  due  to  simple 
muscular  atony. 

Treatment. — In  malignant  atenosia  treatment  is  almost 
hopeless.  The  best  that  can  be  done  under  such  circnmstancee 
is  to  nourish  the  patient  with  frequent  administrations  of 
easily  digested  foods  in  small  quantities.  In  all  cases  the 
work  of  the  muscular  coats  must  be  lessened  as  much  as  pos- 
sible. Gastroenterostomy  or  complete  removal  of  the  stomach 
is  warranted  in  some  cases.  When  the  stenosis  is  not  organic 
and  when  the  pylorus  ia  somewhat  patent,  we  may  expect  im- 
provement from  treatment.  Diet  is  an  important  considera- 
tion. Liquid  diet  is  best  but  an  excess  of  fluids  should  not 
be  used  as  this  may  encourage  fermentation  and  distention ; 
solids  in  large  amount  are  not  well  borne.  The  prepared  foods, 
particularly  the  peptones,  may  be  used  in  small  quantities. 
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Starchy,  saccharine  and  fatty  articles  must  be  prescribed  with 
care.  The  nutrient  enema  may  be  the  only  resource  for  tem- 
porary support.  Seef  juice  and  scraped  beef  may  be  digested 
with  comfort.  Peptonized  milk  and  condensed  broths  are  often 
endured.  Alcohol  and  other  stimulants  must  be  prohibited. 
Soft  boiled  e^,  e^nc^  and  semisolid  foods  are  usually 
of  great  value. 

Lavage  is  the  best  method  of  local  treatment  and  it  should 
be  performed  daily.  The  patient  may  be  instructed  to  em- 
ploy this  erery  evening  or  every  morning.  The  stomach 
should  always  be  washed  until  it  is  perfectly  dean.  Then 
the  patient  may  take  the  desired  food.  Warm  water,  with  a 
slight  addition  of  soda  bicarbonate,  may  be  sufficient;  some 
still  claim  that  antiseptic  solutions  are  best.  A  4  per  cent 
solution  of  boracic  acid  or  a  1  per  cent  solution  of  salicylic 
acid  is  recommended.  Faradization  has  given  good  results. 
This  may  be  accomplished  with  one  electrode  over  the  epi- 
gastrium and  another  over  the  pnenmogastric  in  the  neck. 
For  internal  electrization  a  variety  of  electrodes  have  been 
advised;  the  external  electrode  is  placed  over  the  epigastrium, 
while  the  other  electrode  is  introduced  into  the  stomach  which 
is  well  filled  with  water.  Massage  has  also  given  favorable 
results  iu  forcing  the  contents  through  the  pylorus  and  other- 
wise stimulating  muscular  contractions. 

Bejnedies  do  not  offer  much  hope  in  the  treatment  of 
this  disease.  Hydrochloric  acid  may  be  of  some  use  as  a  diges- 
tive agent,  and  when  this  is  employed  we  may  consider  pepsin 
as  an  adjuvant  Nitro-muriatic  acid  is  a  valuable  substitute 
when  hepatic  stimulation  is  desired.  Strychnia  and  nux  vom- 
ica may  be  considered  as  valuable  for  increasing  gastric  peris- 
talsis. Agents  like  bicarbonate  of  soda,  charcoal  and  creosote, 
which  act  as  anti-ferments,  have  been  employed  and  are  useful 
in  some  cases.  Other  remedies  have  reference  to  the  condition 
of  chronic  gastritis  which  ensues  and  will  be  studied  under 
that  subject. 


ACUTE  CATARRHAL  GASTRITIS. 

This  refers  to  an  acute  inflammation  of  the  mucous  mem- 
brane of  the  stomach.  The  cause  is  found  in  a  nonspecific 
untation    from  decomposing  and  fermenting  foods.     The  in- 
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flammatton  is  moderate  m  intensity  and  is  attended  b;  slight 
local  and  constitutional  diatuTbance.  Acute  dyspepsia,  gastric 
fever  and  simple  gastritis  are  synonymous  terms. 

Etiology. — To  a  certain  extent  the  cause  of  this  disease 
may  be  found  in  a  predisposition.  Some  are  prone  to  gastric 
disturbance  from  the  slightest  irritation ;  in  many  cases  it  is 
an  hereditary  habit.  Carelessness  in  diet,  overloading  the 
stomach,  highly  seasoned  foods  and  alcoholic  excess  are  com- 
mon-causes. Constitutional  factors  like  tubercnlosis,  gout  and 
rheumatism,  the  anemias  and  all  diseases  which  encourage  mal- 
nutrition, invariably  predispose.  Diseases  of  the  liver,  heart 
and  lungs  favor  secondary  congestion  of  the  digestive  tract 
and,  therefore,  may  incite  acute  gastritis.  The  ingestion  of 
over  hot  food  or  drinks,  and  nervous  conditions  which  diminish 
the  secretion  of  gastric  juice  must  also  be  kept  in  mind  as 
direct  and  indirect  causes. 

Pathology. — In  the  early  stages  the  mucous  membrane  is 
red,  swollen  and  studded  with  hemorrhagic  extravasations. 
Later  there  is  a  uniform  coating  of  mucus  which  is  the  char- 
acteristic morbid  condition.  Effused  serum,  leukocytes  and 
desquamated  epithelium  are  added  to  the  gastric  exudate  as 
the  disease  prt^resses.  The  solitary  lymph  glands  are  fre- 
quently infiltrated  and  the  gastric  tubules  may  he  filled  with 
granular  cells. 

Syraploms. — Loss  of  appetite,  nausea  and  epigastric  pain 
and  distress  after  taking  food  are  characteristic  symptoms. 
There  is  an  unpleasant  taste  in  the  mouth,  thirst  is  often 
pronounced,  the  tongue  is  coated  heavily  and  the  patient  com- 
plains of  dizziness  and  fulness  in  the  head.  Vomiting  given 
relief.  The  ejected  matter  contains  an  excess  of  muciis,  and 
lactic  and  fatty  acids  will  be  found  in  the  undigested  food 
particles.  The  undigested  food  is  usually  the  cause  of  vomit- 
ing, and  when  this  is  expelled  the  patient  is  invariably  relieved 
for  some  time.  The  weakness  is  often  profound  and  the  nausea 
returns  as  soon  as  food  is  again  taken  into  the  stomach.  Jaun- 
dice is  present  whenever  the  inflammation  extends  into  the 
duodenum  and  causes  any  obstruction  of  the  common  duct.  A 
sense  of  epigastric  fulness  or  weight  is  a  common  symptom, 
unless  the  stomach  is  kept  free  of  food,  or  the  simpleat  liquid 
diet  is  employed.  The  face  is  pale  and  the  extremities  are 
cold.     Berpetic  vesicles  may  be  noticed  on  the  lips  during  the 
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later  stitgea  of  the  disease,  and  the  urine  is  soantj  and  high 
colored. 

Fever  is  absent  in  most  cases.  There  is  a  form,  however, 
which  has  a  distinctive  febrile  character.  Ib  such  cases  the 
constitutional  symptoms  are  marked  and  a  chill  precedes  the 
febrile  action.  The  temperature  rangee  from  101°  to  103°  F., 
but  does  not  continue  long.  There  is  an  eryihematotu  variety 
which  follows  the  ezanthematoue  fevers.  In  this  form  we 
observe  little  coating  on  the  tongue  and  the  vomitus  does  not 
contain  much  mucua.  The  marked  dryness  and  redness  of  the 
tongue  is  expressive  of  a  similar  condition  in  the  esophagus 
and  stomach.  The  constitutional  symptoms  are  often  extreme 
and  a  high  fever  is  attended  by  a  rapid  pulse. 

Oia^OSlft. — The  average  case  will  he  easily  diagnosed  by 
the  foregoing  characteristic  symptoms.  The  febrile  cases  will 
offer  the  most  doubt,  as  it  will  be  difficult  at  first  to  decide 
between  this  and  infectious  fevers.  Typhoid  will  often  be 
suspected,  but  the  fever  of  gastric  catarrh  will  present  a  more 
rapid  rise  of  temperature  and  little,  if  any,  remission,  and 
this  disease  usually  disappears  in  a  few  days.  The  other 
diagnostic  points  in  typhoid  will  help  to  differentiate  as  the 
disease  prt^resses. 

Protnoals. — The  outcome  is  favorable  in  most  cases.  The 
disease  does  not  usually  last  longer  than  three  to  five  days. 

Trsatment. — When  the  cause  is  removed  improvement  in- 
variably follows  if  a  judicious  diet  is  pursued.  The  vomiting 
is  due  to  the  undigested  food  and  when  this  is  ejected  the 
stomach  will  generally  right  itself.  When  vomiting  does  not 
take  place  naturally  it  is  best  to  use  a  mild  etnetic  to  enconr- 
Bge  it  Warm  water  will  usually  accomplish  this.  If  the 
bowels  are  constipated  a  mild  cathartic  or  an  enema  is  essen- 
tial. Carbonated  waters  are  invariably  comforting  to  the  stom- 
ach. Food  may  be  kept  from  the  stomach  for  some  time,  and 
when  it  is  administered,  milk  diluted  with  Vichy  water  will 
be  most  agreeable.  Light  soups  may  then  be  used  and  a  solid 
diet  should  be  approached  gradually.  Stomach  rest  is  de- 
manded until  nausea  and  vomiting  disappear. 

The  remedies  which  are  most  frequently  indicated  are 
ipecac,  which  corrects  the  vomiting,  nux  vomica,  vrinek  lestoree 
the  normal  gastric  secretion  and  stimulates  a  healthy  peris- 
talsis, arsenicum,  which  is  always  a  good  tonic  to  a  weakened 
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or  inflamed  mucouB  membrane,  and  puUatUla,  'which  corre- 
sponds to  many  of  the  general  and  local  symptoma.  Cerium 
oxalate  is  often  valuable  in  persistent  vomiting  which  yields 
to  no  other  remedy.  Anlimonium  crudum  refers  to  the  coated 
tongue,  and  hryonia  has  similar  symptoms,  with  thirst  and 
gastric  irritability.  Tartar  emetic  and  apomorphia  will  answer 
in  protracted  cases  where  the  mucus  is  excessive  and  the  vom- 
iting and  nausea  persist.  The  febrile  symptoms  are  generally 
covered  by  aconite  and  belladonmi. 


ACUTE  TOXIC  OASTKITIS. 

This  form  of  gastritis  is  an  acute  inflammation  of  the 
stomach  following  the  ingestion  of  irritant  or  corrosive  poisons. 
Arsenic,  phosphorus,  acids,  caustic  alkalies  and  corrosive  subli- 
mate are  the  more  frequent  causative  agents. 

Patholofy. — The  pathologic  changes  depend  decidedly 
upon  the  character  of  the  toxic  irritant,  the  amount  taken 
and  the  condition  of  the  stomach  at  the  time.  The  non-corro- 
sive poisons  create  intense  hyperemia,  tumefaction  and  des- 
quamative changes,  while  the  corrosive  substances  induce  necro- 
sis of  the  mucous  membrane  and  eventual  involvement  of 
the  muscular  coats.  Alcohol  and  phosphorus,  in  addition  to 
the  acute  inflammation,  may  lead  to  a  fatty  metamorphosis 
of  the  glandular  epithelium  and  muscular  stroma. 

SymptoiDB. — The  symptoms  also  vary  in  accordance  with 
the  character  of  the  poison.  Intense  burning  pain,  tenderness 
on  pressure  and  vomiting  of  blood  or  fragments  of  mucous 
membrane  are  prevailing  symptoms  of  all  toxic  irritants.  The 
general  symptoms  of  profound  prostration,  cold  surfaces,  rapid 
pulse  and  increased  respiration,  with  other  signs  of  fatal  col- 
lapse, and  later  the  development  of  fever  are  invariably  in 
evidence.  Unless  prompt  aid  is  rendered  or  the  dose  of  poison 
is  small,  death  usually  follows.  After  relief  by  an  antidote, 
hematuria,  gastric  ulceration  or  esophageal  constriction  and 
other  serious  sequelae  are  frequent.  When  recovery  is  tardy, 
areas  of  cicatricial  formation  may  develop  and  these  will 
lead  to  gastric  contraction  and  general  perversion  of  the  stom- 
ach function. 

Diagnosis. — In  addition  to  the  typical  symptoms  we  must' 
look  for  signs  of  the  toxic  agent  which  has  been  swallowed. 
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These  BymptomB  may  often  be  detected  by  the  corrosive  action 
upon  the  mouth  and  pharynx,  or  even  by  the  odor  of  the 
breath.  Chemical  examinatioQ  of  the  vomitua  or  of  the  gastric 
contents,  obtained  by  expulsion,  will  aid  much  in  this  respect. 

Diphtheritic  gastritis  is  a  term  applied  to  gastric  inflam- 
mation which  is  due  to  an  extension  of  faucial  or  laryngeal 
diphtheria.  It  is  also  the  result  of  typhus  or  typhoid  fever, 
smallpox,  scarlet  fever,  pneumonia  and  similar  infections.  It 
is  recorded  as  an  occasional  primary  affection  in  children  of 
the  strumous  habit 

Mycotic  gastritis  is  a  rare  form  of  gastritis  due  to  fungus 
poisons  which  affect  the  mucous  membrane  of  the  stomach. 
The  yeast  fungus,  the  penicillium  and  the  sarcina,  which  de- 
velop as  the  result  of  gastric  retention,  are  the  most  common 
exciting  causes. 

ProfnOflis. — This  varies  in  accordance  with  the  poison,  the 
amount  taken  and  the  condition  of  the  gastric  mucous  mem- 
brane. If  death  does  not  occur  immediately  the  resultant  gas- 
tritis is  liable  to  be  fatal.  If  an  antidote  is  promptly  em- 
ployed and  the  stomach  is  relieved  by  active  vomiting,  the 
condition  may  be  helped  by  a  bland  diet  and  the  use  of  inter- 
nal remedies. 

Treatment. — The  use  of  a  proper  antidote  is  of  first  im- 
portance. Free  vomiting  should  then  be  encouraged ;  apomor- 
phia,  hypodennatically  administered  (grs.  1/10)  will  usually 
accomplish  this  quickly.  It  is  usually  best  to  wash  the  stomach 
by  means  of  the  tube,  which  should  be  used  very  cautiously. 
Demulcents  and  antidotes  may  be  added  to  the  warm  water. 
Mucilaginous  drinks  and  milk  should  be  given  after  this  has 
been  done.  If  an  alkali  or  an  acid  has  been  swallowed  it 
should  be  antidoted  before  the  stomach  is  emptied.  Calcined 
magnesia,  three  ounces  to  a  pint  of  water,  will  be  serviceable 
when  acids  have  been  taken,  while  solutions  of  tartaric  ai-id, 
lemon  juice  or  vinegar  may  be  employed  for  alkalies,  It 
may  be  necessary  to  relieve  pain  by  means  of  morphin.  Ice, 
taken  internally  or  applied  to  the  epigastrium,  will  give  much 
relief  to  subsequent  symptoms.  Water  and  milk  may  be  given 
as  freely  as  the  stomach  will  tolerate  them.  Broths  and  a 
light  diet  may  be  gradually  instituted.  The  further  treatment 
will  apply  to  that  given  under  acute  gastritis  and  ulceration  of 
the  stomach. 
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PHLEOHONOUS  GASTRITIS. 


tonouB  gastritis  is  a  rare  form  of  suppurative  in- 
flammatioa  involving  the  submucous  and  muBCiilar  ooats  of 
the  stomach.  The  purulent  infiltration  may  be  diffuse  or  cir- 
cumscribed, and  it  occurs  either  idiopathically  {very  rare) 
or  as  the  result  of  metastasis.  In  idiopathic  cases  we  may 
find  alcoholic  excesses,  dietetic  errors  and  possibly  traumatism 
as  causes.  Hetastasis  occurs  as  the  result  of  pyemia,  puerperal 
infection  and  exanthematous  diseases.  The  absceaaes  are  usually 
small  and  multiple.  Feritouitis  may  exist  as  the  result  of 
gastric  perforation. 

Symptoms. — Severe  epigastric  and  abdominal  pain  with 
tympany  simulate  peritonitis.  Vomiting,  high  fever  (103°  or 
104°),  delirium,  great  thirst  and  a  dry  tongue  are  also  char- 
acteristic aymptoms.  A  frequent  and  irregular  pulse  with 
coma  and  collapse  indicate  a  fatal  termination.  In  moderate 
cases  the  symptoms  of  typhoid  may  supervene.  The  vomited 
matter  may  contain  mucus,  bile  and  pus.  A  notable  feature, 
'  however,  is  the  fact  that,  in  many  cases,  the  vomitus  may  show 
no  sign  of  pus,  but  when  it  is  present  it  is  pathognomonic.  A 
gaetric  tumor  subsiding  after  the  vomiting  of  pus  is  the  best 
confirmation  of  the  existence  of  an  abscess. 

Tf6fttnMlt. — The  circumscribed  form  may  demand  oper- 
ative measures.  The  medicinal  treatment  will  accomplish  little 
more  than  palliation.'  Arsenicum,  lachesis,  iodoform,  silicea, 
sulphur,  and  calcarea  fluorica  may  be  considered  from  a  symp- 
tomatic standpoint.  Mercurius  corrosivus  and  carbolic  acitl 
should  also  be  thought  of. 


CHBttNIC  CATARRAL  GASTRITIS. 

As  the  term  implieSj  this  disease  ia  characterized  by  a 
chronic  catarrhal  infiammation  of  the  gastric  mucous  membrane. 
The  low  grade  hyperemia  is  attended  by  au  excessive  secre- 
tion of  mucus,  alterations  in  the  composition  of  the  gastric 
juice  and  ultimate  structural  change  in  the  glandular  and  mus- 
cular tissues.  The  other  d^criptive  names  are  chronic  gas- 
tritis and  chronic  catarrhal  dyspepsia. 

EtioloCy. — Continued  irritation  of  the  gastric  mucous 
membrane  is  the  fundamental  cause  of  a  chronic  inflammation 
of  the  stomach.     Errors  of  diet,  irregular  eating  and  overload- 
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ing  of  the  stomacli  are  without  doubt  the  earliest  predisposing 
factors.  Hot  and  cold  drinks,  the  bolting  of  food,  gaatric  fer- 
mentation and  the  immoderate  eating  of  pastry  and  condiments 
are  contributing  excitants.  Alcoholic  excess  and  toxic  agencies 
are  directly  or  indirectly  underlying  factors,  and  many  cases 
may  follow  functional  perversions  (as  in  neurotic  eases)  or 
the  tardy  recovery  from  the  acute  form.  Diseases  of  the  liver, 
heart  and  lungs  may  be  the  primary  causes  inasmuch  as  they 
may  lead  to  a  passive  gastric  congestion  through  the  mechan- 
ical obstruction  of  the  portal  circulation.  Constitutional  dis- 
eases, like  anemia,  chlorosis,  chronic  tuberculosis  and  malaria, 
also  favor  chronic  gastritis  by  a  similar  reflex  circulatory  per- 
version. 

Pathology. — The  anatomic  changes  are  found  mostly 
in  the  neighborhood  of  the  pylorus.  The  mucous  membrane 
is  dark  gray  in  color  except  at  points  where  it  is  injected  with 
blood ;  it  is  somewhat  thickened  and  quite  generally  covered 
with  tenacious  mucus.  In  some  places  it  may  be  slightly 
thinner,  but  at  the  pylorus  it  often  presents  a  rough  and 
wrinkled  condition  which  has  been  defined  aa  a  gastritis  poly- 
posa.  Ewald  descrrbea  the  morbid  anatomy  as  a  parenchyma- 
tous and  interstitial  inflammation.  The  gland  cells  may  suffer 
erosion  or  granular  swelling  so  that  the  tubes  become  changed 
in  form  or  show  an  atypical  branching.  Small  cysts  often 
develop  at  the  opening  of  the  tubes  and  in  the  majority  of 
cases  the  epithelium  of  the  glandular  structure  undergoes 
marked  degeneration.  Connective-tissue  increase  between  the 
glands  may  cause  excessive  distortion  and  the  cells  of  the 
tubules  frequently  undergo  mucoid  transformation. 

These  parenchymatous  and  interstitial  changes  lead  in 
extreme  cases  to  an  atrophy  which  impairs  the  secreting  power 
of  the  stomach.  There  are  two  forma  of  this  atrophy ;  one  is 
characterized  by  the  extreme  thinness  of  the  gastric  coats  so 
that  the  size  of  the  stomach  is  increased;  the  other  presents 
an  enormous  thickening  o£  the  coats  which  naturally  decreases 
its  volume.  This  cirrhotic  condition  may  continue  until  in 
certain  instances  the  gastric  secretion  is  absolutely  suspended, 
both  on  account  of  glandular  destruction  and  the  contraction 
of  the  organ.  When  the  structural  changes  become  so  ex- 
tensive that  there  is  an  absence  of  gastric  secretion,  the  <lis- 
ease  is  termed  achylia  gastrica.  The  majority  of  cases  do  not 
show  this  extreme  pathol<^. 
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Symptoms. — The  symptome  which  cause  the  patient  first 
to  complain  are  loss  of  appetite,  even  to  the  point  of  disgust 
for  food,  an  unpleasant  taste,  a  coated  tongue  and  discomfort 
after  eating.  The  sense  of  fulness  or  distress  in  the  stomach 
may  be  attended  by  burning  sensations  'with  slight  epigastric 
pain  and  eructations  of  gas.  Regurgitation  of  acid  or  bitter 
food  is  decidedly  unpleasant.  AH  of  these  Bjmptoms  are  ag- 
gravated as  soon  as  food  is  taken  into  the  stomach.  Nattsea 
and  vomiting  may  take  place  at  any  time,  the  vomitua  cousiet- 
ing  of  undigested  food  and  a  large  amount  of  mucus.  The 
reaction  is  neutral  or  acid ;  the  latter  being  due  to  the  pres- 
ence of  organic  acids  as  the  result  of  fermentation,  rather 
than  to  the  normal  hydrochloric  acid.  All  of  these  symptoms 
are  liable  to  appear  as  exacerbations  which  simulate  an  acute 
attack.  Headache,  vertigo,  disturbed  sleep  and  depression 
of  spirits  are  common  complaints.  The  gastric  distress  and 
tenderness  may  be  intensified  until  there  is  a  general  abdom- 
inal sensitiveness.  Cardiac  palpitation  is  a  frequent  compli- 
cation and  constipation  is  a  natural  result.  The  urine  is 
scanty,  the  pulse  is  irregular  or  slow  and  some  dyspnea  may 
exist.     Fever  is  not  generally  present. 

The  gastric  contents,  obtained  after  a  test  meal,  will  show 
a  deficiency  of  pepsin  and  hydrochloric  acid.  As  the  normal 
acid  acts  as  a  destroyer  of  ferment-producing  spores,  the  dele- 
terious products  of  fermentation  will  be  in  evidence.  There 
will  also  be  a  deficient  secretion  of  gastric  juice  on  account  of 
the  changes  in  the  gastric  tubules.  The  presence  of  mucus, 
varying  in  quantity  and  alkaline  in  reaction,  is  invariably 
detected.  As  the  atrophic  condition  increases  there  will  be  a 
retarded  peristalsis.  Yeast  spores  and  sarcinae  may  be  mixed 
with  a  slight  amount  of  blood.  The  absence  of  hydrochlor'c 
acid,  the  presence  of  organic  acids  and  the  quantity  of  mucns 
will  depend  upon  the  degree  and  chronicity  of  inflammation 
and  the  degenerative  conditions.  When  atrophy  is  extreme,  the 
contents  may  show  no  mucus  and  no  free  or  combined  hydro- 
chloric acid.  In  that  case  the  undigested  food  will  be  mixed 
with  pepsin,  blood,  epithelium  and  bacteria.  In  addition  to 
these  special  symptoms  we  must  note  the  general  malnutritiou 
which  pursues  a  prolonged  case.  The  anemia,  in  some  in- 
stances may  assume  the  pernicious  form,  and  death  from  inani- 
tion is  not  an  uncommon  result.  Tlie  intestines  and  bile  tract 
may  become  involved  by  direct  extension,  giving  rise  to  jaiii.- 
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dice,  chroDic  enteritis,  or  a  diarrhea,  often  alternating  with 
constipation. 

Diagnosis. — The  diagnosis  in  the  average  case  is  not 
difficult  when  typical  symptoms  are  in  evidence.  Inasmuch, 
however,  as  gastric  catarrh  may  be  a  feature  in  uloer,  oara- 
noma  or  dilatation,  it  will  he  necessary  to  make  careful  differ- 
entiations in  accordance  with  the  symptomatology  of  those 
diseases.  Ewald  has  made  three  distinguishing  points  in  the 
study  of  chronic  gastritis:  (1)  A  simple  gastritis  in  which 
hydrochloric  acid  is  absent  or  diminished  in  the  teat  meal, 
while  lactic  acid  and  fatty  acids  may  be  present.  (2)  A 
mucous  gastritis  in  which  the  acidity  is  slight  and  the  mucos  is 
excessive.  (3)  Atrophic  gastritis  in  which  the  hydrochloric 
acid,  pepsin  and  curdling  ferment  are  absent. 

Pro^osia. — The  curability  of  the  disease  depends  upon 
the  degree  of  the  pathologic  change,  the  etiology,  and  the  gen- 
eral condition  of  the  patient.  If  the  destructive  lesion  is  pro- 
nounced, the  secretion  changed  and  the  nutrition  impover- 
ished, the  outcome  is  not  hopeful.  When  atrophy  is  extreme, 
there  is,  of  course,  no  hope  for  a  cure.  When  organic  dis- 
eases of  the  heart,  lungs  or  liver  complicate,  the  prognosis  is 
always  unfavorable.  Tuberculosis  is  liable  to  develop  during 
the  weakened  state.  The  majority  of  the  cases  of  uncom- 
plicated chronic  gastritis  should  respond  favorably  to  the  symp- 
tomatic application  of  remedies. 

Treatment — The  treatment  of  chronic  gastritis  jnust  in- 
clude, first  of  all,  the  correction  of  habits  which  induce  it. 
The  patient  must  be  instructed  as  to  the  necessity  of  regular  and 
careful  eating  and  to  accomplish  this  it  is  best  to  prescribe 
a  written  dietary.  Kich  and  highly  seasoned  foods  must  be 
condemned  and  the  use  of  stimulants  absolutely  forbidden. 
Regular  habits  of  life  are  equally  mandatory,  for  the  dyspci'tie 
patient  is  invariably  irregular  in  all  his  habits.  Food  must 
be  wholesome  and  properly  masticated.  Unclean  or  decaying 
teeth  may  be  the  primary  factors.  Another  necessary  factor 
is  the  use  of  a  sufficient  amount  of  pure  water  even  during 
the  meals.  This  is  not  to  be  used  in  order  to  bolt  the  food, 
but  as  an  essential  feature  of  stomach  digestion.  Remote  dis- 
eases which  pertain  to  the  heart,  liver,  hmgs  or  intestine  must 
receive  careful  attention. 

The  dietary  will  require  systematic  study  in  order  to  meet 
the   idiosyncrasies  of  each   case.     It   is   rarely   necessary  to 
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reeort  to  a  strictly  liquid  diet,  and  yet  thia  may  be  demanded 
in  some  cases.  The  patient  then  should  be  fed  at  least  every 
two  or  three  hours.  Milk  will  answer  for  thia  purpose  better 
than  any  other  food.  It  must  be  prepared  in  accordance  with 
the  exigencies  of  the  case.  To  some  it  is  absolutely  intolei^ 
able;  therefore,  in  such  instances  it  is  best  to  dilute  it  with 
plain  or  carbonated  water.  Buttermilk  will  be  tolerated  by 
some,  while  diluted  cream  will  be  digested  better  with  others. 
Fatty  and  fried  food  is  invariably  disturbing  to  the  stomach, 
and  when  acid  fermentation  is  excessive,  starches  will  not  be 
endured.  Fruits  are  nearly  always  agreeable  and  are  espe- 
cially indicated  when  acids  are  deficient.  Keats  are  not  easily 
digested  on  account  of  the  impaired  gastric  secretion.  Thus 
the  lighter  forms  of  proteids  and  the  easily  digested  vegetables 
should  constitute  what  we  may  term  a  medium  diet.  The 
green  vegetables  in  their  season  will  be  most  serviceable,  and 
such  meats  as  chicken,  birds  and  fish  will  complete  the  dietary 
in  the  treatment  of  this  disease. 

The  condition  of  the  nervous  system  must  be  considered  in 
the  study  of  diet  in  these  cases.  "No  dyspeptic  will  be  able  to 
digest  food  when  the  mental  state  is  excited.  A  proper  amount 
of  nervous  relaxation  is  necessary  when  the  patient  takes  his 
meals,  and  a  considerable  amount  of  rest  is  required  for  the  sake 
of  digestion  after  meals.  More  than  this,  the  patient  should  be 
encouraged  to  take  a  normal  amount  of  systematic  exercise. 
Massage  may  supplant  this  in  patients  suffering  from  exhatis- 
tion.  Hygienic  habits  are  also  essential.  Regular  bsths,  pre- 
ferably the  cold  sponge  every  morning,  will  give  a  healthy 
peripheral  stimulation  which  cannot  fail  to  encourage  a  better 
gastric  circulation. 

Lavage  is  one  of  the  best  agencies  for  the  relief  of  this 
trouble.  It  aerv^  not  only  to  cleanse  the  stomach  of  its  ex- 
cessive amount  of  mucus,  but  acts  as  a  stimulant  in  favor 
of  a  better  gastric  secretion  and  peristalsis.  It  should  be  per- 
formed every  morning  before  breakfast  by  the  patient,  if 
possible.  In  many  cases  it  will  be  beat  for  the  physician  to 
attend  to  this.  If  there  is  no  distress  in  this  peiformauce, 
several  quarts  of  warm  water  may  be  passed  throvigb  the 
stomach.  A  safe  rule  to  follow  is  to  continue  the  lavage  until 
the  water  returns  quite  clear.  When  there  is  an  excess  of 
mucus,  a  two  per  cent  solution  of  sodium  bicarbonate,  or  a 
one  per  cent,  solution  of  sodium  chlorid  may  be  used.    Plain 
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water  is  better  in  eome  cases.  If  antiseptics  are  indicated,  a 
two  per  cent,  solution  of  resorcin  or  a  one  per  cent,  solution 
of  s^cylic  acid  ma;  be  substituted.  In  conjunction  with  this 
it  is  invariably  a  good  principle  to  relieve  the  bowels  by  simple 
catliarsiB,  unless  that  function  is  naturally  performed.  Farad- 
ism  has  recently  become  a  popular  method  of  local  treatment. 
This  is  accomplished  by  the  introduction  of  one  electrode  into 
the  stomach  and  the  other  over  the  abdomen.  Inasmuch  as 
this  is  usually  disagreeable  to  the  patient,  it  is  not  always 
expedient. 

Medicines  which  aid  digestion  are  valuable  agents.  The 
best  of  these  is  dilute  hydrochlorie  add.  As  this  is  deficient 
when  the  catarrhal  exudate  is  in  excess,  it  is  evident  Uiat  its 
first  usefulness  will  be  to  restore  a  normal  reaction.  Pepsin 
will  not  act  except  in  the  presence  of  this.  Furthermore, 
this  acid  acts  as  an  antiseptic  or  overcomes  the  tendency  to 
fermentation  as  the  result  of  acetic  or  lactic  acid  excess.  It 
also  serves  to  convert  pepsinogen  into  pepsin.  Five  to  fifteen 
drops  are  to  be  given  in  half  a  glass  of  water  soon  after  a  meal. 
Atrophic  cases  will  demand  the  maximum  dose.  Pepsin  may 
help  in  case  there  should  be  any  deficiency  in  this  agent. 
Inasmuch,  however,  as  this  is  rarely  lacking  in  chronic  gas- 
tritis, the  nse  of  hydrochloric  acid  will  be  sufficient  to  restore 
its  action.  When  pepsin  is  used,  it  is  best  to  give  it,  in  con- 
junction with  the  hydrochloric  acid,  in  five  to  ten  grain  doses 
after  meals.  Trypsin  or  pancreaiin  may  be  employed  to  aid 
digestion  in  the  small  intestine.  It  should  be  given  (grs.  6) 
after  meals.  Inasmuch  as  the  stomach  acidity  is  liable  to 
disturb  its  action  it  should  be  given  in  keratin  coated  pills, 
or  possibly  with  oxgall,  so  that  its  effect  will  take  place  in 
the  intestine.  Peptenzyme,  which  contains  the  principles  of 
the  stomach  and  intestinal  secretions,  is  claimed  to  be  of  value. 
Piyalid,  which  represents  the  salivary  secretions,  is  another 
aid  to  gastric  digestion  in  th^e  cases.  Many  other  digestive 
compounds  have  been  used  with  success. 

The  internal  remedies  from  a  homeopathic  standpoint 
are  quite  numerous,  and  a  few  important  ones  follow.  These 
we  may  best  employ  in  accordance  with  the  symptomatology 
which  relates  to  their  physiological  action.  Nux  vomica  nat- 
urally appeals  to  ns  first  on  account  of  its  stimulating  action 
on  the  muscular  fibres  of  the  stomach.  This  tonic  effect  is 
shown  not  only  upon  the  involuntary  muscular  fibres,  but  also 
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in  its  action  upon  the  gland  secretion.  Thus  it  stimulates 
gastric  activity  and  gastric  digestion  at  the  same  time.  The 
hunger,  with  aversion  for  food,  which  is  such  a  predominating 
sjmptom,  is  suggestive  of  a  gastric  catarrhal  exudate  which 
is  liable  to  invade  all  mucous  membranes.  The  nausea,  Ten- 
dency to  vomit,  the  epigastric  fulness,  the  waterbrash,  and 
the  general  indications  of  a  disordered  stomach  are  well  known. 
Kany  mistakes  are  made  in  not  continuing  this  remedy  long 
enough  to  get  permanent  benefit.  In  fact,  one  of  the  otmi- 
mon  errors  of  practice  is  to  use  too  many  intercurrent  reme- 
dies before  a  well-chosen  one  has  a  chance  to  prove  its  value. 
Ignatia  and  strychnia  are  always  to  be  thought  of  as  substi- 
tutes for  nux  vomica  when  a  more  powerful  agent  is  needed  to 
correct  a  tardy  digestion. 

Arsenic  and  china  ars.  act  as  direct  tonics  to  a  debilitated 
and  impoverished  mucous  membrane.  More  than  this,  they 
relate  to  a  toxic  condition  as  the  result  of  faulty  absorption 
following  the  fermenting  of  food  and  the  unhealthy  state  due 
to  a  catarrhal  exudate.  The  blood  state  in  which  arsenic  is 
indicated  points  always  to  anemia,  and  hence  it  has  a  cachexia 
which  is  not  easily  misunderstood.  The  symptoms  are  defined 
by  a  loathing  for  food,  and  the  malnutrition  which  comes  from 
a  prolonged  inefficiency  of  a  diseased  mucous  membrane.  Thus 
arsenic  is  a  deeper  acting  remedy  than  nux  vomica.  Mental 
anxiety,  exhaustion,  and  thirst — even  though  water  may  not 
be  tolerated — are  attendant  symptoms  of  value  in  making  the 
prescription. 

Cocculus  is  a  remedy  having  similar  symptoms  to  the  two 
mentioned  above.  It  is  not  often  thought  of  in  connection 
with  gastritis.  We  notice  the  same  aversion  to  food,  but  the 
nausea  and  vomiting  are  excited  by  motion.  Hence  we  find 
that  cocculus  patients  complain  of  a  gastric  disturbance  when 
riding.  These  attacks  of  nausea  may  reach  the  extreme  in 
which  vertigo  and  even  syncope  are  attendant  symptoms.  Vio- 
lent cramps  in  the  stomach,  together  with  general  abdominal 
distention,  are  often  distressing  features.  Ipecac  has  a  more 
distressing  nausea,  and  vomiting  takes  place  as  the  result  of 
food  irritation  or  putrefaction.  Under  the  symptomatology  of 
this  remedy  we  may  always  look  for  a  collapsed  feeling  in  the 
stomach. 

Pulsatilla  relates  to  a  slimy  or  greasy  gastric  secretion  and 
hence  there  will  be  a  marked  loss  of  appetite,  a  heavily  coated 
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tongue  and  avereion  to  fats  or  oils,  when  the  remedy  is  indi- 
cated. Furthermore,  we  may  note  the  tendency  to  regurgita- 
tion, the  pain  and  sense  of  weight  when  food  touches  the  stom- 
ach. The  characteristic  nervous  symptoms  will  also  he  pres- 
ent, Carho  veg.  will  be  demanded  when  fermentation  is  ex- 
cessive and  the  eructations  are  acid,  showing  that  organic  acids 
are  present.  Lycopodium  has,  in  addition  to  the  symptoms 
of  carbo  veg.,  excessive  flatulence  and  a  sense  of  satiety  after 
a  slight  meal.  Nux  moschaia  has  similar  symptoms  when 
drowsiness  and  nervous  features  are  abundant,  and  creosotum 
will  correspond  when  the  fermentation  and  fetid  eructations 
are  associated  with  an  extreme  burning  in  the  stomach  and  a 
cachexia  which  denotes  physical  depletion. 

Euphorbium,  in  its  action  upon  the  digestive  tract,  gives 
rise,  in  its  primary  action,  to  vomiting  and  purging  and  other 
symptoms  simulating  cholera.  The  cerebral  disturbances  are' 
quite  profound,  and  the  irritation  may  lead  to  delirium.  The 
eructations,  nausea,  vomiting,  burning  in  the  stomach  and 
the  spasmodic  gastric  contractions  are  distinctive  indications. 
Thirst  for  cold  drinks  is  even  more  pronounced  than  in  arsenic, 
and  at  the  same  time  the  stomach  is  more  tolerant  of  cold  in- 
gesta.  While  this  remedy  is  more  useful  in  the  purely  gastro- 
intestinal disorders,  it  is  nevertheless  a  valuable  agent  in  the 
gastric  conditions  in  which  violently  distressing  symptoms  are 
liable  to  appear. 

Iris  versicolor  is  such  a  useful  remedy  in  my  practice  that 
it  is  almost  impc«sible  for  me  to  take  up  the  subject  of  di- 
gestive imperfections  without  referring  to  it.  In  reality,  its 
sphere  of  action  is  mostly  confined  to  the  liver.  Its  solvent 
action  upon  the  bile  makes  it  onr  best  liver  remedy.  In  jaun- 
dice or  constipation,  wherein  the  cause  is  due  to  a  congestive 
state  of  the  liver,  it  will  empty  sufBcient  bile  into  the  intestine 
to  relieve  both  the  hepatic  torpidity  and  the  intestinal  incom- 
petency. It  is,  therefore,  of  greatest  service  when  the  gastric 
disorders  b^in  in  the  perversion  of  hepatic  and  intestinal 
functions.  The  stomach  symptoms  will  be  defined  by  a  loss  of 
appetite,  gaseous  eructations  and  a  vomiting  of  sour  or  bitter 
fluids.  Jaundice,  constipation  and  hepatic  pain  are  invariably 
complicating  symptoms.  With  this  we  should  always  compare 
ehelidonium,  chionanihus  and  carduua. 

Hydrastis  may  be  utilized  in  the  advanced  stages  of 
chronic  gastritis.    It  comes  into  use  when  the  glandular  struc- 
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ture  18  exhausted  from  atrophy  or  prolonged  low  grade  in- 
flammatioii.  The  mucua  discharges  from  the  outletB  of  the 
body  are  profuse,  ehowing  a  long-standing  functional  perver- 
sion of  the  mucous  membrane.  The  atonic  dyspepsia  of  old 
people  promptly  responds  to  its  internal  use.  As  it  gives  local 
relief  to  chronic  ulcerations,  we  may  use  it  when  the  degen- 
eration of  gastric  tissue  has  reached  the  stage  in  which  pyloric 
ulceration  is  well  established.  Kali  bichromicutn  may  be  com- 
pared in  the  chronic  gastritis  of  beer  drinkers. 

Argentum  nitricum  represents  a  condition  of  prolonged 
debility  in  which  the  gastric  function  has  been  impaired  for  a 
long'  time.  It  naturally  su^iests  a  stage  of  connective  tissue 
increase  and  for  that  reason  it  applies  to  the  old  cases  which 
do  not  respond  promptly  to  other  medication.  Such  patients 
.are  prone  to  vomit  large  quantities  of  yeasty  fluid  and  the  ex- 
treme distention  is  relieved  only  by  violent  and  explosive  belch- 
ing of  gas. 

Antimonium  crudum  indicates  a  more  indolent  stage  of 
gastric  inflammation  and  is  defined  by  the  thick  and  dirty  gray- 
ish coating  of  the  tongue.  The  breath  in  such  cases  is  decid- 
edly ofEensive.  Antimonium  tart,  covers  a  class  of  similar 
symptoms,  but  there  is  a  greater  tendency  to  the  vomiting  of 
large  quantities  of  mucus.  Bismuth  may  be  considered  under 
the  same  bead,  but  the  catarrhal  gastritis  is  recognized  by  a 
greater  amount  of  pain  and  the  vomiting  is  also  accompanied 
by  more  pain. 

Bryonia  is  a  remedy  which  is  too  frequently  neglected  in 
chronic  gastritis.  Headache,  a  dry  mouth  and  tongue,  thirst 
and  bitter  or  sour  eructations  are  always  in  evidence.  Pain  in 
the  stomach  is  an  ever-present  symptom,  but  the  distress  is 
observed  mostly  after  eating.  Such  patients  will  eject  solid 
food  while  liquids  and  particularly  water  are  agreeable.  Cal- 
carea  carb.  has  many  symptoms  which  simulate  the  action  of 
bryonia.  Food  seems  to  remain  longer  in  the  stomach,  whicli 
explains  the  sensation  of  a  lump.  This  shows  a  decided  im- 
pairment of  gastric  motility  and  the  evidence  of  a  general 
wasting  of  tissue  is  attended  by  pronounced  cachexia.  Other 
remedies  will  be  suggested  in  accordance  with  their  symptoms. 
Abies  nigra  is  often  used  when  there  is  a  deficiency  of  HCl  and 
a  sensation  of  a  lump  in  the  stomach. 
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OASTSIC  ULCEBATION. 

Ulceration  of  the  gastric  mucous  membrane  is  not  an  un- 
common condition  in  association  with  serious  diseases  of  the 
Btomach.  It  is  often  a  complication  of  acute  infections,  and  it 
is  of  frequent  occurrence  in  malignant  diseases  of  the  HtomAch, 
It  occurs  also  in  the  form  of  hemorrhagic  erosions  following 
gastric  congestiomi  which  are  secondary  to  heart,  lung  and 
liver  diseases.  As  the  term  is  generally  employed,  it  refers 
to  tlie  simple,  round  and  perforating  ulcer  which  is  found  in 
the  stomach,  and  also  in  the  duodenum,  as  far  as  the  papilla 
duodenalis.  It  is  due  to  a  localized  nutritional  disturbance  in 
the  mucosa  and  the  gradual  destruction  of  this  and  the  under- 
lying tissue  by  the  hyperacid  gastric  juice.  It  is  character- 
ized by  pain,  vomiting  and  hematemesis. 

Etiolofy.-— The  period  of  life  which  furnishes  the  most 
cases  may  he  placed  between  thirty  and  forty  years.  It  is  un- 
common in  advanced  life  and  with  children  it  is  very  rare. 
Women  are  more  often  affected  than  men.  Heredity  plays 
some  part  as  a  cause,  and  those  occupations  which  predispose 
to  gastric  compression,  and  carelessness  in  diet,  may  be  looked 
upon  as  possible  causes.  Trauviatism  is  an  incidental  etiologi- 
cal factor.  Capillary  embolism  followed  by  impaired  nutrition 
is  the  most  frequent  exciting  cause.  This  gives  opportunity  to 
an  excessively  acid  gastric  juice  to  digest  the  mucous  membrane 
and  form  an  ulcer.  Acute  or  chronic  gastritis  may  be  the  pre- 
ceding factors  which  favor  this  condition.  It  may  be  secondary 
to  anemia,  chlorosis,  or  amenorrhea  in  which  there  is  a  dimin- 
ished alkalinity  of  the  blood.  For.  that  reason  we  find  it  more 
frequently  among  females.  Nephritis,  diseases  of  the  heart 
and  liver,  tuberculosis  and  syphilis,  by  their  congestive  and 
debilitating  sequences,  are  prone  to  favor  the  state  which 
makes  gastric  ulcer  possible.  Duodenal  ulcer  is  less  frequent 
and  occurs  more  commonly  with  males.  Virchow  attributed 
many  cases  to  embolism  and  thrombosis.  Embolism  of  the 
gastric  vessels  is  rather  uncommon,  but  thrombosis  and  puncti- 
form  hemorrhage  are  frequent  results  of  excessive  vomiting. 
The  stasis  of  circulation,  caused  by  these  occlusions,  is  invari- 
ably favorable  to  the  solvent  action  of  the  highly  acid  gastric 
juice.  Bottcher  claims  that  the  ulcer  is  due  to  micrococci 
which  he  found  in  great  numbers  in  the  vicinity  of  the  disinte- 
grating tissue. 
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Patbolofy. — The  shape  of  the  typical  gastric  ulcer  is 
round  or  oval.  It  ia  single,  though  sometimes  there  are  sev- 
eral which  coalesce  and  form  a  large  ulcer  with  irregular  bor- 
ders. The  edges  are  clean  cut  when  the  ulcer  ia  new,  or  again 
they  are  terraced  or  sloping  so  as  to  form  a  cone  shaped  de- 
presaion  with  its  broad  end  upward.  This  has  given  them  a 
"punched  out"  appearance.  The  ulcers  are  mostly  email,  vary- 
ing in  size  from  a  pea  to  a  dime ;  occasionally  they  are  found 
to  be  aa  large  aa  four  inches  in  diameter.  Their  position  is 
usually  on  the  posterior  wall  of  the  stomach  near  the  lesser 
curvature.  The  muscular  coat  generally  constitutes  the  floor 
of  the  ulcer,  though  the  perforation  may  extend  to  the  serous 
coat  or  even  to  an  adjacent  organ  which,  in  this  caae,  is  pro- 
tected by  inflammatory  adhesions.  The  healing  process  leaves 
a  cicatrix  which  may  cauae  pyloric  atenosis  or  contraction  and 
deformity  of  the  atomach.  Perforation  is  the  greatest  danger, 
and  this  may  cause  fatal  peritonitis  or  fistulous  openinga  into 
neighboring  organs.  The  pericardium,  pleurae,  lungs,  gall- 
bladder, spleen,  pancreas,  and  duodenum  may  be  pierced  in 
this  way.  Hemorrhage  ia  liable  to  cause  sudden  death  when  a 
large  blood  veaael  is  eroded. 

Symptoms. — Pain  is  the  most  characteristic  and  constant 
symptom.  While  it  may  exist  as  a  dull,  burning  or  tender  sen- 
sation constantly  felt  in  the  epigastric  area,  its  more  typical 
characteristics  are  defined  aa  an  intense  gnawing,  burning  or 
boring  pain,  with  periodic  aggravations.  Its  center  of  greatest 
intensity  ia  in  the  epigastrium  near  the  xiphoid  cartilage  and 
it  extends  directly  through  to  the  back.  The  pain  is  always 
a^ravated  soon  after  the  introduction  of  food  and  it  usually 
continues  until  the  gastric  digestion  is  completed.  This  would 
tend  to  prove  that  both  the  food  and  the  secretion  of  the  acid 
gastric  juice  were  the  causes  of  irritation.  While  the  food 
excites  the  ulcerated  part,  it  nevertheless  gives  some  digestive 
relief  by  the  neutralization  of  the  acid;  yet,  as  the  pain  con- 
tinues for  some  time  after  the  digestive  process,  we  may  con- 
clude that  the  hyperacidity  is  the  greater  cause  of  diatreas. 
The  gastralgic  paroxysms  are  sometimes  diffuse  or  intermit- 
tent and  are  often  increased  or  benefited  by  change  of  posi- 
tion. The  severity  of  the  seizures  is  usually  relieved  by  the 
administration  of  an  alkali,  though  many  times  the  parox- 
ysms are  only  quieted  by  morphin.  The  neurasthenic  state 
which  generally  attends  protracted  cases  will  give  rise  to  vari- 
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oua  features  of  pain  which  are,  to  a  certain  extent,  sympa- 
thetic.  VomiitTig,  though  not  a  constant  symptom,  is  still  a 
diagnostic  feature.  It  takes  place  soon  after  eating.  Nausea 
and  eructations  of  acid  food,  generally  precedes  or  attends 
the  emesie.  The  vomitus  will  show  an  escess  of  hydrochloric 
acid.  Chronic  catarrhal  gastritis  may  obscure  this  somewhat. 
Hemaiemesis  is  the  most  valuable  clinical  sign.  It  may 
occur  as  a  copious  hemorrhage  of  pure  red  blood  or  when  small 
in  amount  may  have  a  coffee-ground  appearance  due  to  admix- 
ture of  food  and  hydrochloric  acid.  When  the  ulcer  is  amall 
hemorrhage  may  he  slight,  and  often,  particularly  in  case  of 
duodenal  ulceration,  it  will  be  detected  in  the  black  stools.  The 
attending  symptoms  of  intense  anemia  and  marked  syncope  will 
be  reo(^ized  in  copious  or  protracted  hemorrhage.  A  slight 
rise  of  temperature  is  possible  at  this  time.  Perforation  will 
be  announced  by  sudden  and  violent  pain,  abdominal  rigidity 
and  the  symptoms  of  peritonitis  and  shock.  Slight  hemorrhage 
may  take  place  without  premonition  or  other  subsequent  symp- 
toms. In  extreme  cases  copious  hemorrhage  is  followed  by  sud- 
den death.  The  aymptoms  of  the  mild  form  may  reveal  nothing 
more  than  the  ordinary  features  of  dyspepsia,  and  in  many 
cases  gastric  ulcer  is  only  discovered  at  the  necropsy. 

Physical  Sltfos. — Palpation  will  aid  somewhat  in  locat- 
ing tenderness  and  pain,  and  we  may  find  that  the  gastr&lgic 
attack  is  relieved  somewhat  by  firm  pressure.  When  the  ulcer 
is  at  the  pylorus,  we  may  in  some  cases  feel  the  induration 
caused  by  the  thickened  tissue.  If  adjacent  organs  are  ad- 
herent, a  fair  sized  tumor  may  be  detected.  The  general  symp- 
toms of  anemia,  debility  and  emaciation  will  be  recognized 
during  the  later  stages. 

Diafnosla. — When  hematemesis  and  the  characteristic 
pain  are  in  evidence,  the  diagnosis  is  not  usually  difficult. 
Yet  when  we  consider  that  many  cases  offer  no  sign  of  hem- 
orrhage, the  obscurity  of  the  disease  is  recognized.  Fain,  more 
or  less  localized,  which  is  increased  by  food,  and  often  extends 
through  to  the  back,  and  hyperacidity  are  all  suggestive  signs. 
In  differentiation  gastralgia  must  be  first  considered.  In  this 
the  general  health  does  not  suffer  much,  the  chlorosis  or  anemia 
are  not  so  pronounced,  food  does  not  distress,  pressure  gives 
positive  relief  and  the  attacks  appear  at  longer  intervals.  Gas- 
tralgia ie  more  liable  to  occur  in   neurotic  individuals,  and 
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there  is  rarely  any  pain  or  even  tenderness  dnring  the  inter^ 
paroxysmal  state.  Hematemeais  is  never  a  symptom  of  gas- 
tr&lgia,  there  is  no  sign  of  a  pyloric  tmnor  and  hyperacidity  is 
not  so_  common.  Gastric  ulcer  is  simulated  by  cirrhosis  of  the 
liver  when  hematemesis  attends  the  cirrhotic  changes.  Yet  the 
absence  of  all  other  Bymptoms  of  ulcer  should  settle  the  diag- 
nosis. GaXlatone  colic  may  resemble  the  paroxysms  of  gastric 
uloer  when  no  hemorrhage  takes  place.  The  sudden  onset  and 
the  sudden  cessation,  the  presence  of  jaundice  and  gallstones, 
together  with  other  hepatic  symptoms,  will  differentiate. 
Chronic  gastritis  with  hematemesis  may  sometimes  cloud  the 
diagnosis;  but  in  this  disease  hydrochloric  acid  is  usually  de- 
ficient, the  Tomitus  contains  much  mucus  and  if  blood  is 
present,  it  is  small  in  quantity.  Tabetic  crises  should  be  dif- 
ferentiated by  the  fulgurating  pains,  the  lost  knee  jerk  and 
other  positive  sigus  of  this  disease.  Intercostal  neuralgia 
should  be  eliminated  by  the  presence  of  painful  points  along  the 
nerves  and  the  absence  of  gastric  symptoms. 

Cancer  of  the  stomach  will  cause  more  confusion  than  any 
other  disease,  in  the  diagnosis  of  gastric  ulcer.  The  absence 
of  hydrocbloric  acid  in  cancer  is  a  decided  contrast ;  still  there 
are  eases  of  gastric  ulcer  in  which  an  attending  chronic  catarrhal 
gastritis  may  diminish  the  acid  reaction.  Lactic  acid  is  invari- 
ably present  in  cancer  and  constantly  absent  in  ulcer.  In 
the  vomituB  of  cancer,  the  particles  of  food  and  the  mucus 
will  give  the  bloody  ejecta  a  coffee-ground  appearance.  The 
pain  of  cancer  is  more  constant  and  is  not  particularly  aggra- 
vated by  eating.  The  presence  of  a  tumor,  the  age  and  the 
cachexia  should  be  strong  presumptive  evidence  of  cancer.  Du- 
odenal ulcers,  according  to  Burwinkel,  cause  pain  in  the  right 
hypochondriac  region ;  vomiting  is  also  less  frequent  and  jaun- 
dice is  more  common. 

Profnoala. — The  prognosis  depends  much  upon  the  ex- 
tent of  the  ulcerative  process.  Hemorrhage  and  perforation 
constitute  the  gravest  signs.  A  fair  share  of  cases  recover 
if  an  early  diagnosis  is  accompanied  by  judicious,  treatment. 
Cicatricial  stenosis  of  the  pylorus,  followed  by  gastric  dilata- 
tion, may  be  regarded  as  a  hopeless  condition  except  for  surgical 
intervention.  Carcinoma  frequently  develops  in  the  tissue  of 
an  indolent  nicer. 

Treatment. — The  principal  object  of  treatment  should 
be  to  give  the  stomach  as  much  relief  as  possible  by  a  light  and 
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bland  diet.  Brotha  or  albuminous  preparationB  are  particularly 
soothing.  Often  it  is  necessary  to  resort  to  rectal  feeding  for 
a  time.  Milk  or  buttennilk  is  tolerated  in  many  cases.  Eggs 
are  the  best  form  of  solid  food.  Id  marked  oases  it  is  impos- 
sible to  use  a  solid  food,  though  it  is  apparent  that,  aside  from 
the  irritation,  food  is  really  needed  and  often  craved  by  the 
stomach.  DaCosta  reports  several  cases  cured  by  an  ice  cream 
diet  A  recurrence  of  the  hemorrhage  demands  the  return  to 
rectal  feeding  and  for  this  purpose  peptonized  milk  is  best. 
The  next  necessity  of  treatment  is  to  reduce  the  hyperacidity 
by  means  of  an  alkali,  as  well  as  by  liquid  nitrogenous  foods. 
For  this  purpose  there  is  nothing  better  than  the  bicarbonate 
of  soda.  A  few  grains  of  this  may  be  added  to  a  pint  of  warm 
water  and  the  patient  may  be  allowed  to  sip  this  slowly  when 
the  stomach  is  empty.  Otherwise  it  may  be  given  in  tablet 
form.  Water  alone  may  aid  in  this  respect  and  it  may  be  used 
cold,  if  desired,  for  the  double  purpose  of  diluting  the  acidity 
and  for  the  control  of  hemorrhage.  Calcined  magnesia  and 
other  alkalies  may  be  used. 

Lavage  is  truly  indicated,  but  it  may  be  employed  only  in 
a  few  cases.  If  it  is  possible  to'  resort  to  this  method  without 
increasing  the  pain  or  causing  hemorrhage,  it  should  be  tried. 
It  is  contraindicated  in  severe  cases. 

Pain  may  demand  relief  by  opiates  and  hemorrhage  is  to 
be  controlled  by  the  customary  methods  and  the  indicated 
remedies.  Pieces  of  ice  may  be  swallowed,  and  an  icebag  may 
be  applied  to  the  epigastrium.  Food  should  be  absolutely  sus- 
pended for  a  time.  Opium  should  also  be  used  to  induce 
quiet  and  lessen  hemorrhage.  It  may  be  given  in  quarter  grain 
doses  with  one  grain  of  lead  acetate.  Quarter  grain  doses  of 
morphin,  given  hypodermatically,  may  serve  us  better  than 
opium.  As  a  usual  thing,  however,  our  homeopathic  remedies 
will  act  better  and  cause  less  irritation.  Pive  drop  doses  of 
adrenalin  (1-1000)  administered  every  two  or  three  hours,  will 
often  stop  the  hemorrhage.  Gelatin  is  also  advocated.  Tannic 
acid  is  not  used  so  much  in  modem  practice,  though  alum  solu- 
tion (one  teaspoonful  dissolved  in  a  glass  of  warm  water)  may 
be  taken  in  moderate  doses.  Ipecac,  geranium,  turpentine, 
hamamelis,  aecale  and  nitric  acid  will  usually  be  indicated  for 
this  purpose.  The  third  decimal  potency  is  about  the  strength 
which  the  stomach  will  endure  without  causing  vomiting.  Hy- 
drastin  hydrochlorate,  in  the  second  or  third  decimal  potency, 
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18  a  valuable  remedy  for  bemorrhage  during  the  chronic  stage. 
Hjpodennatie  injections  of  ergotin,  in  two  grain  doaea,  may 
be  employed  in  emergency.  The  subcutaneous  or  intravenous 
introduction  of  normal  salt  solution  will  often  control  a  hem- 
orrhage and  at  the  same  time  overcome  shock. 

Remedies  for  general  use  are  not  numerous.  Silver 
nitrate,  in  quarter  grain  doses,  has  been  a  standard  remedy. 
We  may  count  on  equally  good  results  from  the  third  decimal 
solution  in  distilled  water.  It  meets  the  acute  condition 
when  pain  and  vomiting  are  conspicuous  symptoms.  UTonium 
nitrate  refers  to  the  acidity  of  the  stomach  and  degeneration 
of  tissue  near  the  pylorus.  Mercuriua  corr.  has  similar  symp- 
toms with  the  addition  of  heartburn  and  intestinal  disturbance. 
K<di  hichramicum  points  to  the  loss  of  appetite  which  indicates 
a  progressive  impairment  of  the  gastric  mucous  membrane. 
Vomiting  a  sour  undigested  fluid,  with  ropy,  stringy  mucus, 
with  a  burning  pain  in  the  stomach,  is  its  characteristic  symp- 
tom. Hydrastis  may  be  compared  to  this  when  the  mucus  is 
more  profuse.  Bismuth  has  been  a  standard  remedy.  It  re- 
lates to  the  distressing  gastric  pressure  even  after  the  slightest 
introduction  of  food.  This  remedy  may  be  compared  with 
bryonia,  pulsatitla  and  nnx  vomica.  Atropin,  in  the  sijith 
decimal  potency,  is  highly  recommended  for  the  gastralgic 
paroxysms.  Phosphorus,  ferrum  phos.,  phos.  acid,  caicarea 
phas.,  and  arsenicum,  together  with  the  indicated  tonics,  may 
be  employed  when  chlorosis  and  anemia  are  factors. 


CANCER  OF  TBE  STOMACH. 
Ellolofy. — The  etiology  of  gastric  cancer  is  clouded 
by  the  same  ignorance  which  prevails  regarding  cancer  else- 
where in  the  body.  The  factors  relating  to  it  may  be  enumer- 
ated as  predisposing  causes.  Age  is  an  almost  constant  factor 
in  its  development.  While  it  may  occur  under  thirty,  it  most 
commonly  appears  after  forty.  Heredity,  which  would  seem 
to  be  a  natural  influence,  is  not  a  definite  cause.  Sex  has  some 
predisposing  tendencies;  geographical  location  and  surround- 
ings in  general  are  of  slight  etiologic  consideration.  Previous 
diseases  have  contributed  no  definite  historic  data  except  as  they 
favor  a  prolonged  local  irritation.  With  any  tendency  to  can- 
cer a  previous  gastric  ulcer  becomes  an  important  factor  in  its 
development 
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Pathology. — The  stomach  is  attacked  b;  cancer  more 
frequently  than  any  other  organ,  excepting  the  uterus  and 
breast.  The  pyloms  and  the  lesser  curvature  are  the  most 
common  locations.  Nearly  every  variety  of  cancer  may  he 
found,  Tysotf  gives  the  following  order  of  frequency:  "(1)  Cyl- 
inder-celled epithelioma  most  frequent  at  the  pylorus.  (2)  Med- 
ullary or  soft  cancer,  moat  frequent  in  the  smaller  curvature. 
(3)  Scirrhus,  at  the  pylorus  and  in  the  smaller  curvature, 
causing,  especially,  stenosis  of  the  pyloric  orifice.  (4)  Colloid, 
diffuse  infiltration  with  a  tendency  to  spread  to  the  peritoneum 
and  adjacent  organs.  (5)  Melanotic.  (6)  Squamous  epi- 
thelioma, near  the  cardia.  All  the  forms  start-  from  the  gland 
cells  of  the  mucous  membrane." 

The  medullary  forme  are  liable  to  ulcerate  and  develop 
large  fungoid  masses.  All  the  varieties  are  prone  to  produce 
secondary  new  growths  in  adjacent  organs,  though  the  scirrhus 
shows  the  least  tendency  to  do  this.  The  growths  are  recognized 
as  circumscribed  tumors,  or  as  diffuse  infiltrations  with  marked 
thickening  of  the  gastric  tissue  elements. 

Gastric  cancer  may  be  a  secondary  development,  particu- 
larly when  the  breast  is  primarily  involved.  The  size,  shape 
and  position  of  the  stomach  may  be  decidedly  changed  by  these 
new  growths.  When  the  pyloms  is  obstructed,  the  size  of  the 
cavity  will  be  enlarged ;  it  is  usually  reduced  when  the  cancer- 
ous infiltration  is  excessive.  Adhesions  between  the  stomach 
and  adjacent  organs  or  the  abdominal  wall  are  common,  and 
peritonitis  may  develop  as  the  result  of  perforation. 

Symvloms. — Dyspeptic  disturbances  with  anorexia  and 
eructations  are  early  and  often  deceptive  symptoms.  These 
are  eventually  followed  by  progressive  debility  and  emaciation 
with  the  peculiar  cancerovs  cachexia.  Persistent  and  rapidly 
increasing  pain  is  next  noticed.  The  character  of  this  is  more 
liable  to  be  burning  or  gnawing,  though  at  times  it  is  lancinat- 
ing. When  the  cardia  is  affected,  pain  occurs  immediately  after 
eating,  and  when  the  pylorus  is  involved,  it  is  experienced 
some  time  after  partaking  of  food,  but  it  is  more  or  less  con- 
stant. Vomiting  then  becomes  a  fixed  factor  as  the  disease 
advances,  and  it  is  clearly  associated  with  the  pain.  The  char- 
acter of  the  vomitus  is  recognized  by  the  peculiar  "coffee- 
ground"  appearance.  This  occurs  as  the  result  of  the  ooziug 
of  blood  from  the  ulceration  of  the  mucosa  and  the  action  of 
the  gastric  juice. 
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The  chemical  examination  of  the  gastric  contents,  after 
a  test  meal,  reveals  an  absence  or  a  marked  decrease  in  the 
free  and  combined  hydrochloric  acid.  Lactic  acid  will  invari- 
ably be  present.  It  is  a  rare  exception  when  hydrochloric  acid 
is  normal  or  increased  in  amount  in  case  of  gastric  cancer. 
The  motor  and  secreting  function  is  also  impaired.  This  con- 
dition, of  course,  will  be  more  apparent  when  the  organic  de- 
velopment is  in  the  neighborhood  of  the  pylorus.  The  Boas- 
Oppler  bacillus  is  now  recognized  as  a  conchisive  proof  of 
cancer.  These  bacilli  are  nonmotile,  and  form  straight  or  zig- 
zag chains  by  joining  end  to  end.  In  the  later  stages  of  the 
disease  edema  of  the  limbs  may  be  reec^ized  and  the  evi- 
dences of  pernicious  anemia  may  characterize  the  cachexia. 
The  urine  is  liable  to  become  scanty  and  show  a  decided  reac- 
tion for  indican.  Febrile  excitement  is  not  an  exception,  and 
rigors,  followed  by  profuse  sweating,  are  sometimes  observed. 
As  the  stomach  becomes  dilated,  the  vomiting  will  be  more 
copious, 

Phyatcal  examination  usually  discloses  the  presence  of  a 
tumor,  which  may  be  recognized  by  inspection  in  emaciated 
cases.  Palpation  reveals  an  irregular,  hard,  nodular  or  mov- 
able mass.  When  the  pylorus  is  involved,  it  may  drag  the 
lower  end  of  the  stomach  below  its  normal  location  and  be  de- 
tected in  the  umbilical  region.  At  other  times  it  may  be  found 
in  the  right  or  left  hypochondrium.  If  it  is  located  near  the 
cardia,  along  the  lesser  curvature  or  on  the  posterior  surface, 
it  will  not  be  easily  found  upon  examination.  If  the  infiltra- 
tion is  diffuse,  it  may  not  be  diaf^osed  except  for  the  unusual 
resistance  and  tenderness  to  pressure.  The  artificial  disten- 
tion of  the  stomach  will  greatly  aid  in  finding  the  tumor,  and 
it  may  also  be  detected  with  more  certainty  when  the  patient 
is  changed  to  the  knee  and  elbow  or  the  standing  position. 
Pulsations  may  sometimes  be  found  and  percussion  dulness  is 
a  eonfinning  sign.  Secondary  new  growths  very  frequently 
exist  in  the  liver.  With  hepatic  enlargement  jaundice  will  be  in 
evidence.  The  mesenteric  and  retroperitoneal  lymph  glands  and 
also  the  lungs  may  be  affected,  though  3\iggestive  symptoms  are 
not  always  apparent  Should  the  peritoneum  become  affected, 
ascites  will  be  a  characteristic  symptom.  As  the  intestines  be- 
come involved,  constipation,  diarrhea  or  marked  indigestion  will 
he  manifest. 
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Diafnoais. — With  the  obeerration  of  the  typical  signs 
as  enumerated  above,  it  will  not  be  difficult  to  make  a 
comparatively  safe  diagnosis.  Confirming  evidence  is  obtained 
by  analysis  of  the  stomach  contents  and  the  microscopic  find- 
ings. Differentiation  from  gastric  ulcer  -will  often  be  diffi- 
cult. Ulcer,  however,  is  more  liable  to  occur  in  younger  pa- 
tients. The  localized  and  paroxysmal  pain  which  is  aggravated 
by  food,  the  vomiting  of  pure  red  blood,  the  presence  of  hydro- 
chloric acid  in  excess,  the  absence  of  lactic  acid,  pallor  instead 
q£  cachexia  and  the  failure  to  find  a  tumor  except  in  case  of 
an  extensive  cicatrix,  ■will  be  additional  differentiating  symp- 
toms. We  must  keep  it  always  in  mind  that  ulcer  is  fre- 
quently the  forerunner  of  cancer,  so  that  its  characteristic 
symptoms  may  be  supplanted  later  by  the  typical  signs  of  can- 
cer. In  pancreatic  cancer  the  tumor  is  inacceseible,  intestinal 
indigestion  is  marked  and  jaundice  is  frequently  present. 
Diarrhea  is  a  bothersome  symptom,  fats  are  found  in  the 
stools  and  sugar  is  detected  in  the  urine.  In  chronic  gastritis 
the  hydrochloric  acid  is  deficient,  but  pain  and  vomiting  are 
not  so  extreme,  while  hemorrhage  and  the  presence  of  a  tumor 
are  rare  symptoms.  In  this  disease  the  progressive  cachexia  is 
not  present.  Tumors  of  the  liver  and  spleen  will  generally 
show  an  intervening  tympanitic  area,  while  cancer  of  the  trans- 
verse colon  will  be  outlined  when  it  is  distended  with  water  or 
air.  Aneurysm  of  the  abdominal,  aorta  presents  a  smooth  out- 
line and  an  expansile  pulsation  in  comparison  with  the  hard 
and  nodular  carcinomatous  growth.  Duodenal  cancer  will  offer 
the  most  difficult  differentiation.  In  the  vomitiis  which  occurs 
as  the  result  of  duodenal  constriction,  bile  may  or  may  not  be 
present.  If  present  there  is  an  absence  of  HCl  due  to  its 
neutralization.  Otherwise  HCl  may  be  normal.  Jaundice  is 
more  frequent  with  duodenal  cancer.  The  cachexia  of  perni- 
cious anemia  may  resemble  that  of  caneor,  but  the  blood 
picture  ia  different.  In  cancer  the  reduction  of  red  cells  ia  not 
equal  to  the  cachexia,  while  in  anemia  the  reverse  is  true. 

Profnoala. — The  death  of  a  patient  suffering  from  can- 
cer of  the  stomach  may  he  expected  in  from  six  months  to  two 
years.  The  disease  may  exist  in  a  latent  form  for  some  time 
before  it  is  recognized.  In  such  cases  there  may  be  a  gradually 
developing  asthenia  which  should  cause  us  to  suspect  the  true 
condition.  Anders  claims  it  will  pursue  a  more  chronic  course 
in  the  emaciated  subjects  than  in  fleshy  individuals. 
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Treatmenl. — It  is  useless  to  waste  much  space  in  dis- 
cussing the  question  of  treatment,  inasmuch  as  none  properly 
applies.  It  is  possible,  of  course,  to  relieve  pain  to  a  certain 
extent  and,  in  some  cases,  we  shall  be  able  to  correct  the 
excessive  vomiting.  For  the  pain  no  remedy  palliates  like  the 
hypodermatic  use  of  morphin  or  codein,  in  one-eighth  or  one- 
quarter  grain  doses.  In  advanced  cases  these  should  be  used 
with  sufficient  frequency  and  strength  to  insure  comparative 
comfort  I  have  formed  the  opinion,  from  my  own  experi- 
ence, that  morphin  not  only  relieves  the  pain  but  prolongs  life, 
or,  in  otlier  words,  holds  the  pathologic  progress  in  restraint. 
Another  result  accomplished  by  this  palliating  agent  is  the 
decided  relief  from  vomiting.  This  does  not  yield  generally 
to  any  indicated  remedy.  Pieces  of  ice,  carbonated  waters  or 
champagne  may  answer  for  this  purpose  temporarily.  When 
the  stomach  «  dilated  on  account  of  pyloric  obstruction,  the 
vomiting  is  greatly  relieved  by  the  systematic  performance  of 
lavage.  Hemorrhage,  constipation  and  other  symptoms  are  to 
be  met  in  accordance  with  instructions  presented  in  other 
chapters. 

The  arrangement  of  a  diet  which  will  be  in  accordance 
with  the  digestive  ability  of  the  intestine  is  the  only  hope  of 
prolonging  life.  In  the  majority  of  cases,  when  cancer  is  well 
established,  the  stomach  is  not  able  to  retain  or  digest  food. 
Therefore,  it  is  necessary  to  prepare  the  food  so  that  it  de- 
mands little  work  on  the  part  of  the  stomach  and  will  be  suit- 
able for  the  intestine,  providing  it  gets  that  far.  The  other 
alternative  is  to  employ  rectal  feeding.  This  will  be  our  only 
reliance  in  advanced  cases.  Uilk  may  be  prepared  for  in- 
testinal alimentation  by  the  addition  of  three  to  five  grains 
of  pancreatic  extract  and  fifteen  grains  of  sodium  bicarbonate 
to  the  pint.  This  should  be  brought  to  a  temperature  of  100° 
r.  before  it  is  introduced  into  the  rectum.  Beef  may  be  pep- 
tonized as  follows :  "Take  half  a  pound  of  chopped  lean  meat 
and  a  quarter  pound  of  fresh  pancreas.  Chop  the  latter  and 
bruise  in  a  mortar  with  tepid  water  at  a  temperature  of  100°  F, 
Then  put  both  the  products,  together  with  a  beaten  raw  eg^, 
into  a  saucepan,  and  let  it  stand  at  a  temperature  of  100°  Y. 
for  two  hours.  It  is  then  strained  for  use  and  this  amount 
will  answer  for  two  daily  injections.  No  more  than  this 
should  be  prepared  at  a  time." — (Tyson.)     There  are  many 
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preparations  of  predigested  food  on  the  market  which  often 
give  very  good  results. 

Those  symptoms  which  pertain  to  chronic  gastric  catarrh, 
ulcer  or  hyperchlorhydria  will  receive  some  relief  from  reme- 
dies mentioned  under  thoee  subjects.  Arsenic  has  been  em- 
ployed for  a  long  time  with  the  hope  that  it  was  a  true  simili- 
mum  which  might  bring  relief.  So  far  as  records  show,  there 
is  yet  no  proof  of  its  ability  to  cure  or  even  help.  The  symp- 
toms of  gastritis  may  be  relieved  by  this  remedy,  but  the 
pathol<^ic  process  continues  without  any  interruption.  Phos- 
phorus, hydraatis,  creosote,  carbolic  acid,  iodin  and  other  sug- 
gested remedies  will  give  no  more  than  temporary  symptomatic 
mitigation.  Some  physicians  speak  highly  of  condurango  in 
gastric  cancer. 

Surgery  has  made  some  progress  in  the  relief  of  these 
cases,  and  it  is  possible  that  by  its  means  a  cancer  of  the  stom- 
ach may  be  removed  and  the  intestine  be  compelled  to  do  suffi- 
cient work  to  prolong  life. 


HEMATEMESIS. 


Hematemesis  is  properly  a  symptom  of  some  gastric  dis- 
order from  which  hemorrhage  occurs.  Gastric  ulcer  or  cancer 
are  the  most  frequent  causes  of  this  symptom.  It  may  take 
place,  however,  as  the  result  of  traumatism  within  or  without 
the  stomach.  Aneurysm  of  the  arterioles,  mechanical  obstruc- 
tion to  the  portal  circulation,  degeneration  of  the  blood-vessels 
and  blood  diseases  are  also  to  he  considered  among  the  causes. 
Acute  infectious  diseases  contribute  also  to  the  occurrence  of 
this  condition.  Diseases  of  neighboring  organs  are  responsible 
in  some  instances  where  the  stomach  wall  is  perforated.  Ab- 
scess is  a  common  factor  in  this  respect. 

Symptoms  and  Diagnosis. — The  typical  symptom  is  the 
vomiting  of  Wood,  which  is  usually  dark  in  color,  clotted  and 
acid  in  reaction.  We  must  make  several  differentiations  to  be 
sure  of  the  gastric  hemorrhage.  Aneurysm  of  the  abdominal 
aorta  may  rupture  into  the  stomach,  and  it  is  also  possible 
for  a  thoracic  aneurysm  to  perforate  the  esophagus.  It  is  also 
necessary  to  exclude  hemorrhage  arising  from  the  throat,  ton- 
sils, moutli  or  respiratory  organs.  Hemoptysis  is  the  most  con- 
fusing sign.     In  this  there  is  invariably  a  cough  and  other 
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aymptoniB  pointing  to  pulmonary  disorders ;  the  blood  is  raised 
by  coughing,  though  it  is  possible  for  the  patient  to  swallow 
the  blood  and  then  cough  it  up;  in  appearance  the  blood  ie 
briglit  red,  frothy,  mixed  with  sputum,  and  alkaline  in  reac- 
tion. In  hemaiemesis  we  have  the  symptoms  of  gastric,  splenic 
or  hepatic  disease,  the  vomiting  of  clotted  blood  mixed  with 
food  particles  and  acid  in  reaction.  Cardiac  conditions  must 
always  be  kept  in  mind  whenever  hemorrhage  from  the  mouth 
takes  place. 

Profnosifl. — Hemorrhage  from  the  stomach  rarely  causes 
death.  Much  depends  upon  the  extent  and  persistency  of  the 
hemorrhage  and  the  complicating  diseases.  At  best  it  is  a 
symptom  of  grave  danger,  as  it  is  expressive  of  a  serious  under- 
lying disease. 

Treatment. — Inasmuch  as  the  hemorrhage  tends  to 
limit  itself,  the  best  treatment  is  to  encourage  absolute  rest 
by  putting"  the  patient  in  bed.  This  and  other  means  to  over- 
come cardiac  excitement  are  most  essential.  No  food  or  stim- 
ulant should  be  given  for  some  time,  in  order  to  give  the 
stomach  absolute  rest.  Rectal  feeding  may  be  demanded  for 
a  time.  Ice  may  be  given  by  mouth  and  the  icebag  or  coil 
should  be  applied  to  the  epigastric  area.  Morphin  may  be 
given  hypodermatically  in  extreme  cases.  This  will  lower  the 
vascular  tension  and  quiet  the  patient.  The  greatest  objec- 
tion to  its  use  is  the  fact  that,  in  some  cases,  it  may  cause  vomit- 
ing or  great  nervous  excitement  if  it  does  not  put  them  to 
sleep.  Adrenalin  chlond  is  probably  our  most  serviceable 
agent  to  control  hemorrhage.  Ergot,  or  ergotin,  by  mouth  or 
hypodermatically,  arc  liable  to  produce  unpleasant  reactions, 
but  may  be  useful  in  some  cases.  Styptics  like  perchlorid  of 
iron,  lead  acetate,  tannin,  alum  and  turpentine  present  the 
same  objections  and  are  rarely  used  in  modern  practice  except 
as  the  last  resort.  Normal  salt  solution  by  the  mouth  will 
often  be  welcomed  by  the  patient  and  act  as  a  hemostatic  as 
well. 

Internal  medication  is  most  satisfactory  in  the  majority  of 
cases.  Ipecac,  in  the  third  decimal  potency,  not  only  corrects 
the  vomiting,  which  is  the  frequent  cause  of  the  bleeding,  but 
it  acts  also  as  a  hemostatic.  It  will  not  be  so  useful  in  copions 
hemorrhages  or  wlien  blood  changes  are  at  fault  Ginchonai 
ferrum,  phosphorus  and  puhalilla  may  be  compared.  Hama- 
melis  is  probably  next  to  ipecac  for  its  usefulness  in  the  early 
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Btages  of  bleeding;  its  characteristic  is  found  in  the  dark  color 
of  the  vomited  blood.  The  first  or  second  potency  is  usual]; 
the  required  strength,  but  it  may  be  given  in  the  aqueous  solu- 
tion unless  it  disturbs  the  stomach.  It  is  common  to  find 
some  varicose  veins  or  phlebitis  in  cases  where  this  is  indicated. 
Trillium  and  sulphur  may  be  compared.  Where  there  are  trau- 
matic causes  this  remedy  m,\y  be  compared  to  arnica,  hyperi- 
cum  and  rhux  tox.  In  acute  infectious  cases  we  may  be  able 
to  get  good  results  with  aconite,  belladonna,  verairum  viride 
or  baptisia.  When  the  gastric  hemorrhage  is  associated  with 
intestinal  colic  and  bloody  stools  we  may  consider  ajaricua, 
nitric  acid,  aloes,  colocynth  and  podophyllum. 

Hydrastin  hydrochlorate,  in  the  second  decimal  potency, 
is  favored  by  Goodno,  and  in  severe  cases  he  advises  the  hypo- 
dermatic employment  of  an  eighth  or  quarter  grain  dose.  Tur- 
pentine is  a  valuable  remedy  when  the  urinary  organs  are 
irritated  or  when  there  is  excessive  abdominal  distention. 
Erigeron  will  be  useful  when  the  vomiting  of  blood  is  attended 
by  violent  retching  and  burning  in  the  stomach.  Stypticin  (gr. 
1-4  q.  d.)  is  recommended  for  its  hemostatic  power.  Oaniharts 
may  be  compared  with  this.  Millefolium  refers  to  an  active 
and  profuse  hemorrhage,  while  crocus  relates  to  a  hemorrhage 
in  which  dark  blood  clots  are  found  in  a  stringy  and  viscid 
mucus.  Phosphorus,  croialus,  lachesia  and  arsenicum  may  be 
indicated  when  there  are  blood  changes  or  predispositions  sim- 
ilar to  hemophilia.  Cardiac  causes  must  be  met  by  such  rem- 
edies as  digitalis,  strophanihus,  convallaria,  adonis  or  glonoin. 
In  serious  and  persistent  cases  of  hemorrhage,  surgery  should 
be  resorted  to  as  a  necessary  proceeding. 


NEUROSES  OF  THE  STOMACH. 
OASTRALOIA. 

This  disease  is  a  severe  paroxysm  of  pain  in  tie  epigastric 
r^on  without  any  gastric  lesion  or  decided  derangement  of 
function.  It  has  also  been  described  under  the  terms  gastro- 
dynia,  cardialgia  and  neuralgia  of  the  stomach.  It  is  evi- 
dently a  neurosis  of  sensation. 

Etiolofy. — The  complaint  is  experienced  most  frequently 
by  those  who  inherit  a  neuropathic  tendency.     Women  afflicted 
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with  hysteria  are  particularly  affected  during  the  menatmal 
period  or  at  the  menopauee.  Excitement,  worry  and  reflex  irri- 
tations must  be  looked  for.  Food  which  does  not  easily  digest 
may  be  ihs  exciting  cause.  Constitutional  diseases  like  anemia 
and  neurasthenia  are  occasionally  the  underlying  factors. 

Symptoms. — Sudden  and  agonizing  pain  is  experienced 
in  the  epigastric  area.  As  this  increases  in  severity  it  has 
a  tendency  to  radiate  into  the  back  or  around  the  lower  riba. 
The  seizures  may  last  a  few  minutes  or  an  hour  or  more.  In- 
variably there  are  moments  of  periodic  relief,  and  the  crisis 
may  pass  with  copious  eructations  of  gas  or  vomiting.  A 
feeling  of  fulness  or  a  boring  and  burning  pain  may  precede 
the  attack  in  some  instances.  Often  there  are  such  nervous 
symptoms  as  globus  hystericus,  reflex  pains  or  abnormal  hunger 
some  time  before  tlie  paroxj^m.  The  patient  usually  bends 
over  with  the  cramps  or  seeks  relief  by  pressure.  In  many 
cases,  however,  these  give  no  relief.  Food  does  not  generally 
disturb  the  stomach  at  this  time  and  sometimes  its  introduc- 
tion gives  relief.  The  facial  expression  gives  evidence  of 
the  pain  and  signs  of  syncope  may  follow  the  severe  parox- 
ysms. The  subsequent  prostration  may  continue  for  a  long 
time. 

Diatliosls. — The  violent  attacks  which  appear  suddenly 
without  any  apparent  cause,  the  irregular  intervals  and  the 
sudden  cessation  of  the  pain  are  sufficiently  characteristic  for 
diagnosis.  The  crises  which  attend  hyperchlorhydria,  chole- 
lithiasis and  tabes  must  be  differentiated.  The  pain  of  gastric  ■ 
ulcer  and  cancer  should  also  be  carefully  compared. 

Prognosis, — Death  never  occurs  from  this  disease.  The 
return  to  health  depends  upon  the  predisposing  and  exciting 
factors. 

Treatmeilt.->-Inasmuch  as  gastralgia  is  secondary  to  neu- 
rotic symptoms,  it  is  best  to  undertake  the  treatment  with  that 
fact  constantly  in  mind.  The  nerve  irritation  which  produces 
it  must  be  found  and  removed.  Thus  the  treatment  will  em- 
brace that  outlined  under  the  subjects  of  neurasthenia  and 
hysteria.  If  the  vocation  or  the  habits  of  the  patient  tend 
to  produce  nervous  exhaustion,  they  must  be  corrected.  It 
is  obligatory  to  shorten  the  hours  for  business  and  to  curtail 
the  social  demands.  Kegular  and  systematic  rest  are  primary 
essentials  and  the  physician  must  prescribe  a  definite  routine 
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in  each  respect.  Hygienic  and  dietetic  meaeures  are  of  equal 
importance.  The  neuralgic  attacks  are  frequently  instituted 
by  the  irritation  of  improper  food  and  irregular  hours  of  eat- 
ing, therefore  the  diet  should  be  highly  nutritious  and  of  a 
character  which  will  not  tax  the  digestive  organs. 

The  treatment  of  the  attach  will  demand  prompt  and  often 
heroic  attention.  The  suffering  is  usually  so  intense  that 
morphin  (gr.  1/8-1/4)  hypodennatically,  is  necessary.  The 
spasm  must  be  overcome  completely.  Chloroform,  in  combina- 
tion with  compound  tincture  of  cardamon,  aromatic  ammonia 
and  brandy  is  a  valuable  expedient  in  the  majority  of  cases. 
Frequently  minimum  doses  of  any  of  these  alone  may  palliate 
in  ordinary  cases.  Hypnotics  like  chloralamid,  trional,  pass!- 
flora  or  sulfonal  may  answer  in  cases  which  present  the  typi- 
cal nervous  characteristics.  Counter  irritations  and  electricity 
may  be  employed  successfully  in  some  instances  and  pressure 
invariably  moderates  the  pain  to  a  certain  extent.  The  treat- 
ment during  the  interparoxysmal  state  will  require  a  well 
selected  remedy  for  the  relief  of  the  irritating  cause.  For  this 
purpose  we  must  carefully  study  the  indicated  remedies.  Colo- 
cynth  seems  to  meet  the  symptoms  of  severe  pain,  with  colicky 
cramps,  but  it  gives  little  relief  unless  there  are  the  associated 
symptoms  of  intestinal  disturbance.  Cuprum  covers  the  char- 
acteristics of  the  seizure,  but  eructations  and  vomiting,  to- 
gether with  a  marked  sense  of  constriction,  are  also  recognized. 
Gupmm  arsenite  is  the  best  form  of  this  remedy.  Plumbum 
gives  similar  symptoms,  but  the  vomiting  is  liable  to  be  more 
incessant,  and  the  nausea  is  more  pronounced  and  hiccough  is 
common.  The  pains  also  are  more  liable  to  radiate  to  the 
abdomen  and  limba.  Camphor  helps  a  burning,  prcssive  pain 
in  the  pit  of  the  stomach  when  coldness  and  signs  of  collapse 
appear.  Cantharis  is  represented  by  a  cutting,  burning  abdomi- 
nal pain  with  the  attendant  symptoms  of  incarcerated  flatus ; 
rectal  and  vesical  burning  and  tenesmus  are  generally  present. 
Terebinth  has  an  action  similar  to  cantharis,  but  it  corresponds 
to  greater  abdominal  distention  and  refers  to  more  renal  involve- 
ment. Platinum  relieves  some  eases  in  which  the  cramp-like 
pain  is  due  to  excessive  gastric  fermentation  following  extreme 
indulgence  in  food.  Cocculus  meets  the  symptoms  of  nausea 
and  vomiting  with  cramping  pain  in  the  stomach ;  the  symptoms 
are  worse  riding  in  a  carriage  or  on  ship-board. 
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The  remedies  which  have  a  more  direct  relation  to  the 
peristaltic  unrest  aa  well  aa  gastric  indigestion  are  fairly  use- 
ful, Nux  vomica  must  be  first  considered  as  it  pertains  to 
peristaltic  irregularity  and  secretory  impairment.  When  this 
remedy  is  indicated,  the  gastric  pressure  and  pain  are  severe 
and  are  the  result  of  perverted  muscular  action  and  indi- 
gestion; the  pain  is  always  aggravated  by  food.  Strychnia 
muat  be  thought  of  in  the  same  respect  and  particularly  when 
these  conditions  are  aggravated.  I  am  inclined  to  use  iris  versi- 
color when  the  characteristic  symptoms  point  more  particularly 
to  hepatic  disturbance.  Pulsatilla  has  some  of  the  features 
of  gastralgia  though  the  distress  arises  from  rich  and  undi- 
gested food.  Arsenic  is  indicated  when  there  are  general  symp- 
toms of  anemia  and  when  there  are  pathologic  signs  of  atrophic 
conditions  affecting  both  the  gastric  peristalsis  and  glandular 
secretions. 

For  the  neurasthenic  cause  we  shall  be  able  to  find  many 
useful  remedies.  Ignatia  seems  to  come  first  as  it  covers  so 
many  of  the  mental  and  neurotic  symptoms.  The  tetanic  form 
of  gastric  convulsions  will  be  accompanied  by  the  sense  of 
emptiness  and  the  frequent  appearance  of  globus  hystericus. 
In  the  later  stages  of  the  disease  and  when  the  nervous  symp- 
toms are  more  prominent  than  the  gastric  excitement,  zincum 
picricum,  zinc  valerianaie  and  cannabis  indica  will  be  frequent- 
ly indicated.  There  are  some  cases  which  present  such  active 
nervous  symptoms  that  a  better  response  will  be  obtained  by 
hyoscyamus,  stramonium,  opium  or  agaricin.  Anacardium 
exerts  its  greatest  force  upon  the  exaggerated  mental  symptoms, 
but  when  these  are  attended  by  gastralgic  seizures,  with  the 
feeling  of  a  plug  or  a  foreign  substance  in  the  stomach,  it 
will  give  good  results.  With  this  remedy  we  may  compare 
nitric  acid,  phos.  acid,  mezereum  and  abies  nigra.  Belladonna 
must  also  be  thought  of  in  this  disease  in  relation  to  its  neu- 
rasthenic features.  The  suddenness  of  the  appearance  and  dis- 
appearance of  the  paroxysms,  the  cutting,  drawing  and  wrench- 
ing pain,  and  the  hyperesthetic  condition  of  the  epigastric 
region  are  its  indications.  Cim,icifuga,  caulophyllum,  gel- 
semium  and  lilium  tig.,  may  be  demanded  when  the  funda- 
mental fault  is  found  in  uterine  disturbances.  Argentum  nxt- 
ricum  has  a  sphere  of  action  in  those  cases  which  present  a 
neurasthenic  symptomatology  aa  the  result  of  degenerative  dis- 
easea  of  the  nervous  system.     We  may  state  the  general  fact 
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that  the  remedies  which  have  the  most  succeasful  applicatioD  in 
gastralgia  refer  to  the  neurotic  cause.  Some  of  the  best  author- 
ities claim  that  the  paroxysms  are  due  entirely  to  the  exces- 
sive irritability  of  the  epigastric  sympathetic  ganglia.  This 
leads  Buch  to  conclude  that  the  descriptive  term  employed 
should  be  epigastralgia  rather  than  gastralgia. 


NERVOUS  DYSFEFSU. 

Gastric  neurasthenia  is  a  functional  diaturbance  of  the 
stomacli  which  may  be  traced  entirely  to  nervous  influences. 
The  dyspeptic  attacks  occur  somewhat  regularly  and  without 
any  discoverable  gastric  lesion.  A  neurotic  constitution  is  the 
underlying  cause  and,  hence,  we  observe  the  gastric  manifesta- 
tions in  association  with  nervous  crises  and  as  the  result  of 
nerve  irritations.  Kmotional  and  hysterical  patients  are  most 
frequently  afFected.  Overexertion,  sudden  excitement,  anxiety, 
dissipation  and  social  excess  are  also  etiologic  factors.  Females 
with  delicate  nervous  systems  are  more  frequently  affected  than 
men.  The  life  of  luxury  which  entails  too  much  nerve  exhaus- 
tion is  a  prolific  precursor  of  this  form  of  stomach  disorder. 
The  patients  rarely  display  any  signs  of  gastric  inability  as 
they  are  invariably  healthy  looking.  Yet  underneath  this  good 
appearance  we  shall  find  evidences  of  nerve  depletion.  Tem- 
perament has  much  to  do  with  the  mental  phases  of  the  dis- 
ease, and  remote  diseases  may  create  the  gastric  neuroses  when 
they  create  reflex  irritation  or  destroy  the  cell  trophism  of 
the  spinal  cord.  Genital  and  uterine  irritations  are  the  most 
common  sources  of  the  underlying  nerve  excitement.  Toxemia, 
too,  is  many  times  the  primary  cause.  Dietetic  errors  may 
also  be  regarded  as  provocative  influences  first  as  predisposi- 
tions to  neurasthenia  and  hypochondria  and  second  as  irritat- 
ing disturbances  of  the  gastric  plexus  of  nerves.  People  in- 
clined to  weak  stomachs  are  liable  to  this  class  of  derange- 
ments whenever  exhaustion  or  irritation  of  the  nervous  sys- 
tem furnishes  the  exciting  infiuence. 

SymptomB. — The  prominent  symptoms  may  appear  in  rela- 
tion to  the  stomach,  but  the  most  characteristic  symptom  per- 
tains to  the  neurotic  cause.  This  must  be  looked  for  care- 
fully in  each  case.  In  some  cases  anorexia  is  noticed,  while 
in  others  we  may  find  a  voracious  appetite.     Epigastric  distress 
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after  meals  ia  a  eommon  complaint  and  associated  with  it  we 
shall  find  the  sjmptoma  of  regurgitation,  eructations  and  heart- 
bum.  The  accumulation  of  gas  in  the  stomach  and  intestines 
is  always  a  cause  of  complaint  on  the  part  of  the  patient. 
Headache,  dizziness,  nausea,  cardiac  palpitation  and  general 
discomfort  are  experienced  from  time  to  time.  Food  almost 
always  excites  these  symptoms.  Vomiting  is  commonly  ob- 
served, but  it  has  no  relation  to  the  taking  of  food  or  the 
character  of  the  same.  Cardiac  paipiiation  is  frequent,  the 
patient  is  restless,  suffers  from  insomnia  and  is  generally  de- 
pressed. Excitement  of  gastric  peristalsis  may  be  detected  by 
palpation  and,  in  some  instances,  by  inspection. 

Leube  describes  three  clinical  varieties  of  nervous  dys- 
pepsia: (1)  Those  in  which  the  hydrochloric  acid  is  present 
in  normal  amounts,  which  he  claims  is  the  fundamental  type. 
(2)  Those  in  which  the  hydrochloric  acid  is  diminished.  (3) 
Those  in  which  the  hydrochloric  acid  is  in  excess.  In  each  of 
these  cases  the  digestion  is  completed  in  the  normal  time  except 
when  that  of  starches  is  slightly  delayed  by  the  presence  of 
hydrochloric  acid  in  excess.  The  conclusion  is  thus  made  that 
nervous  dyspepsia  is  partially  a  secretory  as  well  as  a  sensory 
perversion.  The  hyperperiatalais  would  also  suggest  a  motor 
complication.  Chronic  catarrhal  gastritis  may  be  the  termi- 
nation of  the  neurosis  and  hypochondriasis  is  not  an  uncommon 
feature. 

Dia^osis. — The  characteristic  symptoms  outlined  above 
and  the  positive  exclusion  of  other  causative  lesions  render  the 
diagnosis  comparatively  certain.  The  predisposing  and  attend- 
ant nervous  features  and  the  periodic  changeableness  of  the 
symptoms  should  confirm  the  decision.  The  catarrhal  process 
observed  in  chronic  gastritis  may  at  times  present  the  symp- 
toms of  neurasthenic  gastritis,  and  the  acute  attacks  from 
toxic  irritants  must  always  be  differentiated.  The  excess  of 
mucus  in  the  former,'  and  the  irritation  from  food  in  the  latter 
will  invariably  aid  in  deciding,  while  the  constancy  of  tlie 
symptoms  in  both  will  be  a  distinctive  feature. 

Pratnosis. — So  far  as  the  stomach  ia  concerned  we  may 
look  for  no  unfavorable  termination,  but  the  nervous  manifes- 
tations may  never  be  relieved.  Much  depends  upon  the  patient 
and  the  surroundings.  If  the  neurasthenia  is  not  cured  and 
if  the  patient  does  not  yield  to  treatment,  the  gastric  perver- 
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sioQ  may  continue  indefinitely.     When  it  is  possible  to  remove 
the  cause  we  may  expect  a  complet*  cure. 

Treatment. — Tlie  treatment  of  this  disease  is  compre- 
hended under  the  subjects  of  neurasthenia  and  hysteria.  A 
judicious  and  nourishing  diet  must  be  insisted  upon.  The 
unfortunate  tendency  in  these  cases,  as  in  typical  nervous  pros- 
tration, is  to  cultivate  the  theory  of  starvation.  Thus  tonics 
and  remedies  which  stimulate  the  appetite  may  be  employed 
with  success.  The  change  of  climate  and  surroundings  will 
favor  the  appetite  and  a  systematic  cultivation  of  physical 
exercise  will  develop  a  vigor  without  which  the  patient  can 
not  recover.  Rest  must  be  encouraged  when  the  patient  is 
overworked  and  diversion  of  occupation  is  necessary  to  over- 
come the  natural  forebodings.  Mental  relaxation  will  often 
relieve  the  moat  disturbing  symptoms.  The  habits  must  often 
be  corrected  and  stimulants  of  all  kinds  must  be  avoided.  More 
than  all,  the  physician  must  develop  in  the  patient  a  hopeful 
mental  attitude. 

Aside  from  the  suggestions  pertaining  to  the  neurotic 
phase  of  the  disease,  there  are  many  general  measures  which 
favor  a  better  gastric  digestion.  The  cold  sponge  bath,  the 
use  of  electricity  and  the  employment  of  massage  will  invig- 
orate the  gastric  function.  Lavage  will  often  overcome  the 
bothersome  fermentation  and  remove  an  excess  of  mucus. 
Hydrochloric  acid,  pepsin,  paucreatin  and  papoid  may  be  used 
when  the  gastric  juice  is  insufficient  or  inefficient.  A  faulty 
starch  digestion  will  be  helped  by  the  employment  of  a  diastase 
after  meals,  and  the  tonic  effect  of  strychnia,  ignaita  or  nux 
vomica  may  be  sought.  Anemia  will  demand  the  usual  treat- 
ment and  nutrition  must  be  encouraged  in  every  possible  man- 
ner.    Arsenicum  is  often  useful  in  this  respect. 

Other  remedies  are  discussed  in  the  preceding  and 
subsequent  chapters  relating  to  diseases  of  the  stomach 
and  the  nervous  system.  A  careful  individualization  in  each 
case  will  settle  the  true  indications.  Asafetida  in  the  third 
decimal  potency,  corresponds  to  many  of  the  gastric  and  abdom- 
inal symptoms  which  arise  from  nervous  disorders.  The  pul- 
sations felt  at  the  pit  of  the  stomach,  the  distention  of  the  stom- 
ach  and  bowels,  and  the  peristaltic  excitement  are  relieved  by 
this  remedy.  Lycopodium  points  to  a  flatulent  condition  of 
lithemic  origin ;  the  excessive  appetite  with  early  satiety,  the 
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preesure  and  heaviness  in  the  atomacli  with  the  sense  of  dis- 
tention which  follows  a  tardy  digestion,  are  frequently  relieved 
by  this.  Comparison  may  be  made  with  the  painful,  violent 
and  burning  pains  of  arsenicum,  the  sour  vomiting,  thirst  and 
nausea  of  eeUcarea  earb.,  the  vitiated  appetite,  hiccough  and 
nausea  of  cyclamen,  the  aversion  to  fata,  the  heartburn  and 
gnawing  distress  of  fulsatilla,  the  unquenchable  thirst  and 
cramping  pains  of  natrum  mur.  and  the  bloated  sensation  which 
appears  some  time  after  Bating  in  nux  vomica.  Argentum 
nitricum  will  be  indicated  when  there  are  violent  and  excessive 
eructations  with  much  gastric  oppression.  Anacardium,  refers 
to  a  distress  from  incarcerated  gas  and  all  the  gastric  symp- 
toms are  usually  relieved  by  eating.  Antimonium  crudum  is 
indicative  of  mncus  excess  and  easily  disturbed  digestion ;  cup- 
rum arsenicum  corrects  the  ineffectual  attempts  to  vomit,  the 
cramping  pains  which  extend  to  the  abdomen  and  the  constric- 
tion which  is  reflected  upward  to  the  esophagns.  Picric  add 
gives  appreciable  results,  in  association  with  pronounced  neu- 
rasthenia, when  the  appetite  shows  decided  vagaries  and  sour 
eructations  are  pronounced.  Bismuth,  though  referring  more 
particularly  to  conditions  of  pain,  nevertheless  covers  many  of 
the  gastric  symptoms  in  this  disease.  It  is  characterized  by 
the  frequent  eructations  and  a  feeling  of  constant  distress  in 
the  stomach.  The  stomach  will  not  tolerate  water  and  all  food 
feels  like  a  heavy  load.  Aletris  will  often  correct  the  dys- 
peptic symptoms  when  these  arise  reflexly  from  disturbance  of 
the  pelvic  organs.  Crocus,  helonias,  cimicifuga  and  china 
should  also  be  studied.  Nux  moschaia  is  an  invaluable  remedy 
in  these  conditions  when,  in  a<ldition  to  menstrual  and  gen- 
eral alimentary  disturbance,  brain-fag  is  present.  Moschus 
has  similar  symptoms  and  the  gastric  crises  partake  more  of 
the  convulsive  character,  while  spasmodic  or  nervous  hiccough 
is  common.  There  are  many  other  remedies  which  are  appli- 
cable to  the  symptomatology  of  nervous  dyspepsia  and  these 
must  be  decided  upon  by  the  study  of  each  drug. 


HYPERCBLOROYDRIA. 


This  disease  is  a  neurosis  of  secretion  and  is  characterized 
by  the  hypersecretion  of  hydrochloric  acid.  It  may  occur  par- 
ozysmally  in  connection  with  great  nervous  excitement,  and 


HYPERCHLORHYDRIA.  ff78 

it  is  also  an  attendant  condition  of  gastric  nicer.  As  a  patho- 
logic entitj  it  must  be  regarded  as  a  continuous  or  chronic 
hypersecretion  which  follows  prolonged  fasting  or  the  intro- 
duction of  irritating  food  in  conjunction  with  a  pronounced 
uenrasthenic  state.  This  variety  has  been  known  as  Reich- 
maon's  disease.  The  etiologio  factors  are  similar  to  those 
mentioned  under  nervous  dyspepsia  and  it  is  most  commonly 
found  among  brain  workers  and  those  exposed  to  nerve  strain. 
The  young  are  frequently  predisposed  and  intoxicants  or  highly 
seasoned  foods  occasionally  produce  it. 

SymptomB. — In  the  paroxysmal  forms  epigastric  pain  is 
intense  and  it  may  attend  or  follow  the  gastric  function.  Asso- 
ciate symptoms  of  discomfort  from  the  ingestion  of  food,  par- 
ticularly if  it  is  acid  in  character,  sour  eructations,  heartburn, 
thirst  and  nausea  are  generally  present.  Headache  and  con- 
stipation are  common  complaints.  The  attacks  may  last  for 
an  hour  or  two,  or  they  may  be  prolonged  for  a  few  days. 
Vomiting  almost  always  terminates  the  paroxysm.  Alkalies 
give  relief,  while  acids  a^ravate.  Large  draughts  of  water 
and  albuminous  foods  minimize  the  paroxysmal  pain  and  favor 
digestion.  Starches  will  not  be  tolerated  on  account  of  the 
excess  of  acid.  Pronounced  nervous  symptoms  are  always  in 
evidence  and  cardiac  excitement  may  be  marked.  The  tongue 
is  red  and  the  mouth  is  often  sore. 

In  the  continuous  form  there  are  similar  symptoms,  but 
they  show  no  evidence  of  intermission.  The  pain  is  most  severe 
when  the  stomach  is  empty,  and  for  that  reason  it  is  noticed 
more  at  ni^t.  Food  which  is  albuminous  in  character  will 
relieve  temporarily,  but  the  distress  recurs  as  soon  as  the  stom- 
ach is  empty.  Vomiting  may  be  copious  and  attended  with 
much  gaseous  distention.  Bemnants  of  undigested  food,  ex- 
oeesively  acid  in  character,  may  be  found  in  the  vomitus. 
Dilatation  of  the  stomach  is  a  common  result  in  the  chronic 
form.  This  may  he  due  to  the  spastic  closing  of  the  pylorus 
under  the  influence  of  the  acid  irritation.  It  may  also  arise 
as  the  result  of  the  fermenting  food  which  is  retained  on 
account  of  the  loss  of  the  motor  power  of  the  stomach.  In 
protracted  cases,  as  glandular  atrophy  ensues,  it  is  possible 
for  the  disease  to  be  supplanted  by  a  chronic  gastritis.  The 
patient  gains  little  nourishment  from  food,  and  anemia  apd 
emaeiation  follow. 
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DiafnsBis. — Bj  the  aid  of  the  above  symptoms  we  may 
diagnose  the  ordinary  case,  providing  the  neurasthenic  predis- 
position is  recognized.  The  analysis  of  the  gastric  contents 
gives  most  satisfactory  evidence.  One  honr  after  an  Ewald 
test  meal  the  contents  are  extremely  acid  due  to  the  excess 
of  hydrochloric  acid.  If  this  condition  is  discovered  four  or 
six  hours  after  a  test  meal,  the  diagnosis  is  confirmed.  Dis- 
tinction must  be  made  when  organic  acids  are  found.  Exam- 
ination of  the  stomach  contents  after  fasting  will  reveal  only 
a  small  amount  of  gastric  juice.  Oaatric  ulcer  has  a  similar 
hyperacidity,  but  food  a^ravates  the  pain  and  neither  albu- 
minous food  nor  alkalies  give  much  relief.  The  nervous  symp- 
tomfl  are  not  pronounced  and  hematemesis  is  a  common  feature. 

PrAtniBls. — Favorable  results  may  be  expected  in  the  ma- 
jority of  cases,  though  the  continuous  form  is  regarded  as  dif- 
ficult to  cure.  If  prompt  treatment  is  instituted  early  in  tlie 
simple  forms  it  is  possible  to  obviate  the  danger  of  the  chronic 
case.  Gastric  ulcer  and  chronic  gastritis  are  terminations 
■which  often  fail  to  respond  to  any  treatment. 

Treatmeot. — The  first  aim  of  treatment  should  be  to  neu- 
tralize the  extreme  acid  secretion.  A  meat  and  milk  diet  will 
accomplish  this  better  than  anything  else;  it  is  best  to  give, 
for  a  time,  nothing  but  meat.  This  should  be  cut  into  small 
pieces  or  minced.  Raw  meat  is  advised  by  some.  Objection 
has  been  made  to  an  exclusive  meat  diet  inasmuch  as  the  ten- 
dency is  to  ovcrstimulate  the  acid  secretion ;  this,  however,  is 
not  probable.  Inasmuch  as  the  stomach  is  liable  to  rebel  if 
a  fixed  food  is  given  for  too  long  a  time,  it  is  well  to  vary 
the  diet  as  much  as  possible.  E^s,  fish,  oysters,  fowl,  meats 
and  milk  will  give  a  sufficient  variety  of  proteid  foods.  Meat 
juices  are  always  serviceable.  Milk  alone  may  be  required  in 
some  cases  and  it  is  well  to  alkalinize  or  peptonize  this.  A  little 
later  the  patient  will  tolerate  a  soft  boiled  egg  and,  in  a  care- 
ful way,  it  will  be  possible  to  approach  a  more  solid  diet. 
Before  partaking  of  heavy  meats  it  is  well  to  introduce  a  little 
beef  broth  at  the  beginning  of  each  meal.  Alkaline  water  or 
pure  spring  water  may  be  used  freely  with  each  meal,  and 
the  patient  should  be  encouraged  to  drink  more  water  between 
meals. 

If  a  hearty  meal  is  taken  at  night  it  will  not  be  necessary 
to  give  any  extra  food  at  bed  time;  but  if  the  evening  meal 
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is  light,  it  is  often  advisable  to  give  a  glass  of  milk  or  a  light 
meat  sandwich  upon  retiring.  Starches  must  generally  be 
avoided  as  tliej  cause  much  gaseous  disturbance  in  a  highly 
acid  gastric  juice.  Stale  bread  or  zweibach  may  be  used 
with  the  meat  and  as  the  condition  improves  it  will  be  pos- 
sible to  gradually  add  tbe  seasonable  vegetables.  Condiments 
and  wines  must  be  discarded  on  account  of  their  stimulating 
tendency.  Eskay's  albuminized  food  is  one  of  the  best  means 
of  nourishment  in  extreme  cases.  Food  or  drinks  which  are 
too  hot  or  too  cold  should  not  be  permitted.  CofFee  should 
be  interdicted,  though  tea  may  be  taken  if  it  is  well  diluted 
with  milk.  Fats  may  be  endured  in  some  cases,  but  in  the 
later  stages  of  hyperchlorhydria  there  is  danger  of  their  pro- 
ducing combined  acids.  Sugar  should  invariably  be  avoided. 
In  addition  to  the  above  suggestions  it  will  be  necessary  always 
to  observe  regular  hours  for  eating. 

Lavage  is  a  very  useful  adjuvant  treatment,  providing  the 
introduction  of  the  tube  does  not  irritate  the  stomach.  It  is 
always  indicated  when  undigested  food  is  the  cause  of  gastric 
irritation.  It  should  be  performed  every  morning  and  the 
water  should  be  made  alkaline  by  the  addition  of  bicarbonate  of 
soda.  After  this  is  done  it  will  be  possible  for  the  patient  to 
partake  of  a  substantial  meal  in  which  albumin  abounds.  Alka- 
lies, from  a  remedial  standpoint,  are  serviceable.  Bicarbonate  of 
soda  (grs.  6-10),  is  very  beneficial  and  should  be  taken  before, 
or  immediately  after  eating.  Benzoate  of  soda  (gr.  10)  may 
act  better  in  some  cases,  while  effervescent  sodium  phosphate 
is  more  agreeable  in  other  instances.  Calcined  magnesia  is  still 
a  standard  remedy  for  this  purpose  as  its  neutralizing  power  is 
pronounced.  Lime  water  will  annul  the  acid  if  it  is  used  in 
laige  doses,  but  the  mineral  waters  will  be  more  palatable  to  the 
patient 

The  conMitutional  treaintent  needs  more  than  casual 
thought.  The  predisposing  disease  may  be  more  remote  than 
at  first  seems  apparent.  Therefore  it  is  always  necessary  to 
keep  in  mind  the  early  features  of  the  complaint,  for  Uiese 
may  point  to  a  cause  which  is  not  suspected  through  the  study 
of  tbe  characteristic  symptoms.  Chlorosis  and  other  debili- 
tating diseases  which  impoverish  the  blood,  are  frequent  fac- 
tors in  the  neurosis.  Kemedies  like  arsenic,  iron,  strychnia, 
china  and  the  calcareas  are  frequently  demanded  and  if  we 
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look  carefully  for  the  symptoms  whidi  are  indicative  of  this 
status  we  shall  find  them.  Should  the  patholog;ic  change  tend 
toward  ulceration  we  must  modify  the  treatment  accordingly. 
If  the  de^^erative  process  is  more  in  the  line  of  tissue  trans- 
formation, then  such  remedies  as  silver  nitrate,  the  iodids, 
aurum  cklorid,  phosphorus  and  the  zincs  must  be  tliought  of. 

Among  the  remedies  for  the  acute  condition  we  shall  get 
good  results  from  the  use  of  atropin,  which  seems  to  correct 
the  excessive  formation  of  acid.  Gk)odno  has  called  attention 
to  the  necessity  of  using  it  to  the  limit  of  physiological  action. 
One  to  three  tablets  of  the  third  decimal  potency  should  he 
used  before  meals  and  at  bedtime,  and  the  dose  may  be  grad- 
ually increased.  Bobinia  has  given  most  sacoeseful  results  in 
my  practice.  It  presents  the  perfect  picture  of  hyperchlor- 
hydria.  The  intensely  acid  eructations,  the  gastric  distention, 
the  flatulence  and  the  pain  are  most  characteristic.  Magnnsia. 
phos.  may  be  used  through  all  the  different  stages.  It  over- 
comes the  gaseous  eructations,  the  burning  pain  in  the  stomach, 
the  abdominal  distention  and  it  corrects  the  constipation  to 
a  considerable  extent  China  ars.  will  embrace  the  in- 
dications of  the  two  remedies  which  form  it.  It  will  correct 
the  mucous  membrane  atonicity  when  this  is  suggested  by  an 
alternation  of  hyperchlorhydria  and  hypochlorhydria.  Hy- 
drastis meets  a  more  extreme  debility  of  the  mucous  and  sub- 
mucous tissue,  there  often  being  a  catarrhal  gastritis  present. 

Orindelia  robusta  is  rarely  used  in  this  disease.  Yet 
there  are  chronic  cases  in  which  the  pneumogastric  has  lost 
its  control  to  such  an  extent  that  gastric  hyperemia  is 
constant.  This  favors  hyperacidity.  Such  cases  are  of 
pronounced  neurotic  type  and  asthma  is  an  attending  feature. 
This  remedy,  in  its  action  upon  the  pneumogastric,  will  often 
be  of  great  service.  Orexin  tannate  often  relieves  the  obstinate 
symptoms  which  attend  hyperchlorhydria,  but  it  has  more  par- 
ticular influence  on  the  gastric  perversions  which  follow  this 
disease.  It  has  been  used  in  two  or  three  grain  doses  of  the 
first  decimal  potency,  before  meals,  when  atony  of  the  mucous 
membrane  exists  as  a  result  of  hyperacidity.  Though  it  is 
most  frequently  used  as  a  stomachic,  its  best  action  is  found  in 
the  hyperacid  conditions  following  neurasthenic  or  hysteric  neu- 
roses. Other  remedies,  like  ipecac,  iris,  bryonia  and  sulphur, 
which  are  often  indicated  in  gastric  diaturbanees,  may  be  con- 
sidered in  accordance  with  their  symptomatology. 


.y  Google 


SUBNORMAL    GASTRIC    SECRETIONS.  677 

Treatment  pertaining  to  the  neurotic  cause  will  call  for 
Remedies  mentioned  under  the  Bubject  of  neurasthenia.  Asa- 
fetida  is  recognized  aa  a  standard  in  this  respect.  Its  stom- 
ach symptoms  are  generally  incidental  to  irritations  of  the 
generative  organs  and  peristaltic  excitement  or  epigastric  pul- 
sations are  usually  in  evidence.  Conium  may  he  compared 
when  there  is  violent  vomiting  of  clear  sour  water  and  the 
eructations  are  also  acid.  Dulcamara  simulates  arsenic  with 
its  burning  sensations,  salivation  and  nausea  while  the  ner- 
vous signs  are  characterized  by  peculiar  paresthesiae  and  a 
nettlerash  over  the  whole  body.  Valerian  is  a  sedative  for 
the  irritable  nerve  centers  and  at  the  same  time  it  relieves 
the  spastic  disturbance  of  the  stomach  which  is  defined  by  the 
constant  disposition  to  vomit.  Moschus,  sumbul,  cannabis  in- 
dica  and  avena  saliva  will  present  similar  symptoms  of  ner- 
vous exaggeration  of  the  gastric  symptoms.  Zinc,  zinc  picraie 
and  picric  acid,  kali  phos.,  coffea,  sepia,  cimicifuga  and  other 
remedies  which  are  frequently  indicated  in  neurasthenia  may 
be  employed  when  the  prominence  of  their  cardinal  symptoms 
is  discovered. 


SUBNORMAL  GASTRIC  SECRETIONS. 

For  the  want  of  a  better  term  we  may  include  under  this 
head  that  class  of  gastric  disturbances  in  which  there  is  a 
deficiency  of  the  secretion.  Subacidity  denotes  an  abnormal 
decrease  of  hydrochloric  acid  while  anacidity  means  a  complete 
absence  of  the  same.  Illustrations  of  these  perversions  are 
found  in  such  organic  diseases  of  the  stomach  as  carcinoma, 
severe  gastritis,  amyloid  degeneration  and  atrophy  of  the  gas- 
tric mucous  membrane.  When  nervous  causes  are  the  sole 
factors  it  will  he  possible  to  exclude  these  organic  diseases. 
When  the  hydrochloric  acid  and  the  pro-enzymes  are  aubnor- 
mal  it  is  a  typical  "hyposecretion"  or  "hypoehylia  gastrica." 
When  these  secretions  are  absent,  the  condition  of  anacidity 
is  termed  "achylia  gastrica."  The  former  condition  is  nearly 
always  of  neurotic  origin,  the  latter  is  usually  due  to  some 
organic  structural  change.  Hysteria,  neurasthenia  and  spinal 
diseases,  like  tabes,  are  generally  the  primary  diseases  which 
develop  these  conditions. 

The  symptoms  are  not  always  easy  to  differentiate.  When 
the  nervous  symptoms  are  marked  it  will  be  possible,  by  anal- 
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ysis  of  the  stomach  content*,  to  determine  the  degree  of  hypo- 
secretion.  It  will  be  beet  to  make  this  examination  when  the 
nervous  manifestations  are  at  a  crisis  or  when  there  is  evi- 
dence of  nervous  shock.  Chronic  gastritis  and  anemia  wiU  fur- 
nish the  pathology  of  this  form  of  subacidity  and,  therefore, 
the  features  of  these  diseases  may  be  recognized.  The  moi^ 
bid  symptoms  of  each  form  may  not  be  discovered  imtil  the 
motility  of  the  stomach  is  impaired  and  signs  of  intestinal 
irritation  appear.  In  achylia  gastrica  nutritional  impairment 
will  be  more  pronounced  and  the  stomach  will  be  unable  to 
digest  any  form  of  food.  So  long  as  the  intestine  is  able  to 
sustain  life  by  its  functions  the  disease  may  be  overlooked. 
The  abnormal  putrefaction  and  fermentation  of  food  will  be 
noticed  as  the  gastric  motility  is  gradually  lost.  At  the  same 
time  it  may  be  possible  to  find  some  evidence  of  organic  growths. 
The  treatment  offers  little  hope.  If  the  cause  is  purely 
neurotic  and  there  is  only  derangement  of  secretion  it  is  pos- 
sible to  obtain  some  relief  tlirough  the  removal  of  the  nervous 
irritation.  In  these  cases  we  may  gain  something  from  a 
carefully  regulated  diet  and  the  correction  of  any  intestinal 
weakness.  Simple  proteids  like  egg  albumen,  broths  and  meat 
powders  may  be  Ttsed.  Vegetables  will  be  digested  in  the 
intestine  providing  the  pylonis  is  pervious.  Lavage,  electricity 
and  massage  may  stimulate  the  secretions  in  some  cases.  Hy- 
drochloric acid,  ten  to  twenty  drops  in  half  a  glass  of  water, 
is  the  most  rational  remedy.  In  the  typical  forms  of  achylia 
gastrica  there  is  no  possibility  of  removing  the  organic  cause. 


NEUROSES  OF  HOTILITY. 

Increased  peristalsis  of  the  stomach  will  be  noticed  in 
various  forms.  Belching  and  eructations  may  take  place  as 
the  result  of  neurasthenic  or  hysterical  causes.  The  air  is  ex- 
pelled from  the  stomach  during  nervous  excitement  or  when 
there  is  extreme  gastric  fermentation.  Pyrosis  is  a  regurgi- 
tation of  the  acid  contents  of  the  stomach.  Rumination  is  a 
rare  affection.  It  is  a  regurgitation  of  the  food,  which  is 
chewed  and  swallowed  again.  Nervous  vomiting  is  a 
neurosis  which  has  an  hysteric  cause,  though  it  may  be  ex- 
cited reflexly  by  organic  diseases  of  the  liver,  kidneys  or  uterus. 
It  is  observed  also  in  migraine  and  seasickness.  Though  with- 
out nausea  or  other  su^estions  of  gastric  disturbance,  it  is 
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a  distressing  symptom.  It  is  not  a  serious  condition  and 
yields  to  the  indicated  remedy,  functional  rest  and  relief  of  the 
nervous  cause.  Gaatro-auccorrhea  is  a  condition  character- 
ized by  the  acute  appearance  of  a  constant  secretion  of  gastric 
juice  giving  rise  to  attacks  of  vomiting  and  severe  pain. 

Peristaltic  unrest,  or  spasm  of  the  stomach,  is  a  neurotic  ■ 
disturbance  which  is  often  very  marked  in  nervous  dyspepsia. 
It  is  characterized  by  the  exaggerated  peristaltic  movements  of 
the  stomach,  the  loud  gurgling  noises  and  slight  amount  of  pain 
after  eating.  Pyloric  stricture  and  carcinoma  are  frequently 
the  causes.  Cardiospasm  is  observed  in  nervous  subjects  and 
is  manifested  by  a  sense  of  cramping  or  constriction,  with  con- 
siderable tympanitic  distention.  The  spasm  is  usually  relieved 
by  belching.  Deglutition  is  often  performed  with  diflficulty 
and  complete  atresia  of  the  cardia  is  a  possible  sequela.  Pyloro- 
spasm  is  induced  by  the  spastic  action  of  the  ring  muscle  of 
the  pylorus.  It  may  be  of  primary  or  secondary  origin.  Neu- 
rotic excitement,  hyperacidity  or  organic  tissue  changes  may 
cause  it.  The  spasm  is  attended  by  pain,  and'  the  retention  of 
food  may  lead  to  dilatation  of  the  stomach  and  eventual  atony 
of  the  muscular  stroma. 

The  treatment  of  all  these  perversions  must  rely  almost 
entirely  upon  the  removal  of  the  neurotic  or  organic  causes.  A 
strict  adherence  to  a  simple  diet  and  relief  from  nervous  irri- 
tation are  essential.  Hygienic  considerations  and  perfect  rest 
will  also  demand  careful  attention.  Remedies  which  refer  to 
the  nervous  and  gastric  sj'mptoms  may  be  used  in  accordance 
with  the  symptomatic  indications. 

Diminished  Gastric  Peristalsis.— Atony  of  the  gastric  mus- 
cles is  a  common  result  when  there  is  any  interference  with  the 
motor  power.  Pyloric  incompetency  is  a  relaxation  of  the 
pyloric  muscle  which  baa  its  origin  in  atrophic  impairment  as 
the  result  of  a  neurosis.  The  gastric  contents  pass  into  the 
duodenum  before  digestion  is  complete  and  a  regurgitation 
may  also  take  place  from  the  duodenum  into  the  stomach.  In- 
sufficiency of  ike  cardia  gives  rise  to  eructations  and  regurgita- 
tions as  a  result  of  the  imperfect  constriction  at  the  cardiac 
orifice.  Atonic  dyspepsia  is  a  disease  which  is  characterized 
by  a  subacute  gastritis  which  follows  insufficiency  of  the  gastric 
muscles.  The  stomach  contents,  being  retained  longer  than  is 
natural,  ferment,  and  cause  distention,  eructation  of  gases 
and  an  impaired  appetite. 
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The  treatm&ti  will  correspond  to  that  outlined  under  the 
euhject  of  gastric  dilatation.  Food  which  has  the  least  ten- 
dency to  ferment  must  be  selected  and  the  quantity  of  liquid 
must  not  be  exoesBive.  Perfect  mastication  should  be  encoui^ 
aged  and  all  nervous  excitement  must  be  avoided.  Buaedies 
which  stimulate  the  motor  power  of  the  stomach  and  a  normal 
gastric  secretion  are  demanded.  Electricity,  massage  and 
lavage  are  recommended. 

Hyperesthesia  el  (he  S(omach.^This  is  a  neurosis  of  sen- 
sation and  is  allied  to  disorders  like  gastralgia.  It  is  found  in 
association  with  functional  and  organic  diseases  of  the  stomach, 
though  most  frequently  it  is  a  typical  neurosis  allied  to  hys- 
teria. The  stomach  sensibility  is  so  pronounced  that 
the  slightest  food  may  cause  painful  sensations.  The  di- 
gestive proceSB  will  cause  an  aggravation  of  pain,  particularly 
if  the  food  product  is  not  exceedingly  bland.  Many  times 
fasting  is  liable  to  produce  more  disturbances  than  the  introduc- 
tion of  food.  Hypochondriasis,  neurasthenia  or  hysteria  are 
invariably  in  attendance.  Cutaneous  eruptions  such  as  luti- 
caria  and  erythema  may  be  discovered  in  some  cases. 

The  treatment  will  comprehend  the  same  care  regardii^ 
the  diet  and  the  complicating  nervous  symptoms  as  demanded 
in  other  disturbances  of  this  character.  The  nutritional  fea- 
tures must  be  kept  in  mind  both  in  regard  to  the  food  and  the 
use  of  remedies. 

Anorexia. — This  is  a  loss  of  appetite  which  occurs  gen- 
erally in  conjunction  with  organic  diseases  of  the  stomach  or 
pronounced  functional  disorders.  Again  it  may  be  due  to  a 
pure  neurotic  cause  in  which  there  is  much  general  debility. 
Uental  shock  is  sometimes  the  cause  of  its  sudden  appearance, 
and  gastric  hyperesthesia  frequently  furnishes  this  symptom. 
Debilitating  diseases  frequently  precede  it. 

Hyperorexia. — Excessive  appetite  occurs  as  a  gastric  neu- 
rosis or  it  may  be  secondary  to  debilitating  diseases.  It  may 
be  a  paroxysmal  symptom  (bulimia)  or  it  may  be  an  idiosyn- 
crasy of  habit  which  is  illustrated  by  the  peculiar  cravings  for 
abnormal  condiments.  In  connection  with  the  insatiable  hun- 
ger, the  patient  will  often  complain  of  a  burning  sensation  or 
slight  pain  in  tlie  stomach.  Neurasthenia,  chronic  gastritis, 
tapeworm  and  chlorosis  are  frequently  the  causes  of  the 
symptom. 
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DISEASES  OF  THE  INTESTINES. 

DU6N0STIC  TECHNIQUE. 

Esaminatlon  of  the  Feces. — Though  it  ie  an  unpleasant 
and  often  unsatisfactory  procedure,  it  is  nevertheleas  of  im- 
portance to  examine  the  feces  in  order  to  make  a  complete  diag- 
nosis in  intestinal  diseases. 

The  macroscopic  examination  will  give  much  valuahle  evi- 
dence regarding  the  shape,  color  and  consistency  of  the  stools. 
This  inspection  will  also  reveal  the  excess  of  fat,  oil  or  mucus 
in  the  dejecta,  showing  thereby  the  imperfection  of  the  intes- 
-  tinal  digestion  or  the  errors  in  diet,  also  the  presence  of  foreign 
bodies,  enteroliths,  certain  parasites,  etc.  The  diarrheal  char- 
acter, the  signs  of  constipation,  the  perverted  color  or  the  pres- 
ence of  blood  will  also  su^;e8t  the  possible  cause  of  a  diseased 
condition. 

The  microscopic  and  chemical  examination  will  reveal  the 
causes  of  disease  and,  therefore,  are  essential  to  a  scientific 
diagnosis.  The  presence  of  blood,  pus,  mucus  or  the  eggs  of 
parasites  is  thus  correctly  established.  Pathogenic  bacteria, 
intestinal  epithelium,  the  signs  of  tissue  disintegration  and  the 
remnanta  of  undigested  food,  when  discovered  in  this  way,  will 
point  to  the  organic  cause  or  to  the  perversion  of  digestion 
which  must  be  removed  by  treatment. 

Physical  Examiliation. — Inspection  reveals  many  signs 
which  are  valuable.  Abnormal  peristalsis,  unnatural  prom- 
inences or  contractions  and  the  influence  of  respiration  upon 
the  viscera  are  disclosed  by  it.  The  position  and  mobility  of  a 
tumor  may  also  be  recognized  in  this  way.  At  times  it  may  be 
necessary  to  inflate  the  intestine  artificially.  Inspection  of  the 
rectal  mucosa  through  a  speculum  is  of  the  greatest  value  in 
determining  the  presence  of  fistulae,  ulcers,  hypertrophied 
valves,  infiammations  and  new  growths. 

Palpation  should  be  performed  with  the  patient  resting  on 
the  hack  and  with  the  thighs  fiexed  sufficiently  to  relax  the 
abdominal  muscles.  The  lateral  decubitus  or  the  knee-chest 
position  may  be  required  in  some  cases.  General  anesthesia  is 
a  most  valuable  adjuvant  in  this  procedure.  By  the  sense  of  touch 
we  should  be  able  to  gain  much  knowledge  regarding  new 
growths,  displacements  of  the  intestine,  ovcr-distentinn,  and  the 
relation  of  neighboring  organs.  Unnatural  peristalsis  and  in- 
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creased  resistaoce  may  be  detected  in  this  way.  Pereuaston  will 
disclose  the  presence  of  fluid  and  the  encroachments  from  en- 
larged adjacent  organs,  new  growths  or  abscesses.  The  pitch  will 
be  elevated  with  increased  intestinal  tension  and  lowered  when 
there  is  relaxation  of  the  bowel.  It  is  best  to  inflate  the  large 
intestine  in  order  to  make  proper  comparisons.  AusCMltation 
is  of  slight  practical  value,  though  it  may  reveal  some  abnormal 
intestinal  noises.  One  of  these  peculiarities  is  the  splashing 
sound  which  may  be  heard  in  the  reg:ion  of  the  ileocecal  valve 
in  case  of  intestinal  indigestion.  The  descending  colon  may  be 
the  seat  of  unnatural  noises  during  intestinal  involvement  and 
the  transverse  colon  will  produce  similar  sounds  which  must 
be  differentiated  from  those  of  gastric  origin.  Friction  sounds 
which  a£Fect  the  intestine  may  also  be  detected  by  the  stetho- 
scope, and  in  a  similar  manner  we  may  diagnose  the  excitement 
of  peristalsis  or  the  loss  of  the  same  in  intestinal  paralysis. 
The  more  complete  features  of  diagnostic  technique  should  he 
carefully  studied  in  the  larger  works  on  that  subject. 


ENTESOPTOSIS. 


The  prolapse  of  the  intestines  from  their  normal  position 
occurs  independent  of,  or  in  conjunction  with,  the  displace- 
ment of  other  viscera.  We  observe  it  in  women  as  a  result 
of  tight  lacing  and  pregnancy.  It  may  also  follow  traumatism, 
muscular  strain  and  the  protracted  use  of  cathartics.  The  colon 
is  most  frequently  implicated,  though  the  small  intestine  may 
be  involved. 

Symptoms. — The  symptoms  are  not  by  any  means  well 
marked.  Disturbance  of  the  gastro-intestinal  functions  may 
be  expected.  Flatulence  and  other  signs  of  intestinal  indiges- 
tion are  usually  experienced,  and  the  signs  of  enteritis  may  ap- 
pear. The  impaction  of  the  feces  will  cause  constipation^ 
though  we  may  sometimes  find  an  alternating  diArrhea.  If 
gastroptosis  and  nephroptosis  coexist,  disturbances  of  these 
organs  may  be  recognized.  General  debility,  impaired  nutri- 
tion and  evidence  of  nervous  derangement  are  often  manifest. 

Diltaosis. — The  malposition  of  the  intestines  will  be  de- 
termined by  physical  examination.  This  will  be  greatly  helped 
by  the  artificial  inflation  of  the  colon.  Splashing  sounds  are 
sometimes  audible  and  the  intestine  will  contain  more  than  the 
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ordinary  amouot  of  water.    When  the  stomach  is  displaced  with 
the  intestine,  the  pancreas  may  be  easily  palpated. 

TrsatmeDt. — Careful  attention  to  diet  and  the  regular 
evacuation  of  the  bowels  will  be  necessary.  The  use  of  power- 
ful cathartics  should  be  avoided  if  possible.  Massage  and  elec- 
tricity may  be  demanded  to  restore  the  proper  motor  power  of 
the  stomach  and  intestines.  Neurasthenic  debility  will  require 
careful  treatment  for  relief  of  nervous  impairment.  External 
support  may  be  required  to  keep  the  intestines  in  their  normal 
position.  Medicinal  treatment,  from  a  symptomatic  standpoint, 
will  relieve  the  conditions  of  imperfect  digestion. 


ACUTE  CATARRHAL  ENTERITIS. 

This  is  an  acute  inflammatory  invasion  of  the  mucouB  mem- 
brane of  the  intestinal  tract.  The  inflammation  is  diffuse  and 
generally  pervades  the  larger  part  of  the  small  intestine,  as 
well  aa  the  upper  part  of  the  colon.  The  following  terms  have 
also  been  employed:  Acute  intestinal  catarrh,  acute  diarrhea 
and  acute  ileo-colitis.  Several  types  are  recognized,  depending 
upon  the  character  of  the  inflammation,  the  location  and  the 
cause.  Hence,  it  may  be  termed  a  mild  or  severe  form,  a  duo- 
denitis, jejunitis,  ileitis  or  colitis,  or  it  may  be  classed  as  a 
primary  or  secondary  disease. 

Etiolofy. — The  most  common  cause  is  intestinal  irritation 
and  this  may  arise  from  overeating  or  drinking,  or  it  may  follow 
the  introduction  of  acid  or  mineral  substances.  With  some  it 
may  appear  as  the  resnlt  of  exposure  to  cold,  or  it  may  follow 
from  the  slightest  irregularity  of  diet.  Such  patients  are  natur- 
ally predisposed  by  the  most  trifling  digestive  disturbance.  The 
young  and  the  old  are  most  liable  to  the  affliction.  Sudden 
change  of  temperature — particularly  the  hot  spells — impure 
drinking  water  and  unripe  food  are  frequent  factors.  The 
leukomains  of  fermented  or  decomposed  food,  and  rich  food 
or  even  the  excessive  eating  of  normal  food  may  at  times  incite 
it.  Anything  which  clianges  the  character  or  the  quantity  of 
the  intestinal  secretions  may  lead  to  this  affection.  We  may 
note  many  eases  in  which  Ihe  excessive  biliary  secretion  is 
causative,  as  well  as  deficiency  of  the  same.  Again  it  may  be 
due  to  the  secondary  inlesttnal  hyi>rremia  following  hepatic  or 
cardiac  diseases  and  traumatic  causes  arc  to  be  regarded  as  poa- 
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Bible  exciting  agencies.  The  contiguous  inflammations  from 
peritonitis,  or  intestinal  obstruction,  anemia  and  constitutional 
diseases,  like  nephritis  and  tuberculosis,  and  all  infectiooa  dis- 
eases are  possible  features  to  be  considered  in  the  etiology. 
Cholera,  dysentery  and  typhoid  are  the  most  common  examples 
of  specific  infection.  Nervous  influences  which  tend  to  increase 
the  intestinal  peristalsis  may  be  sufficient  to  encourage  it,  and 
often  it  occurs  in  the  epidemic  form.  Foreign  bodies  like 
gallstones,  enteroliths  and  parasites  are  liable  to  induce  the 
disease  by  their  constant  irritation. 

Pithololj.— The  morbid  features  of  intestinal  catarrh  are 
not  well  marked.  The  general  features  of  catarrhal  inflamma- 
tions are  in  evidence.  Hyperemia,  swelling  and  increased  se- 
cretions will  be  noticed  in  the  average  case.  Mucus  may  cover 
the  affected  portion  of  the  membrane  and  the  solitary  glands 
may  be  the  seat  of  pyogenic  invasion ;  these  often  rupture  and 
leavean  ulceration  which  may  extend  to  Peyer's  patches.  Hem- 
orrhagic extravasation,  associated  with  alterations  in  the  mucous 
membrane  is  not  an  uncommon  feature. 

Symptoms. — The  early  symptoms  may  indicate  nothing 
more  than  the  ordinary  disturbance  of  intestinal  digestion  and 
the  onset  may  be  cither  sudden  or  slow.  Closely  following  the 
abdominal  discomfort  and  the  general  malaise,  a  colicky  pain 
will  be  recognized  as  the  most  prominent  complaint.  Diarrhea 
is  the  next  characteristic  feature  and  the  stools,  at  first  normal 
in  character  and  color,  become  watery,  frothy,  light  colored  and 
contain  mucus  and  epithelial  debris.  Flatus  is  distressing 
and  the  odor  of  the  feces  is  offensive.  Colon  bacilli,  yeast 
fungi,  crystals  of  triple  phosphates,  oxalate  of  lime,  cbolesterin 
and  particles  of  undigested  food  will  also  be  found  in  the  ex- 
creta. The  appetite  is  impaired,  thirst  is  extreme  and  a  slight 
temperature  is  usually  present.  Nausea  and  vomiting  will  be 
experienced  in  case  the  stomach  is  simultaneously  affected. 
Duodenitis  is  a  frequent  complication  and,  when  this  exists 
jaundice  may  be  a  prevailing  symptom.  When  the  disease 
affects  the  ileum  and  colon,  mucus  may  be  excessive  in  amount, 
and  tenesmus  pronounced.  When  the  jejunum  and  ileum  alone 
are  affected,  the  pain,  abdominal  distention  and  fever  will  be 
more  marked.  In  children  delirium  is  often  severe  and  the 
prolonged  diarrhea  may  cause  a  state  of  collapse. 

Diagnosis. — Acute  catarrhal  enteritis  will  not  present  any 
difficulty  in  diagnosis  when  the  characteristic  8ympt<mis  are 
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present.  If  the  inflanunation  has  its  seat  in  the  duodenum, 
gastric  complications  and  jaundice  are  determining  features. 
If  the  jejunum  and  ileum  are  alone  affected,  diarrhea  is  not  so 
prominent  a  symptom.  If  the  colon  ia  the  only  seat  of  dis- 
turbance, pain  is  lees  severe,  but  the  diarrhea  and  proctitis  are 
very  annoying.  It  will  be  differentiated  from  typhoid  fever 
by  the  shorter  period  of  febrile  action,  the  absence  of  the  dis- 
tinctive temperature  curve,  delirium  and  depression,  and  by 
the  absence  of  the  Widal  reaction.  Catarrhal  dysentery  has 
small,  frequent  and  bloody  evacuations  with  marked  tenesmus. 
Peritonitis  has  more  tenderness  and  intense  pain,  tympany  is 
pronounced,  the  oonetitutional  Bymptoma  are  marked  and  con- 
stipation is  present.  Cholera  has  similar  but  more  serious 
symptoms  and  the  bacteriological  examination  will  settle  the 
diagnosis. 

Prsgaoais. — The  uncomplicated  case,  occurring  in  a  pa- 
tient otherwise  healthy,  does  not  terminate  unfavorably.  If 
the  disease  is  primary,  the  treatment  ia  simple ;  if  it  is  secondary 
to  any  other  disease,  that  factor  must  be  considered  in  the  treat- 
ment. 

Treatmenf. — Rest  for  the  patient  is  obtained  only  in  bed 
and  this  is  a  necessity  when  there  is  any  febrile  manifestation. 
Rest  for  the  inflamed  intestine  is  obtained  only  by  an  absolute 
restriction  of  the  diet.  No  food  should  be  given  for  twenty- 
four  hours  in  the  typical  case,  and  then  only  the  blandest  form 
of  nourishment  should  be  prescribed.  Milk  and  broth  at  stated 
intervals  are  the  safest  forms  of  diet.  Milk  is  more  acceptable 
to  the  intestine  when  it  is  boiled  or  given  diluted  with  water, 
lime  water,  or  soda  water.  Should  the  milk  be  undigested,  as 
will  be  seen  by  the  curds  in  the  stools,  farinaceous  foods  like 
arrowroot,  sago,  tapioca,  ground  rice,  prepared  with  water 
and  flavored  with  cinnamon,  nutmeg  or  vanilla  may  be  used. 
When  a  thick  soup  is  found  to  be  irritating  it  will  be  beat  to  re- 
sort to  the  thinner  consomme.  Later  this  may  be  thickened  with 
arrowroot,  sago  or  tapioca.  Predigoated  liquid  fooda  may  be 
serviceable.  The  starches  and  green  vegetables  will  be  en- 
dured better  when  the  trouble  is  limited  to  the  large  intestine. 
Vegetables,  fruits  and  fats  must  not  be  given  when  the  upper 
intestine  is  involved.  The  return  to  solid  food  must  be  gradual 
and  carefully  watched  to  prevent  intestinal  irritation. 

Catharsis,  obtained  by  castor  oil  or  a  mild  pui^ative  or 
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saline^  may  be  indicated  when  there  is  an  insufficiency  of  bile 
in  the  stools,  or  in  case  the  intestine  seems  unable  to  remove 
impacted  scybala.  I  am  not  yet  converted  to  the  indiscriminate 
use  of  calomel  for  this  purpose,  though  I  am  free  to  admit  that 
there  may  be  occasions  wlien  a  liberal  dose  of  this,  in  the  be- 
ginning, may  expedite  the  cure.  The  high  colonic  flushing 
and  often  the  employment  of  lavage  may  be  resorted  to  with 
much  benefit.  Should  the  pain  become  unendurable  and  the 
diarrhea  persistent,  it  may  be  expedient  to  use  a  mild  form  of 
opiate.  The  chlorodyne  tablets,  which  contain  a  mild  dose  of 
raorphin,  capsicum  and  peppermint,  are  useful  agents  for  this 
purpose.  Morphin  hypodermatically  administered  gives  the 
best  results  in  extreme  cases,  though  opium,  in  the  first  or  second 
decimal  potencies,  is  often  sufficient.  The  objection  to  opiates 
is  found  in  the  reaction  which  follows  from  locking  up  the  in- 
testinal secretions,  and  the  gastric  disturbance  which  so  often 
ensues.  Should  the  diarrhea  show  no  signs  of  abatement,  it 
may  be  permissible  to  use  a  pill  containing  one  grain  of  lead 
acetate  and  a  quarter  brain  of  opium,  the  same  as  in  the  diar- 
rhea or  hemorrhage  of  typhoid  fever.  This  may  be  repeated, 
if  necessary,  in  three  or  four  hours.  Teaspoonful  doses  of 
chalk  mixture  every  three  hours  ofteu  stop  the  diarrhea.  In 
some  cases  it  will  be  possible  to  accomplish  the  same  result  with 
large  doses  of  bismuth  (gr.  10-30)  every  three  or  four  hours. 
Some  help  may  be  obtained  by  the  local  application  of  hot  fo- 
mentations, mustard  plasters  or  turpentine  stupes.  Severe  pain 
is  often  relieved  by  the  icebag.  A  warm  flannel  band  or  cotton 
compress  should  be  worn  over  the  abdomen  until  the  bowel 
action  becomes  natural. 

Internal  astringents  are  not  so  commonly  employed  today, 
though  there  are  times  when  tliey  may  be  employed  as  adju- 
vants. A  dram  of  tannic  acid  to  a  quart  of  water  may  be 
UBed  in  a  high  flushing.  When  the  lesion  is  in  the  large  intes- 
tine, small  enemas  of  starch  water,  containing  twenty  to  thirty 
drops  of  laudanum,  are  often  efficacious.  These  should  be  re- 
peated every  three  or  four  hours  until  permanent  relief  is  ob- 
tained. When  such  extreme  means  are  employed,  it  is  best  to 
limit  the  diet  to  simple  egg  albumen.  To  prepare  this  one  or 
two  eggs  should  be  whipped  up  with  half  a  pint  of  water  and  a 
little  salt  and  brandy  should  be  added.  The  internal  use  of  in- 
testinal antiseptics  is  frequently  demanded.     Methylene  blue 
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(gr.  1-2),  boric  acid  (gr.  3-5),  beta  naphthol  (gr.  1-4),  aalol 
(gr.  3-5)  and  benzosol  (gr.  5-10)  may  be  administered  tbree 
or  four  times  daily.  The  siilphocarbolates  of  zinc,  eoda  and 
lime  used  in  combination  or  singly,  in  doses  of  from  one- 
sixth  of  a  grain  to  five  grains  every  two  hours  until  the 
odor  of  the  stools  baa  disappeared  certainly  merits  considera- 
tion. Oxgall  and  pancreatin  compounds  with  small  doses  of 
nux  vomica  often  answer  this  purpose  and  should  be  given 
soon  after  eating.  A  powder  containing  five  grains  of  taka 
diastase  and  three  grains  of  bicarbonate  of  soda  will  aid  the 
digestion  of  starches  and  help  to  correct  the  intestinal  perver- 
sion. Demulcent  and  mucilaginous  drinks  may  be  used  freely 
and  unfermented  grape  juice  will  be  tolerated  by  some  patients. 
Vichy,  seltzer  and  other  carbonated  waters  are  usually  agree- 
able. Sterile  water  and  bits  of  ice  may  be  relied  upon  to  quench 
the  tliirst 

The  internal  remedies  which  may  be  indicated  are  quite 
numerous.  For  the  febrile  condition  we  can  find  nothing  better 
than  aconite,  belladonna,  bryonia  or  chamomilla.  In  the  per- 
sistent fevers,  with  signs  of  infection,  baptisia,  rhus  tox,  ech- 
inacea or  gelsemium  may  be  demanded.  For  the  symptom  of 
pain  cuprum  ars.  is  most  frequently  indicated  as  the  distress 
assumes  a  convulsive  form  and  the  cold  and  clammy  perspira- 
tion simulates  the  choleraic  character.  Colocynik  is  naturally 
suggested  when  the  paroxysmal  colicky  pains  predominate, 
which  are  relieved  by  pressure.  Cantharis  is  indicated  by  the 
burning  dysenteric  stools  which  resemble  "scrapings  of  the  in- 
testines" ;  tenesmus  is  pronounced  and  there  is  a  tendency  to 
bloody  discharges.  Mercurius  corosivus  may  bo  compared  with 
this  remedy.  Arsenic  is  always  to  be  considered  as  the  debility, 
nervous  irritation  and  gastric  disturbance  are  frequently  pres- 
ent. Croion  tiglium,  may  be  required  temporarily  to  control 
the  copious  watery  stools ;  and  camphor  meets  the  symptoms  ol 
cramps,  coldness,  collapse,  involuntary  movements  and  weak- 
ness which  are  suggestive  of  cholera.  Aloes  corrects  the 
dominal  distention  which  attends  the  enteritis,  but  its  special 
action  is  upon  the  lower  intestine  when  sphincteric  incontinence 
is  extreme.  Terebinth  refers  to  a  tympanites  in  which  infec- 
tion is  a  cause,  and  hemorrhage  from  the  bowels  is  somewhat 
common.  Lycopodium  controls  a  bloated  feeling  in  the  abdo- 
men with  which  there  are  associated  symptoms  of  gastric  and 
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hepatic  disturbance.  Carbolic  acid,  though  a  dangerous  rem- 
edy to  tamper  with,  may  be  used  in  potency  for  the  relief  of 
a  diarrhea  in  which  the  putrid  discharges  simulate  those  of 
cantharis,  and  blood  is  more  abundant. 

When  the  disturbances  are  in  the  upper  intestine  we  shall 
obtain  relief  from  such  remedies  as  ipecac,  podophyllum,  china 
sulph.,  trie  and  chionanthus.  The  last  named  remedy  will  often 
correct  an  obstinate  diarrhea  when  used  in  half  dram  doses 
of  the  tincture.  Magnesia  phos.,  sepia,  ailicea,  carho  veg.,  and 
similar  remedies  will  correct  the  abdominal  distention  when 
gastric  fermentation  and  imperfect  assimilation  are  the  char- 
acteristic symptoms.  Veratrum  alb.,  mercurius  and  eolehicum 
are  indicated  when  there  is  sudden  collapse  of  the  vital  powers, 
ft  low  grade  catarrhal  inflammation,  or  when  the  symptomatol- 
ogy is  dependent  on  a  lithemic  state.  Gambogia  is  a  remedy 
which  has  a  decided  action  upon  both  the  stomach  and  the  in- 
testine; it  is  characterized  by  the  rumbling  of  gas  in  the  in- 
testine, the  sudden  and  forcible  ejection  of  watery  stools  and 
marked  tenderness  in  the  abdominal  region.  Sulphur  must  al- 
ways be  remembered  for  its  peculiar  early  morning  diarrhea 
and  its  other  typical  symptoms  which  appear  in  delicate  sub- 
jects. Phos.  acid,  phosphorus,  cinchona,  pvlaatilla  and  nus 
vomica  have  each  a  special  individuality,  and,  if  used  in  ac- 
cordance with  their  indications,  will  not  only  check  the  diar- 
rhea, but  cure  the  disease. 


CHKONIC  CATARRHAL  ENTERITIS. 

This  is  of  rare  occurrence  as  a  primary  disease  inasmuch 
as  it  is  usually  secondary  to  prolonged  or  repeated  attacks  of 
the  acute  fonn.  The  inflammatory  invasion  affects  a  greater 
part  of  the  large  and  small  intestine.  Diseases  which  favor  a 
passive  congestion  of  the  intestinal  tract  are  liable  to  develop 
this  form  of  enteritis.  Therefore,  the  cause  may  originate  in 
perversions  of  the  heart  and  liver  or  it  may  be  duo  to  a  de- 
fective nutrition  arising  from  such  exhausting  diseases  as  ane- 
mia, tuberculosis  or  Bright's  disease.  Dysentery  is  also  to  be 
mentioned  in  this  respect. 

Pathslofy. — The  pathologic  findings  in  the  average  case 
represent  the  residual  conditions  of  acute  catarrh.  Ulcerative 
changes,  extravasations  and   pigmentation,  thickening  of  the 
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coats,  and  contractions  from  partially  healed  ulcere  are  fre- 
quently found  in  the  lower  part  of  the  ileum  and  colon.  The 
mucous  membrane  is  covered  with  a  muco-purulent  exudate. 
Atrophy  may  invade  the  membrane  to  a  considerable  extent 
when  the  disease  is  prolonged  for  any  length  of  time.  Pressure 
ulceration  or  adhesions  may  arise  as  encroachmbnt  occurs 
secondary  to  cancer  or  tuberculosis  of  the  peritoneum. 

Symptoms. — Chronic  diarrhea  is  the  distinctive  symptom ; 
it  may  alternate  with  constipation,  particularly  when  the  lesion 
is  confined  to  the  lower  intestine.  Constipation  may  be  the  pre- 
vailing sign  when  atrophic  changes  invade  the  glandular  and 
muscular  structures.  In  the  typical  case  the  stools  are  watery 
or  semisolid  with  a  brownish-yellow  color  and  a  decidedly  of- 
fensive odor.  Undigested  food  is  not  infrequently  seen,  but 
the  presence  of  mucus  is  the  most  conspicuous  manifestation. 
This  appears  in  flakes  mixed  with  the  feces  or  it  may  be  in 
such  large  proportions  that  it  covers  the  dejecta  or  gives  the 
appearance  of  a  jelly-like  mass.  Sometimes  mucus  is  the  only 
thing  observed  in  a  small  evacuation.  The  movements  seem  to 
be  more  freqiient  during  the  morning  hours,  with  an  improve- 
ment during  the  afternoon.  Blood  in  the  stools  is  a  common 
occurrence  as  the  result  of  ulceration.  When  it  exudes  from 
the  rectum,  it  is  more  liable  to  be  in  the  form  of  coagula,  but 
when  it  comes  from  a  higher  part  of  the  intestine,  it  has  a  coffee- 
ground  or  tarry  appearance.  This  is  liable  to  occur  as  the  result 
of  mechanical  obstruction  to  the  venous  return  when  the  heart, 
liver  or  lungs  are  affected.  Pus  in  the  stools  is  not  uncommon. 
It  is  the  result  of  abscess  formations,  proctitis  or  a  rectal  fistula. 

Pain,  though  often  present,  is  not  generally  a  persistent 
or  bothersome  symptom.  It  is  more  liable  to  be  connected  with 
a  gastritis,  but  is  not  an  uncommon  feature  of  the  gaseous  dis- 
tention in  the  intestine.  The  constitutional  phases  become  more 
noticeable  as  the  disease  progresses.  The  nutritional  dis-- 
turbauces  will  be  recognized  by  the  progressive  emaciation  and 
attendant  exhaustion.  When  the  atrophic  process  becomes 
marked  the  case  may  simulate  a  pernicious  anemia. 

DiaCnosla.- — The  disease  is  recognized  principally  by  the 
diarrhea  and  the  character  of  the  stools.  In  this  way  it  is  pos- 
sible to  determine  whether  the  lesion  represents  a  simple  ca- 
tarrhal inflammation  or  a  structural  change  in  which  ulceration 
is  a  common  factor.    The  discharges  which  typify  the  catarrhal 
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form  show  an  excess  of  mucus.  The  bloody  and  purulent  pass- 
ages are  suggestive  of  ulceration,  while  the  clay-colored  stools 
and  the  und^sted  fats  in  the  feces  prove  that  the  upper  in- 
testine is  the  seat  of  disturbance.  The  pain  is  localized  near  the 
umbilicus  when  the  small  intestine  ie  involved  and  the  digestive 
perversion  is  quite  pronounced.  When  the  large  intestine  is 
affected  the  pain  is  along  the  line  of  the  colon  and  rather  severe 
in  character,  but  the  digestive  disturbance  is  not  so  pronounced. 
Amyloid  degeneration  has  some  similar  symptoms,  but  it  shows 
a  primary  affection  by  the  enlargement  of  some  other  organ  as 
well  as  the  appearance  of  a  lardaceoua  anemia. 

Profnoais. — It  is  a  most  obstinate  disease  to  treat  and  the 
prognosis  as  to  a  cure  should  be  guarded.  Uncomplicated  cases 
are  more  tractable.  If  the  disease  shows  a  disposition  to  re- 
spond to  remedies  and  diet,  it  will  do  so  inside  of  ten  days.  The 
persistent  diarrhea,  with  fever  and  emaciation  attending,  is 
an  unfavorable  symptom.  Previous  debility,  from  any  cause, 
also  favors  a  protracted  course.  Organic  diseases  of  the  heart, 
lungs  or  kidneys  will  make  the  prognosis  unfavorable.  Exten- 
sive ulceration  may  lead  to  incurable  cicatricial  contractions, 
while  the  intestinal  perforation  and  peritonitis  are  possible 
sequelae. 

Treatmeot. — Huch  that  has  been  said  under  the  treatment 
in  the  acute  form  may  be  applied  here.  Rest  and  relief  from 
nervous  excitement  are  important  requirements.  Associate  or- 
ganic diseases  must  be  studied  carefully.  The  diet  must  not  be 
irritating,  nor  should  the  food  produce  much  waste.  Pepton- 
ized milk  and  simple  albuminous  foods  will  be  of  great  service. 
Koumiss,  tender  meats,  beef  peptonoids,  etc.,  should  always  he 
tried.  Fruits  and  vegetables  must  be  generally  avoided  and, 
should  there  be  a  gouty  factor,  the  nitrogenous  foods  must  be 
limited.  Stale  bread  and  well  cooked  cereals  may  be  nsed  when 
the  diarrhea  is  not  pronounced.  It  is  best,  however,  to  watch 
the  diet  carefully  until  solid  stools  show  a  return  to  normal 
conditions.  Daily  irrigation  of  the  intestine  with  pure  hot 
water  or  salt  solution  is  a  valuable  adjuvant.  Solutions  of 
salicylic  acid,  2  per  cent,  boric  acid,  1  per  cent,  or  a  1  per  cent 
solution  of  both  salicylic  and  boric  acids,  or  a  solution  of  tannic 
acid,  1  per  cent,  are  advised  by  many  experienced  practicians. 
Corrosive  sublimate,  1  to  15,000,  may  be  used  in  extreme  cases, 
but  it  is  liable  to  be  too  irritating.     Demulcents  may  be  alter- 
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nated  witli  these  solutions.  When  ulceration  exials,  nitrate  of 
silver  and  sulphate  of  copper,  in  tenth  grain  doses,  three  times 
daily,  may  be  cautiously  employed.  The  acetate  of  lead  alone, 
in  one  grain  doses,  or  in  combination  with  quarter-grain  doses 
of  opium,  may  be  demanded  when  the  diarrhea  Is  obstinate 
,  and  weakening.  The  intestinal  aiitiseptics  mentioned  under 
the  acute  form  are  worthy  of  consideration.  Bismuth  sub- 
gallate,  betanaphthol,  bismuth  and  sulphocarbolate  of  soda  in 
five  to  ten  grain  doBes  are  also  recommended. 

The  remedies  which  have  been  employed  successfully  are 
quite  numerous.  Many  of  those  which  are  indicated  in  the 
acute  form  are  serviceable.  Arsenicum  is  naturally  thought  of 
first,  and  this  may  be  used  in  combination  with  cuprum,  china 
or  the  iodids.  Mercurius  corrosivus  is  indicated  when  the  colon 
and  rectum  are  involved,  the  symptom  of  tenesmus  being  pro- 
nounced. Sulphur  pertains  to  the  more  chronic  case  in  which 
the  catarrhal  discharge  is  of  long  standing.  NatTTim  sulph.  and 
nitric  acid,  in  fairly  high  potencies,  may  give  better  results 
under  similar  conditions.  Methylene  blue,  in  one  grain  doses, 
will  often  stop  the  mucous  discharge  and  overcome  the  intes- 
tinal irritation  from  putrefactive  causes.  Argentum  Jtiiricwm 
gives  as  good  service  as  in  the  acute  form,  but  aloes  will  act 
better  when  the  diarrhea  is  irritating  to  the  rectum  and  flatus 
is  constant. 

In  my  experience  dioscorea  is  one  of  the  beat  remedies, 
and  I  often  use  it  in  combination  with  camphor  and  chamo- 
milla,  which  have  a  similar  action  upon  the  intestine.  It  refers 
to  griping  and  cutting  pains  in  the  abdomen  with  rectal  in- 
volvement and  much  attending  exhaustion.  Esculus,  berberis 
and  podophyllum  may  W  thought  of  in  tliis  connection.  Opium 
in  potency  and  alumen  are  of  some  use  when  peristalsis  of  the 
lower  bowel  is  impaired  and  the  stools  are  marble-like. 


CHOLERA  HOKBUS. 


The  other  terms  for  this  disease  are  cholera  nostras  and 
sporadic  cholera.  It  is  an  acute  gastro-intestinal  catarrh  char- 
acterized by  violent  vomiting,  purging  and  painful  colic.  The 
attack  is  usually  self-limited. 

EdoloCy* — It  occurs  most  frequently  during  the  summer 
months  when  there  is  a  sudden  change  of  weather  and  is  also 
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1  to  the  tropical  oountriee.  Yonog  adults  and  children 
are  mostly  affected;  it  is,  therefore,  confused  with  cholera  in- 
fantum. Nervous  disturbances  are  often  the  apparent  cause. 
It  has  a  close  similarity  to  the  true  cholera,  though  no  definite 
bacillus  has  yet  been  discovered.  The  Finkler  and  Prior  bacil- 
lus, which  resembles  the  comma  bacillus,  has  been  found  in  the 
discharges.  The  diseaee  is  evidently  due  to  a  variety  of  toxins 
resulting  from  decomposed  food. 

Plthalsfy. — The  morbid  anatomy  resembles  that  of  ca- 
tarrhal enteritis  and  undigested  food  products  are  generally 
discovered.  Fatal  cases  will  reveal  many  of  the  pathologic  fea- 
tures of  true  cholera. 

Symptons. — The  seizures  appear  suddenly  with  pain  or 
oppression  in  the  epigastrium.  Severe  gastro-intestinal  cramps, 
vomiting  and  purging  immediately  follow  and  the  patient  suf- 
fers from  profound  prostration.  The  vomitus  is  composed  of 
the  last  ingested  food,  later  bile  is  ejected  and  finally  the  vom- 
ited matter  resembles  pure  water.  The  purging  takes  place 
simultaneously,  becomes  continuous  and  later  assumes  the  rice- 
water  character  of  true  cholera.  Painful  cramps  often  affect 
the  mUBcles,  particularly  in  the  calves  of  the  legs.  Thirst,  rest- 
lessness, a  cold  and  clammy  skin  and  a  rapid  pulse  follow  the 
seizures.  Fever  is  not  high,  though  the  internal  heat  of  the 
intestines  is  extreme. 

Diafaosls. — The  symptoms  of  this  disease  being  so  similar 
to  those  of  Asiatic  cholera,  it  is  only  necessary  to  exclude  the 
latter  by  the  absence  of  an  epidemic  and  the  true  bacillus.  In 
irritant  poisonings  the  gastric  symptoms  precede  the  intestinal 
by  several  days.  Arsenic,  antimony  and  mushroom  poisoning 
must  be  differentiated. 

Prof  oosls.— The  majority  of  cases  respond  readily  to  treat- 
ment and  many  times  the  attacks  disappear  in  a  few  hours  after 
the  stomach  and  bowels  are  relieved  of  the  irritating  material. 
Treatment  is,  however,  an  important  essential,  else  the  disease 
may  terminate  in  a  chronic  gastro-cnteritis.  The  aged  and  the 
very  young  may  suceiimb  to  a  severe  attack. 

Treatment, — When  the  stomach  and  upper  intestine  are 
first  affected,  it  is  a  safe  procedure  to  relieve  the  bowel  by  a 
mild  cathartic.  A  saline  may  answer  for  this  purpose,  though 
it  is  often  best  to  employ  an  agent  like  cascara,  castor  oil  or 
calomel.    The  alimentary  canal  mu£t  then  be  given  as  complete 
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a  rest  as  possible.  No  food  is  necessary  for  twenty-four  or 
forty-eight  hours.  Then  the  blandest  liquids  may  be  prescribed 
at  short  intervals  until  it  is  safe  to  resort  to  a  light  solid  diet. 
Hot  water  as  a  beverage  gives  much. relief  and  bits  of  ice  may 
quiet  the  gastric  excitement.  Carbonated  waters  or  small  dosis 
of  champagne  may  be  used  in  some  cases.  Intestinal  antisep- 
tics, as  advised  under  the  head  of  acute  catarrhal  enteritis, 
should  be  employed.  . 

When  pain  and  diarrhea  are  severe  and  persistent,  some 
form  of  opium  is  indicated.  Severe  cases  will  require  an  in- 
jection of  morpbin  (gr.  1/8-1/4)  and  this  may  be  repeated  at  in- 
tervals of  two  or  three  hours  until  the  peristaltic  excitement  is 
completely  overcome,  Codein,  in  the  first  decimal  potency,  is 
often  tolerated  better  than-  morphin,  and  chlorodyne  tablets  are 
valuable  agents  in  this  condition.  The  cholera  mixtures,  con- 
taining chloroform,  are  serviceable  in  severe  cases,  and  the  com- 
pounds containing  opium  and  camphor  are  sometimes  useful. 
Local  applications  of  heat  give  adjuvant  relief  and  for  this 
there  is  nothing  better  than  the  mustard  plaster.  High  salines, 
with  the  water  at  least  100°  F.  soothe  the  intestine  and  alleviate 
the  pain. 

The  internal  medication  gives  the  most  satisfactory  help. 
Camphor  in  a  low  potency,  is  one  of  our  best  agents.  It  is  in- 
dicated when  cramps  in  the  bowels  and  limbs  are  attended  by 
coldness,  prostration  and  a  tendency  to  collapse,  Colocynth, 
diotcorea,  chamomilla,  cantharis  and  plumbum  may  be  com- 
pared in  accordance  with  the  symptoms  previously  mentioned. 
Cuprum  OTB.  is  most  frequently  indicated.  It  covers  the  symp- 
toms of  excessive  nausea  with  vomiting,  violent  paroxysmal 
cramps  in  the  stomach  and  bowels,  with  a  tense  and  tender  ab- 
domen. The  stools  are  green  and  decidedly  watery  and  the 
movements  are  followed  by  pain  and  tenesmus.  Arsenicum,  alb. 
is  to  be  thought  of  when  pain  is  not  so  pronounced  and  the 
gastric  disturbance  is  a^^avated,  Aniimonium  crudum  will 
be  indicated  when  thirst,  nausea  and  vomiting  and  alternate 
constipation  and  diarrhea  suggest  a  long  existing  gastro-enter- 
itis.  Ipecac  in  minute  doses  will  usually  correct  the  vomiting, 
and  it  has  some  action  upon  the  intestinal  unrest.  Veratrum 
alb.  has  many  of  the  symptoms  of  cuprum  and  camphor  pertain- 
ing to  the  bowels  and  in  addition  it  covers  the  thirst  for  cold 
drinks  with  immediate  vomiting  aa  soon  as  cold  water  is  taken 
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into  tbe  stomach.  Euphorbium  has  symptoms  similar  to  cup- 
rum, and  iris  versicolor,  chelidonium  and  ckionanthtia  refer  to 
hepatic  compHcatione.  Podophyllum  helps  in  the  recurrent 
cases  when  the  green,  fetid  and  watery  movements  are  attended 
by  very  slight  pain.  Aloes,  mereurius  and  sulphur  should  be 
compared. 

DIARBHEAS  IN  CHILDREN. 

Various  terms  have  been  employed  to  characterize  the 
acute  gastro-intestinal  disturbances  which  occur  among  chil- 
dren, particularly  during  the  summer  months.  We  may  best 
study  them  under  the  following  heads :  Acute  dyspeptic  enter- 
itis, acute  enterocolitis  and  cholera  iniantiim. 


ACUTE  DYSPEPTIC  ENTERITIS. 

This  is  a  disease  which  arises  from  dietetic  errors  in  chil- 
dren and  is  characterized  by  an  acute  inflammation  of  the  small 
intestine.  For  the  most  part  we  observe  these  conditions  when 
the  prepared  foods  are  either  impure,  indigestible  or  abnormal. 
Too  frequently  the  cause  is  due  to  a  filthy  bottle.  Many  times 
overfeeding  is  a  factor  to  be  considered  and  we  may  often  find 
that  the  mother's  milk  is  perverted  by  emotional  causes  or  im- 
proper diet.  The  development  of  bacteria  and  their  toxins 
are  the  most  common  irritants  either  before  or  after  the  food 
has  entered  the  stomach.  The  bacterium  aerogenes  is  often 
found  in  the  upper  bowel  when  there  has  been  an  exclusive  milk 
diet  and  the  bacillus  coli  communis  thrives,  under  unfavorable 
conditions,  in  the  lower  part  of  the  small  intestine.  The  fer- 
m.entation  caused  by  these  and  possibly  other  bacteria  are  the 
underlying  factors  in  this  disease.  Imperfect  dentition,  the 
extreme  heat  of  summer,  filth  and  a  predisposing  constitutional 
weakness  must  be  regarded  as  contributing  causes.  The  morbid 
anatomy  will  be  defined  by  a  catarrhal  swelling  in  the  early 
stages  of  enteritis. 

Symptoins. — Restlessness,  thirst,  fever,  nausea  and  vom- 
iting are  early  symptoms.  The  temperature,  though  slight  in 
the  majority  of  cases,  may  rise  Biiddciily  to  103°  or  104°  F. 
Vomiiing  may  take  place,  though  some  cases  may  show  no  gas- 
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trie  disturbance.  Purging  usually  appears  as  a  primary  Bymp- 
tom.  The  stools  do  not  at  first  show  much  change  from  normal. 
As  they  become  more  frequent  a  watery  appearance  is  observed 
and  milk  curds  may  be  in  evidence.  The  color  will  vary  from 
a  greenish  hue  to  that  of  "chopped  spinach  or  chopped  ^ga" 
and  the  odor  is  sour  and  otherwise  offensive.  It  is  not  uncom- 
mon to  find  the  cause  of  the  disturbance  in  particles  of  undi- 
gested food.  Mucus  and  blood  may  appear  later,  though  the 
latter  is  not  frequently  found.  Pain,  colicky  in  character,  is 
invariably  present,  but  it  usually  disappears  after  the  evacua- 
tion. Flatulence  is  excessive,  the  urine  is  scanty  and  evidence 
of  general  suffering  will  be  detected  by  the  anxious  expression 
of  the  face  and  the  puny  appearance.  Emaciation  becomes  pro^ 
nounced  if  the  disease  is  protracted. 

Diifnoflis. — The  rather  sudden  onset  is  a  distinguishing 
feature.  Enterocolitis  has  more  mucus  in  the  stools  and  chol- 
era infantum  has  more  serous  discharges,  violent  vomiting,  more 
pain,  high  fever,  cool  skin  and  a  greater  tendency  to  collapse. 

Profilosis. — The  outcome  of  this  disease  depends  much 
upon  the  condition  of  the  weather,  the  constitutional  factors, 
the  general  hygiene  and  the  kind  of  food  prescribed.  Poorly 
nourished  children  furnish  the  greatest  mortality. 

Treatment. — Perfect  rest  for  the  alimentary  canal  is  the 
first  essentia!  of  treatment.  Water,  albumen  water  or  barley 
water  should  be  the  only  nourishment  for  some  time.  The 
dietetic  error  should  be  remedied  by  all  means.  When  the  diet 
is  resumed  milk  should  be  peptonized  and  diluted  with  sterile 
water  tmtil  the  digestive  function  will  tolerate  the  normal  quan- 
tity. Lime  water  and  often  Vichy  water  may  be  used  aa  di- 
luents or  drinks.  If  cow's  milk  is  employed,  it  should  be 
modified  in  accordance  with  established  rules  for  the  prepara- 
tion of  such  foods.  If  the  mother's  milk  is  continued,  careful 
investigation  should  be  made  to  find  the  cause  of  its  indigesti- 
bility.  The  next  object  of  treatment  is  the  careful  considera- 
tion of  hygienic  conditions  and  the  proper  cleansing  of  the 
bottle.  One  person  only  should  prepare  the  child's  food  so 
that  there  may  be  perfect  familiarity  with  this  duty.  It  will 
be  best  also  to  exercise  great  caution  lest  some  interested  mem- 
ber of  the  family  assume  the  privilege  of  giving  the  baby  a 
taste  of  some  harmful  food.  It  is  of  equal  importance  to  see 
that  the  child  is  taken  out  r^ularly  into  the  freeh  air  and  sun- 
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shine,  properly  bathed,  clothed  according  to  the  requirements 
of  the  season  and  regularly  put  to  bed.  Few  people  seem  to 
realize  that  a.  child  is  human  like  the  rest  of  mankind. 

Under  medicinal  treatment  it  is  proper  to  consider  first  of 
all,  the  probable  cause.  As  the  food  is  most  commonly  at  fault 
a  mild  cathartic  is  not  out  of  place.  Some  prefer  for  this  the 
divided  doses  of  calomel  (gr.  1/10)  with  soda  until  one-half  or 
one  grain  is  administered.  Castor  oil  or  olive  oil  are  also  of 
great  value  for  this  purpose.  Bismuth  and  prepared  chalk,  in 
two  grain  doses,  are  often  prescribed  every  two  or  three  hours 
until  the  intestinal  indigestion  is  relieved.  Some  resort  to  the 
antiseptic  use  of  salol,  but  this  has  not  been  generally  commend- 
ed. Paregoric  and  other  mild  opiates  are  the  panaceas  of  grand- 
mothers and  other  interlopers,  but  modem  medicine  does  not 
encourage  such  practice  except  as  a  last  resort.  The  minimum 
amount  of  medicine  should  be  used  in  all  of  these  cases. 

The  internal  remedies  to  be  thought  of  first  relate  to  the 
fever.  Aconite,  belladonna  and  chamomiila  will  generally  suf- 
fice in  this  respect.  Ipecac,  pulsaiilla  and  podophyllum  will 
often  correct  a  more  persistent  fever  which  is  dependent  upon 
the  intestinal  intoxication.  The  remedies  for  the  colicky  pain 
will  be  similar  to  those  in  the  enteritis  of  adults  and  the  diar- 
rhea will  usually  respond  to  the  medication  which  overcomes 
the  intestinal  fermentation.  Cuprum  ars.,  arsenicum  aib.,  colo- 
cynth,  dio8corea,^t(i.,  may  be  employed  as  previously  sugg^^<l' 
Bismuth  subgallate,  pepsin  and  papoid,  in  one  to  three  grain 
doses,  are  serviceable  as  digestive  aids.  Gapsi^mm  often  ovei^ 
comes  the  pain  and  tenesmus  when  mucus  and  blood  are  found 
in  the  stools.  Colchicum  is  a  rational  remedy  for  autumn^ 
dysentery,  should  that  be  a  complication.  We  should  also  keep 
in  mind  nitric  acid  and  mercurius  when  their  indications  are 
present.  Borax  is  a  remedy  which  corresponds  to  the  symp- 
toms of  abdominal  pain  and  distention  when  an  apthous  condi- 
tion of  the  mouth  exists  and  the  stools  are  pappy,  loose  and 
ofFensive.  Bryonia  is  also  a  valuable  remedy  in  this  disease 
as  it  pertains  to  both  gastric  and  intestinal  complications.  The 
abdomen  is  the  seat  of  sharp,  stitching  pain,  while  the  passages 
are  brown  in  color  and  partially  constipated.  Veratrum  tdbum 
should  never  be  forgotten  in  this  condition.  Sulphur  is  proba- 
bly our  most  useful  remedy  not  alone  for  the  diarrheic  con- 
ditions, but  more  particularly  because  it  has  a  more  deepseated 
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aotion  relating  to  the  underlying  dyscrasia.  CdleaTea  carb., 
caic.  phm.  and  cole,  iodid  may  also  be  counted  upon  as  helpful 
constitutional  remedies. 


ACUTE  ENTESOCOLITIS. 

The  synonyms  for  this  disease  are  acute  ileocolitis,  fol- 
licular enteritis  and  follicular  dysentery.  The  inflammatory 
process  is  much  more  severe  than  in  dyspeptic  enteritis,  the 
lesion  is  in  the  ileum  and  colon  and  the  lymph  follicles  are  sim- 
altaneously  affected.  The  causes  are  similar  to  those  of  dys- 
peptic enteritis  and  it  is  often  a  sequela  of  this  disturbance  or 
cholera  infantum.  It  is  most  common  during  tfae  summer, 
though  it  may  occur  in  cool  weather.  Early  babyhood  or  the 
first  to  third  year  of  childhood  are  the  most  favorable  periods 
for  its  occurrence. 

Patfaolo^. — -This  is  found  chiefly  in  the  ileum  and  colon. 
At  first  the  mucous  membrane  is  congested  and  swollen,  Pey- 
er's  patches  and  the  solitary  follicles  are  enlarged  and  the  epi- 
thelium soon  begins  to  exfoliate  in  spots.  After  the  first  week 
the  solitary  follicles  and  Foyer's  patches  show  signs  of  ulcera- 
tion. Later  the  inflammation  affects  more  of  the  mucosa,  the 
ulcers  enlarge  and  invade  the  muscular  coats,  while  sloughing 
takes  place.  A  diffuse  infiltration  of  the  bowel  leads  to  con- 
siderable thickening  which  may  alter  the  normal  structure  of 
the  part  to  a  considerable  extent.  Coagulation  necrosis  may  take 
place. 

Syniptoni9.~The  symptoms  are  similar,  in  many  respects, 
to  those  of  dyspeptic  diarrhea.  The  fever  is,  however,  more  pro- 
nounced as  it  often  rises  rapidly  to  104°  F.  or  higher ;  it  is  not 
generally  so  high  as  in  cholera  infantum.  Vomiting  is  not 
common,  but  the  pain  is  quite  severe  and  the  abdomen  becomes 
swollen  and  tense.  The  fecal  discharges  are  small  in  quantity, 
but  frequent;  mucus  is  in  abundance  and  blood  may  be  present. 
The  symptoms  show  a  tendency  to  abate  during  the  early  stages 
and  prompt  recovery  is  possible.  Should  the  fever  persist,  we 
may  expect  a  prolonged  course  of  the  disease,  the  passages  will 
be  more  frequent,  painful  and  bloody.  Under  this  condition 
the  odorless  stools  of  the  ordinary  case  will  be  changed  into 
those  of  extremely  fetid  character.  The  urine  becomes  scanty, 
emaciation  is  pronounced,  and  a  fatal  termination  may  he  ex- 
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pected  at  any  time.  In  the  severe  cases,  if  death  does  not  take 
place  suddenly,  we  may  look  for  a  prolonged  convalescence. 

Diagnosis. — Tbe  severe  pain,  the  high  fever,  the  abundance 
of  mucus  and  the  rapid  proatration  will  distinguish  this  from 
dyspeptic  diarrhea.  Cholera  infantum  will  show  a  higher 
fever,  ohstinate  vomiting,  serous  stools  and  collapse. 

Protfoosis. — The  average  case  will  respond  to  treatment 
more  favorably  than  either  dyspeptic  diarrhea  or  cholera  in- 
fantum. Much,  however,  depends  upon  the  prompt  treatment 
and  a  careful  limitation  of  the  diet.  Protracted  fever,  bloody 
stools  and  persistent  abdominal  pain  must  be  regarded  with 
apprehension. 

Trsatmeot. — The  hygienic  and  dietetic  demands  outlined 
under  dyspeptic  diarrhea  must  be  followed  out  with  greatest 
care.  The  general  and  medicinal  treatment  should  conform 
quite  closely  to  the  suggestions  under  cholera  infantum.  Ano- 
dynes are  probably  necessary  in  the  early  stages  in  order  to 
limit  the  congestive  progress.  These,  however,  should  be  used 
with  greatest  caution  inasmuch  as  they  may  subvert  the  nat- 
ural bowel  elimination,  flushing  of  the  colon  with  normal 
salt  solution  will  be  helpful  in  some  cases,  though  this  measure 
should  not  be  instituted  indiscriminately.  Txiw  rectal  enemas 
with  astringent  solutions  are  often  palliative. 


CHOLERA  INFANTUM. 

This  is  a  form  of  acute  catarrhal  enteritis  of  intense  sever- 
ity which  resembles  the  cholera  morbus  of  adults  or  presents 
[he  symptoms  which  are  typical  of  sporadic  cholera.  It  ie 
due  to  a  marked  gaatro-intestinal  irritation  which  is  caused  by 
the  toxins  of  decomposed  and  fermented  food.  It  occurs  in 
young  cliildren  and  almost  invariably  the  source  of  trouble 
may  be  traced  to  infected  milk.  A  specific  germ  has  not  yet 
been  discovered.  It  generally  occurs  during  the  siunmer 
months  and  tbe  constitutional  conditions  which  pervert  the 
digestion  are  predisposing  factors. 

Pathology. — A  definite  organism  has  not  been  found.  The 
various  bacteria  which  are  liable  to  exist  in  the  intestine  be- 
come virile  through  the  agency  of  infected  milk  and  the  heat 
of  summer.  The  mucous  membrane  shows  evidence  of  a  highly 
irritating  poison. 
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SyiDptonis. — The  onset  is  sudden  and  the  disease  is  char- 
acterized by  severe  vomiting  and  purging,  together  with  rap- 
idly developing  constitutional  symptomB.  The  vomited  matter 
consists  at  first  of  the  food  and  later  of  mucus  and  bile.  The 
stools  are  copious ;  in  the  beginning  they  are  fecal  and  offen- 
sive, later  they  assume  a  greenish  character  and  finally  they 
become  watery  and  are  ejected  with  much  force.  Pain  is 
severe,  the  abdomen  is  rigid,  the  limbs  are  flexed  and  a  gen- 
eral convulsion  is  recognized.  Fever  is  extreme,  the  temper- 
ature often  reaching  103°  F.,  the  pulse  is  frequent  and  feeble, 
thirst  is  pronounced  and  the  child  is  very  restless  and  nervous. 
The  surface  of  the  body  is  cold  and  emaciation  is  rapid.  Very 
soon  the  state  of  restlessness  yields  to  apathy  and  indifference 
until  collapse  appears.  The  patient  may  pass  into  a  state  of 
torpor  or  semi-consciousness  with  frequent  convulsive  seizures. 
The  head  will  be  retracted,  Cheyne-Stokes  respiration  is  liable 
to  appear,  the  pupils  may  become  irregular  and  serious  brain 
symptoms  are  liable  to  arise,  all  of  which  symptoms  point  to 
sudden  death.  In  favorable  cases  the  characteristic  symptoms 
subside  gradually  and  recovery  may  take  place. 

Dlafnosis. — The  differentiation  from  the  ordinary  summer 
diarrheas  ought  to  be  made  without  difficulty.  The  serous 
vomiting  and  purging,  the  high  temperature,  rapid  emaciation, 
prostration  and  nervous  symptoms  are  sufficiently  characteristic 
for  a  diagnosis. 

Prognosis. — A  grave  prognosis  may  be  rendered  unless 
there  is  a  gradual  abatement  of  the  severe  symptoms  in  twenty- 
four  to  forty-eight  hours.  Very  young  infanta  rarely  get  well 
and  the  extreme  hot  weather  is  an  unfavorable  feature.  Pro- 
tracted high  temperature,  intense  prostration  and  marked  ner- 
vous symptoms  presage  an  early  death.  It  is  possible  for  tlie 
disease  to  merge  into  a  typical  enterocolitis. 

Treatment. — Preventive  treatment  is  not  a  possibility  after 
the  disease  is  once  established.  Dietetic  considerations  which 
pertain  to  a  careful  preparation  and  administration  of  steril- 
ized milk  is,  however,  necessary  to  avoid  alimentary  irritation. 
Parents  and  nurses  should  always  anticipate  the  danger  dur- 
ing the  summer  months  particularly.  In  the  first  stages  the 
digestive  organs  should  be  given  absolute  rest  for  at  least 
twenty-four  hours.  The  food  should  then  be  prepared  in  accord- 
ance with  well  established  principles  of  infant  feeding.     Albu- 
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men  water,  barley  water  and  light  broths  may  be  tried  as  the 
severe  symptoms  subside.  Warm  distilled  water,  if  taken 
freely,  may  serve  to  cleanse  the  stomach  and  aid  in  eliminating 
the  toxins.  Enemas  of  hot  water  may  give  a  similar  relief 
to  the  intestine,  though  these  should  be  cautiously  employed. 

Opiates  are  advised  by  many  experienced  practicians, 
though  it  is  always  a  question  whether  these  should  be  used 
for  fear  of  functional  suppression  and  the  retention  of  toxins. 
Injections  of  morphin  (gr,  1/8-1/2)  have  been  employed  buc- 
cesafuUy,  but  are  rarely  needed.  Deodorized  opium — two  to 
four  drops  in  an  ounce  of  starch  water — may  be  injected 
into  the  rectum.  Dover's  powder  in  small  doses  is  often  very 
valuable. 

The  adjuvant  ireaimeni  embraces  the  cool  bath,  the  pack 
or  the  systematic  sponging  as  in  other  forms  of  fever.  In  case 
of  collapse  the  hot  bath  should  be  substituted.  Stimulants  may 
be  demanded,  and  for  this  a  little  brandy  or  whiskey  may  be 
required.  Strychnia  (gr.  1/100-1/60)  may  be  given  hypoder- 
matically.  Such  intestinal  antiseptics  as  the  sulphocarbolates, 
salol,  beta  napthol  and  bismuth  subnitrate  should  not  be  over- 
looked in  these  cases. 

The  internal  medication  will  include  several  well  estab- 
lished remedies.  Arsenicum  alb.  is  one  of  the  most  serviceable, 
inasmuch  as  its  symptomatology  is  similar  to  the  symptoms  of 
the  disease.  The  vomiting  and  purging,  the  thirst,  restlessness 
and  depression  all  point  to  its  indications.  Cuprum  are.,  may 
be  a  better  remedy  when  the  abdominal  pains  are  more  severe 
and  when  the  disease  simulates  the  characteristic  features  of 
cholera.  Veratrum  alb.  is  the  next  important  remedy.  Its 
symptomatolc^  is  a  perfect  picture  of  cholera ;  the  vomiting, 
purging,  weakness,  coldness,  pain  in  the  abdomen  preceding 
a  stool,  the  cramps  in  the  limbs,  the  cold  perspiration  and  other 
symptoms  complete  the  clinical  picture.  It  is  my  belief  also 
that  it  should  be  used  in  appreciable  doses  and  the  dose  should 
be  frequently  repeated.  Camphor  is  the  next  important  rem- 
edy, and  relates  to  extreme  collapse  with  an  icy  coldness  of 
the  whole  body;  chilliness  is  more  characteristic  than  in  the 
other  remedies;  cramps  also  affect  the  limbs;  the  diarrhea  ia 
attended  by  colic  and  the  stools  are  often  involuntary.  Tere- 
binth may  be  compared,  but  when  this  is  indicated  there  will 
be  more  abdominal   distention   with   nephritic  complioatious. 
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Secale  has  also  many  similaT  symptoms,  but  the  stools  are  often 
involuntary  and  hemorrhage  may  be  observed.  Should  the 
Htools  alternate  between  diarrhea  and  constipation,  with  a  ten- 
dency to  involuntary  action,  we  may  think  of  opium  in  potency. 
Hyoscyamu3  coveia  many  of  the  nervous  symptoms  and  it 
refers  also  to  the  colic  and  tympanites  which  occur  with  the 
diarrhea.  Hydrocyanic  acid  will  be  useful  when  intestinal 
paresis  follows  the  long-continued  choleraic  features. 

For  the  febrile  symptoms  we  shall  obtain  much  help  from 
aconite  during  the  first  stages  of  restless  excitement,  from 
belladonna  when  the  griping,  tenesmus  and  greenish  stools  are 
associated  with  r  fever,  which  denotes  a  general  septic  condi- 
tion. Baptisia  and  rkus  iox  may  be  recognized  when  the 
typhoid  state  ensues.  Chamomilla  is  indicated  when  the  colic, 
flatulence  and  fretfulness  are  marked.  Podophyllum  will 
sometimes  be  suggested  by  the  thin,  copious  and  painless  stools. 
Zincum  met.  and  zincum  cyanid  may  be  used  when  the  collapse 
continues  after  the  vomiting  and  diarrhea  cease.  Ferrum  phoa. 
is  another  remedy  which  should  never  be  overlooked  in  any 
disease  of  childhood. 

Croton  tiglium  often  aborts  the  disease,  inasmuch  as  it 
corrects  the  copious  watery  stools  which  are  ejected  with  great 
force.  The  danger  from  its  use  must  always  be  considered 
as  it  may  suppress  a  diarrhea  and  cause  severe  systemic  reac- 
tions. Capsicum  and  cantharia  are  allied  with  this  and  often 
relieve  the  excessive  serous  passages  and  the  violent  abdominal 
pains.  Antimonium  crudum,  ipecac,  iris,  nux  vomica  and  sul- 
phur may  be  utilized  as  symptomatoli^y  may  direct 
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This  is  also  called  diarrhea  alba  and  diarrhea  chylosa.  It 
is  a  form  of  intestinal  catarrh  occurring  in  children  at  the 
age  of  one  to  five  years.  It  is  marked  by  copious,  fetid  and 
frothy  discharges  which  resemble  oatmeal  gruel  in  color  and 
consistency. 

The  pathology  of  the  disease  is  not  known,  though  it 
has  been  found  in  association  with  intestinal  ulcers.  The 
filaria  sanguinis  bominis  has  been  found  in  the  feces.  Osier 
claims  it  resembles  the  disease  which  is  known  as  "hill  diar- 
rhea" or  the  "white  flux"  of  India. 
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The  symptoms,  in  addition  to  the  characteristic  diarrhea, 
are  slow  in  development  and  represent  a  progressive  weakness 
and  emaciation.  There  is  no  fever,  but  the  abdomen  is  mod- 
eratelj  distended  and  has  a  doughy  and  inelastic  feeling  on 
palpation.  It  is  a  fatal  disease  and  little  may  be  expected 
from  treatment. 


PSEUDO-MEMBRANOUS  ENTERITIS. 

This  is  an  intense  inflammation  of  the  intestinal  mneosa 
which  is  followed  bj  the  formation  of  a  false  membrane.  It 
has  otlierwise  been  defined  as  cronpous  enteritis  or  diphtheritic 
enteritis.  It  is  not  a  common  disease.  We  may  discover  it 
in  connection  with  infections  diseases  like  pyemia,  pneumonia, 
scarlet  fever  and  typhoid.  Mechanical  irritanta  like  impacted 
feces,  enteroliths  and  gallstones,  chemical  irritants  like  am- 
monia, acids,  mercury  and  arsenic,  are  often  the  causes  to 
which  it  may  be  traced.  Constitutional  diseases  also  have 
much  to  do  with  its  development. 

Patholo^. — The  membrane  varies  in  extent  and  thick- 
ness. It  has  the  appearance  of  a  croupous  deposit  which  is 
grayish  or  grayish-yellow  in  color.  The  lesion  is  most  fre- 
quently in  the  colon,  though  there  are  cases  in  which  the  soli- 
tary follicles  are  alone  inflamed  and  covered  with  the  deposit. 

Symptoms. — When  an  irritant  poison  is  the  canse  we  may 
expect  vomiting  and  purging,  but  in  oilier  cases  we  shall  not 
observe  many  symptoms  aside  from  the  croupoiis  exudate  which 
passes  from  the  rectum. 

Trealmenl. — For  the  most  part  the  resuM  must  be  attained 
by  symptomatic  treatment  and  a  general  correction  of  nutri- 
tion and  digestion.  Pain  may  be  greatly  relieved  by  hot 
applications  and  large  enemas.  Opiates  will  be  required  in 
severe  cases.  Mercurius,  iodvn,  iodid  of  lime,  kali  biehrom- 
•  icum,  kepar  sulphur,  kydriodic  acid  and  similar  remedies  will 
be  useful. 


PHLEGMONOUS  ENTERITIS. 

TJiis  is  a  rare  disease  which  is  similar  to  the  phlegmonous 
involvement  of  the  stomach.  Tt  is  a  diffuse  auppnrative  in- 
flammation of  the  siibiuucosa.     In  exceptional  cases  it  appears 
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as  a  circumscribed  abscess.  The  exanthemata  and  aseptic  con- 
ditions are  traceable  causes.  It  has  been  found  also  after  her- 
nia and  intussusception. 

Symptoins. — These  closely  resemble  those  of  peritonitis. 
Vomiting  is  often  severe  and  it  may  become  stercoraceous.  If 
there  is  obstruction,  pain  and  tenesmus  will  be  severe.  Kigors 
often  precede  the  fever,  which  is  unusually  high.  Prostration 
and  collapse  may  precede  death. 

TreatmeDt. — Internal  medication  will  serve  only  to  allevi- 
ate the  fever  and  sustain  the  strength.  The  surgeon  will  be 
needed  in  case  of  abscess  formation  or  intestinal  obstruction. 


SPSUE. 

Sprue  or  psilosis  is  a  disease  of  which  we  know  but  little 
in  this  country.  We  are  indebted  for  our  knowledge  of  it  to 
Manson,  who  describes  it  as  "an  insidious,  chronic,  remitting 
inflammation  of  a  whole  or  a  part  of  the  mucous  membrane 
of  the  alimentary  canal.  It  occurs  principally  with  those 
who  reside  in  tropical  or  subtropical  climates." 

The  pathologic  features  are  defined  as  "a  patchy  or  gen- 
eral destruction  on  the  surface  of  the  mucosa  which  varies 
from  a  slight  erosion  to  an  extensive  disintegration  of  the 
villi,  glands  and  follicles."  The  etiology  is  not  known,  though 
it  originates,  no  doubt,  from  a  micro-organism. 

The  symptoms,  as  defined  by  Hanson,  are  "irregular  action 
of  the  bowels,  the  passage  of  copious,  pale,  drab-colored,  yeasty 
looking,  sickly  smelling  stools.  The  complexion  is  dark  or 
muddy,  the  abdomen  is  distended  and  emaciation  is  marked." 
No  treatment  has  yet  been  settled  upon  other  than  the  cor- 
rection of  dietetic  errors.  Several  eases  have  been  reported 
recently  as  markedly  relieved  by  a  strawberry  diet. 
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Hemorrhagic  extravasation  into  the  wall  of  the  small  intes- 
tine occurs  as  the  result  of  embolism  or  thrombosis  of  the  mesen- 
teric arteries.  Endocardial  vegetations  or  clots  from  an  aortic 
aneurysm  are  also  causes.  The  symptoms  are  grave  and  the 
termination  in  sudden  death  generally  takes  place.  Pain,  vom- 
iting, constipation  and  abdominal  distention  are  the  character- 
istic features. 
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INTESTINAL  ULCEEATION. 

As  a  feature  of  other  diseases  tliis  has  been  mentioned 
under  the  subjects  of  typhoid  fever,  dysentery,  tuberculosis, 
enteritis  and  duodenal  ulcers.  The  typical  evidence  of  its  ex- 
istence is  hemorrhage  and  this  is  the  symptom  which  first  de- 
mands attention.  Primary  tuberculous  ulcer  may  exist  for 
some  time  in  the  ileum  or  appendix  and  not  manifest  any 
marked  signs  of  its  presence  until  hemorrhage  or  other  gen- 
eral symptoms  appear.  Syphilitic  ulcers  are  found  in  the 
rectum  and  this  would  su^;est  a  similar  invasion  of  the  colon. 
Embolic  ulcer  may  exist  in  the  intestine  when  a  valvular  car- 
diac lesion  or  a  septic  focus  furnishes  the  embolic  plug- 
There  are  other  factors  which  lead  to  the  localized  ulcera- 
tion of  the  intestine,  though  these  are  usually  included  in  the 
pathologic  descriptions  under  difFcrent  topics.  Impacted  feces 
and  foreign  matter  may  be  the  exciting  causes  many  times. 
The  mucous  membrane  of  the  intestine  is  easily  torn  and  local- 
ized irritation  of  this  kind  may  establish  the  ulcerative  process. 
Diseases  of  the  intestinal  walls,  diseases  of  the  blood  or  any 
visceral  diseases  which  increase  the  blood  pressure  within  the 
bowel  are  causes  of  hemorrhage  and  a  possible  subsequent  ul- 
ceration. Amyloid  d^^nerations,  aneurysm  and  all  intestinal 
malignant  diseases  may  be  recognized,  at  some  stage,  by  the 
rectal  discharge  of  blood  and  pus ;  if  these  symptoma  become 
chronic,  they  will  indicate  a  condition  of  ulceration. 

Symptomi. — Outside  of  the  one  diagnostic  sign  of  hemor- 
rhage, and  the  possible  discharge  of  pus,  there  is  little  in  the 
symptomatology  to  indicate  the  presence  of  ulceration.  The 
pallor,  the  weak  pulse  and  faintness,  and  the  signs  of  the 
predisposing  disease  may,  together  with  localized  abdominal 
pain,  suggest  the  hemorrhage  before  blood  appears  in  the  stools. 
The  blood  which  comes  from  the  upper  intestine  will  have  a 
tarry  appearance  when  it  passes  from  the  rectum,  while  the 
blood  coming  from  the  large  intestine  resembles  a  fresh  coagu- 
lum.  It  is  always  necessary  to  exclude  hemorrhoidal  bleeding 
or  the  possible  discoloration  coming  from  a  food  product. 

Profnosis. — The  course  of  the  disease  depends  upon  the 
location  and  extent  of  the  ulceration.  This  naturally  compre- 
hends the  pathology  of  the  causative  malady.  Persistent  or 
copious  hemorrhage  is  always  dangerous. 

Tnatmenl. — In  order  to  cure  the  disease  we.  must  remove 
the  cause  and  this  relates  to  the  complicating  factors.     This 
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phase  of  study  and  treatment  ib  taken  up  under  such  subjects 
as  typhoid  and  dysentery.  The  ulcerations  and  hemorrhagee 
which  take  place  in  the  upper  bowel  are  reached  only  by  the 
internal  remedy  or  prompt  sui^cal  intervention.  We  may 
help  the  chronic  ulcerations  of  the  lower  bowel  by  medicated 
enemas,  if  the  hemorrhage  is  not  active,  or  by  means  of  a 
sigmoid  speculum  we  may  apply  our  medicament  directly  to 
the  ulcerated  spot  or  near  enough  to  affect  it  by  absorption. 

The  hemorrhage  may  be  stopped  by  remedies  adminis- 
tered for  that  purposp.  It  will  be  necessary,  in  addition,  to 
resort  to  all  the  expedients  mentioned  under  the  treatment  of 
typhoid  fever.  Hamamelis  is  probably  our  best  remedy  for 
active  hemorrhage;  the  supposition  has  always  been  that  it  is 
more  useful  for  passive  hemorrhage,  but  I  have  used  it  for 
all  forms  of  bleeding  and  have  found  it  efficacious.  In  severe 
cases  it  should  be  used  in  teaspoonful  doses  of  the  aqueous 
solution,  but  in  the  average  cases  five  to  ten  drops  of  the  tinc- 
ture is  suiUcient  though,  at  first,  it  should  be  repeated  often. 
The  remedies  to  be  compared  are  arnica,  calendula,  trilUum, 
geranium  and  hydrangea.  Erigeron  has  been  used  for  both 
active  and  for  slight  bowel  hemorrhages ;  it  is  serviceable  also 
in  slight  hemorrhoidal  oozing  and  may  be  continued  for  some 
time  in  potency  when  the  stools  are  streaked  with  blood.  Ipecac 
is  a  standard  remedy  for  profuse  and  bright  red  hemorrhage, 
but  it  is  usually  associated  with  some  gastric  perversion,  as 
nausea  is  a  prevailing  characteristic  Terebinth  is  our  best 
remedy  when  ulceration  is  extensive.  We  have  found  this  true 
in  typhoid  where  it  is  employed  as  the  emulsion  in  the  enema 
and  internally  in  the  third  decimal  potency.  Nitric  acid, 
alumen  and  secale  may  be  compared.  Millefolium  bas  been 
successfully  used  for  profuse  hemorrhage  of  bright  red  color 
attended  with  vertigo  and  palpitation  which  may  attend  chronic 
enteritis.  Arsenicum,  cinchona  and  phosphorus  have  each 
their  special  sphere  of  action,  but  some  form  of  anemia  is  the 
underlying  complication.  Ferrvm  [wints  to  a  blood  change  and 
sulphur  refers  to  a  dyscrasia;  yet  each  within  its  limitations  is 
of  service  in  chronic  stages.  Crotalus,  like  leplandrin,  ia  indi- 
cated by  tlie  black  stools  which  have  the  coffee-ground  appear- 
ance. Naja  and  lachesis  are  similar  in  their  general  reference 
to  cardiac  insufficiency.  The  scanty  stool  with  bloody  mucus 
and  bile  is  always  indicative  of  imperfect  biliar\'  action  and, 
therefore,  mercurius  dulcts,  in  quarter  grain  doses  an  hour 
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apart,  until  a  grain  i3  taken,  may  not  be  amiss.  In  protracted 
cases  it  may  be  advisable  to  use  it  in  the  third  decimal  potency. 
One  of  the  best  remedies  of  recent  experience  is  hydrasiin 
hydrochlorate.  This  will  give  good  reaiJts  in  both  active  and 
passive  hemorrhage,  and  it  should  be  used  in  the  second  deci- 
mal potency  every  two  hours  until  there  is  an  absolute  cessa- 
tion of  all  signs  of  bleeding.  It  may  be  employed  hypoder- 
matioally  in  doses  of  one-eighth  grain.  Styptioin  (1-4  gr.  t.  d.) 
may  be  used  for  its  hemostatic  effect 


INTESTINAL  OBSTBUCTION. 

Occlusion  of  the  intestinal  canal  sufGcient  to  cause  an  ob- 
struction to  the  passage  of  feces  characterizes  this  condition. 
It  may  refer,  however,  to  pathologic  conditions  which  have  a 
more  serious  train  of  symptoms  and,  in  some  of  these  cases  the 
free  parage  of  feces  is  not  always  interrupted.  It  is  perhaps 
correct  to  include  under  this  same  head  the  deformities,  like 
imperforate  rectum,  which  are  purely  congenital.  The  classifi- 
cation may  also  be  made  to  cover  both  the  obstructions  due  to 
pressure  upon  the  intestine  from  without  and  those  which  re- 
sult in  constriction  from  a  pathologic  lesion  of  the  intestinal 
wall.  The  occlusion  may  be  partial  or  complete  and  the  cases 
may  also  be  classed  as  acute  or  chronic.  A  more  complete 
study  under  distinctive  titles  may  be  undertaken  aa  follows: 


INTERNAL  STBANOULATION. 

Hernia  within  the  abdomen  or  internal  strangulation  of 
the  bowel  is  a  form  of  acute  intestinal  obstruction  which  is 
caused  by  inflammatory  bands  or  adhesions  of  adjacent  tissues. 
These  are  commonly  produced  by  previous  attacks  of  peri- 
tonitis, abdominal  injury  and  rarely  by  pelvic  operations.  It 
is  without  doubt  one  of  the  most  frequent  forms  of  acute  ob- 
struction. Males  are  affected  more  than  females  and  a  fair 
proportion  of  cases  occur  during  the  early  period  of  life ;  when 
it  is  an  incident  of  youth  it  is  usually  caused  by  vitelline  re- 
mains. The  strangulation  is  located,  in  a  majority  of  in- 
stances, in  the  small  intestine  and  the  right  iliac  fossa  is  the 
most  common  seat  of  occurrence. 

The  constriction  is  made  by  fibrous  bands  forming  a  loop 
or  a  knot  which  incloses  a  portion  of  the  ileum.     The  free  end 
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of  Meckel's  diverticulum  may  become  attached  to  the  abdomi- 
nal wall  and  cause  a  stricture  of  an  intestinal  loop.  Tbe  re- 
mains of  vitelline  blood  yessels  may  likewise  constrict  the  bowel 
and  the  same  result  may  follow  in  case  of  an  adhesive  attach- 
ment of  the  free  end  of  the  appendix.  Stran^lation  may  also 
follow  when  the  intestine  is  pushed  through  an  omental  or 
mesenteric  slit  or  crowded  back  into  a  peritoneal  pouch.  An 
adherent  Fallopian  tube  or  pedunculated  tumors  may  cause 
strangulation  by  their  pressure  upon  the  intestine.  Diaphrag- 
matic hernia  may  exist  when  there  is  a  congenital  or  trau- 
matic imperfection  in  the  anatomy  of  this  part.  When  the 
strangulated  intestine  is  deprived  of  nourishment  gangrene 
ensues. 


INTUSSUSCEPTION. 


Invagination  of  the  intestine  is  a  condition  of  obstruction 
due  to  the  telescoping  of  one  section  of  the  bowel  into  another, 
generally  from  above  downward.  It  is  caused  by  circumscribed 
or  irregular  peristalsis.  Nothnagel  describes  it  as  a  "thrusting 
forward  of  the  receiving  portion  by  a  contraction  of  the  longi- 
tudinal muscular  coat  or  a  thrusting  inward  and  downward  of 
the  portion  immediately  above-by  means  of  an  increased  or  spas- 
modic peristaltic  action,  thus  forming  a  cylindrical  or  sausage- 
shaped  tumor  varying  from  half  an  inch  to  a  foot  or  more  in 
length."  The  external  or  receiving  portion  of  the  intestine  is 
called  the  intussuscipieTis,  the  mucous  surface  of  which  is  in  con- 
tact with  the  mucous  surface  of  the  intusstisceptum  or  invagi- 
nated  portion  of  the  bowel.  The  peritoneal  surface  of  the  latter 
is  in  contact  with  the  peritoneal  surface  of  the  internal  or  re- 
turning portion.  The  two  mucous  surfaces  of  the  returning 
portion  are  also  in  apposition. 

Inturausception  may  take  place  in  any  part  of  the  bowel, 
though  the  most  frequent  location  is  in  the  ileocecal  area.  The 
terms  employed  are  ileocecal  when  the  ileocecal  valve  passes 
into  the  colon;  ileocolic  when  the  ileum  passes  into  the  cecum 
or  colon  through  the  ileocecal  valve ;  colic  when  one  portion  of 
the  colon  enters  a  succeeding  portion ;  colicorectal  when  a  part 
of  the  colon  enters  the  rectum.  The  ileocecal  and  the  ileocolic 
are  most  common. 

We  may  regard  this  form  of  intestinal  obstruction  as  next 
to  strangulation  in  point  of  frequency.    It  is  observed  mostly  in 
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the  male  sex  and  it  ia  quite  common  among  children  under  ten 
years  of  age.  Diarrhea  and  habitual  constipation  are  predis- 
posing causes.  There  is  also  a  form  of  intuasuBceptioa  which 
often  takes  place  a  short  time  before  death,  due,  no  doubt,  to 
irregular  and  excited  peristalsis  during  the  death  struggle. 
The  autopsy  alone  reveals  this. 

During  the  early  stages  of  invagination  the  intestine  may, 
as  a  rule,  be  returned  to  its  normal  condition,  but  if  that  is 
not  done  in  the  beginning,  it  becomes  a  difficult  procedure  on 
account  of  the  tumefaction  and  peritoneal  adhesions.  The  sec- 
ondary inflammatory  changes  lead  to  functional  and  nutritional 
disturbances  which  make  it  a  serious  disease. 


VOLVULUS. 

Twists  or  knots  in  the  intestine  constitute  occasional  forms 
of  obstruction  and  they  appear  most  frequently  in  elderly  peo- 
ple. Obstinate  constipation  may  be  a  predisposing  complica- 
tion. The  bowel  is  twisted  on  its  mesenteric  axis  and  the 
lesions  usually  are  located  in  the  sigmoid  flexure,  while  a  small 
proportion  occur  in  the  ileocecal  and  cecal  region.  The  occluded 
part  of  the  bowel  becomes  distended  with  feces  and  gas  while 
the  resulting  congestion  and  inflammation  tend  to  maintain  the 
abnormal  condition.  This  condition  is  increased  by  further 
peritoneal  inflammation.  Knots  may  be  formed  by  loops  of 
the  ileum  or  it  may  become  twisted  about  the  cecum  as  a  pedicle. 


STKICTURES  AND  MORBID  OBOWTHS. 

Both  of  these  forms  of  chronic  obstruction  occur  in  ad- 
vanced life  and  women  are  afflicted  more  often  than  men.  The 
large  intestine  is  the  most  common  seat  of  the  lesion,  the  ma- 
jority being  found  in  the  left  iliac  fossa. 

Stricture  is  either  congenital  or  acquired.  The  former  is 
defined  by  an  imperforate  anus  or  a  narrowing  of  the  sigmoid. 
It  may  also  occur  as  an  imperfect  union  of  the  pylorus  and 
duodenum.  Acquired  stricture  is  usually  the  result  of  cicatri- 
cial formations  following  the  healing  of  an  ulcer,  or  it  may 
result  from  cancerous  infiltration  of  the  intestinal  wall.  Ty- 
phoid fever,  dysentery,  intestinal  ulceration  associated  with 
enteritis,  tuberculosis  or  syphilis,  are  exciting  factors.  Trau- 
matism and  strangulated  hernia  are  occasional  causes. 
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Morbid  growths  ontside  of  the  bowel  may  create  an  ob- 
struction bj  pressure.  Cancer  may  invade  the  intestinal  struc- 
ture itself  and  thus  decrease  its  caliber.  The  rectnm  and  sig- 
moid are  the  regions  generally  invaded.  Cylindric-ceiled  epi- 
thelioma is  liable  to  form  an  annular  ocolueion  of  the  rectum  or 
lower  part  of  the  eigmoid.  Colloid  cancer  is  sometimes  the 
pathologic  cause. 

Intestinal  paralysis  should  also  be  included  under  this  head 
inasmuch  as  it  is  a  chronic  form  of  obstruction  though  func- 
tional in  character.  It  is  either  circumscribed  or  diffuse  and 
follows  from  such  inflammatory  disturbances  as  peritonitis  or 
enteritis.  It  is  not  uncommonly  a  result  of  excessive  handling 
during  abdominal  operations. 


OBSTRUCTION  FROM  ABNORMAL  CONTENTS  OR  FOREIGN 
BODIES. 

Gallstones  may  enter  the  bowel  by  ulcerating  through  the 
gallbladder,  or  by  passing  through  the  common  duct ;  they  may 
lodge  in  the  ileocecal  region  or,-  less  frequently,  in  the  small 
intestine.  Enteroliths  composed  of  phosphate  of  limo  and  mag- 
nesia, with  a  foreign  body  as  a  nucleus,  are  occasional  causes 
of  obstruction ;  they  lodge  in  diverticula  or  in  the  appendix. 

Foreign  bodies  like  buttons,  pins,  coins,  fruit  stones  and 
even  false  teeth  are  sometimes  swallowed  and  cause  intestinal 
obstruction. 


FECAL  OBSTRUCTION. 

This  is  a  common  form  of  intestinal  occlusion  and  we  find 
its  occurrence  most  frequently  among  women  or  in  those  who 
live  a  sedentary  or  inactive  life.  The  large  intestine  is  gen- 
erally implicated  and  the  lower  part  is  the  seat  of  impaction 
oftener  than  the  upper.  The  cecum  offers  the  greatest  oppor- 
tunity for  paralytic  involvement  aa  it  is  a  point  where  pressure 
is  concentrated  from  above  and  below.  The  ileum  may  also 
be  involved  and  the  distended  or  paralytic  condition  of  the  in- 
testine may  be  favored  by  an  associate  development  of  local 
peritonitis.     Hypertrophy  of  the  intestinal  wall  above  the  point 
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of  obstruction  is  always  enhanced  by  the  increased  peristalsis 
induced  in  tbe  effort  to  overcome  the  impaction. 

Constipation  is  tbe  factor  which  always  favors  this  form 
of  obstruction.  CongeniiaX  abnormalities  may  be  regarded  as 
a  cause,  and  babit  has  much  to  do  with  the  development  of 
pathologic  conditions  which  favor  it.  Enteritis  and  peritonitis 
may  weaken  the  muscular  power  of  the  intestine  and  the  result- 
ant imperfection  in  tbe  peristaltic  wave  may  lead  to  the  paraly- 
sis of  a  segment  which  suddenly  arrests  the  free  passage  of 
the  feces.  The  fecal  plug  becomes  harder  as  it  is  retained 
until  the  stoppage  is  complete  and  the  bowel  function  is  entirely 
arrested. 

Pathology. — The  changes  which  are  found  in  nearly  every 
case  of  intestinal  obstruction  are  similar.  First  there  is  a 
dilatation  above  the  point  of  obstruction  and  this  will  be  at- 
tended by  some  tissue  hypertrophy  if  the  case  becomes  chronic. 
The  intestine  below  this  point  is  empty  and  there  may  follow 
an  atrophy  or  narrowing  of  the  caliber  as  the  result  of  inac- 
tion. The  intestinal  wall,  in  the  region  of  the  obstruction, 
becomes  inflamed  and  there  will  be  a  localized  peritonitis  which 
is  either  acute  or  chronic  in  character.  Catarrhal  inflamma- 
tion of  the  mucous  membrane  is  a  natural  result  and  an  ulcer- 
ative or  gangrenous  process  may  ensue,  while  the  danger  of  a 
general  peritonitis  or  perforation  is  always  present. 

General  Symptoms. — Acute  obstruction.  Severe  abdom- 
inal pain  is  the  first  complaint.  It  appears  suddenly  and  is 
constant,  though  it  may  have  periods  of  exacerbation.  It  is 
most  frequently  located  near  the  umbilicus,  but  it  seems  to 
have  no  relevancy  to  the  location  of  the  obstruction.  It  is 
generally  preceded  by  diarrhea  or  constipation  end  there  is 
often  an  unpleasant  abdominal  sensation  some  time  before  the 
severe  paroxysm.  There  are  exceptional  cases  in  which  pain  is 
not  a  marked  feature. 

Vomiting  appears  nearly  as  early  as  the  pain.  Nausea 
and  painful  retching  are  often  pronounced.  The  vomitus  at 
first  consists  of  food  and  mucus;  later  it  baa  a  bilious  char- 
acter until  finally  it  becomes  stercoraceous.  Volvulus,  stric- 
ture and  tumor  are  more  liable  to  cause  vomiting  than  strangu- 
lation and  intussusception.  The  severity  of  the  paroxysm  gen- 
erally increases  as  the  obstruction  continues  and  it  invariably 
lasts  until  there  is  relief  by  a  normal  passage  of  feces,  or  death 
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ensues.  Hiccough  is  an  occasional  symptom,  particularly  ia 
volvulus.  Tenderness  ia  apparent  when  localized  peritonitis 
is  established,  but  does  not  exist  until  a  few  days  after  the 
initial  lesion.  Tympany  is  next  observed  and  is  more  marked 
when  the  large  intestine  is  the  seat  of  trouble. 

Flatus  is  incarcerated  and  constipation  is  absolute,  though 
at  first  there  may  be  discharges  of  feces  until  the  intestine  is 
emptied  below  the  point  of  obstruction.  A  tumor  or  swelling 
characterized  by  absolute  dulness  ia  an  occasional  physical 
sign  and  an  intestinal  coil  may  present  a  visible  protuberance. 
The  tumor  of  intusBuaception  will  often  be  detected  in  the  left 
ilfao  r^on  and  morbid  growths  may  sometimes  be  felt  through 
the  rectum.  Exaggerated  peristalsis  above  the  point  of  obstruc- 
tion is  often  recognized  by  inspection,  and  borborygmi,  gurg- 
ling and  splashing  sounds  may  be  heard  on  auscultation. 

The  constitutional  symptoms  are  conspicuous  from  the 
beginning.  Prostration  is  pronounced  and  is  liable  to  termin- 
ate in  sudden  collapse.  The  patient  ie  restless,  the  features 
are  pinched,  the  face  is  cold,  the  eyes  are  sunken  and  th«  body 
is  bathed  in  cold  perspiration.  The  pulse  is  weak  and  rapid 
and  the  temperature  is  subnormal  until  peritonitis  sets  in, 
when  it  is  elevated.  Bespiration  is  rapid  and  the  urine  is 
diminished  or  may  be  suppressed. 

Chronic  Obstroction.  The  symptoms  of  the  chronic  vari- 
ety resemble  those  of  the  acute  form,  but  are  not  so  distinc- 
tive. There  may  be  simply  the  history  of  chronic  constipa- 
tion with  occasional  alternation  of  diarrheic  attacks.  A  com- 
plete retention  of  feces  may  finally  take  place.  If  this  per- 
sists the  abdomen  swells  gradually  and  pain  becomes  localized. 
The  general  health  is  impaired,  the  appetite  fails,  the  tongue 
becomes  coated  and  the  breath  offensive.  In  some  instances 
lethargy  may  follow  the  progressive  weakness.  The  impac- 
tion may  give  rise  to  a  fecal  tumor  which  may  be  felt  as  a 
hard  or  a  soft  and  yielding  mass  frequently  in  the  right  iliac 
region.  If  it  is  farther  up,  it  may  be  mistaken  for  an  enlarged 
liver  or  gall  bladder,  a  tiunor  of  the  stomach,  the  spleen  or 
kidneys.  In  the  descending  colon  it  is  harder  and  resembles 
scybala.  Should  the  abdominal  pain  become  paroxysmal  and 
vomiting  ensue,  the  characteristic  features  of  the  acute  form 
may  suddenly  terminate  in  death,  unless  operative  relief  is 
obtained. 
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Diafnosls. — All  eiiperieDced  physicians  will  agree  that  the 
importance  of  early  diagnosis  is  of  first  importance  from  the 
fact  that  life  is  only  sared  by  prompt  surgical  attention.  The 
decision  must  be  made  as  to  the  actual  existence  of  an  obstruc- 
tion, its  location  and  its  cause.  The  symptoms  of  sudden  and 
severe  pain  in  the  abdomen,  fecal  vomiting,  complete  consti- 
pation, tympanites  and  marked  depression  will  generally  inti- 
mate that  the  cause  Is  acute  intestinal  obstruction. 

The  location  of  the  obstruction  is  a  difficult  matter  to  de- 
cide unless  there  is  positive  evidence  of  a  tumor.  Active  peris- 
talsis above  a  definite  point  would  indicate  the  seat  of  the 
lesion  to  a  certain  extent.  Pain  affords  little  satisfaction  in 
diagnosis,  as  it  is  rarely  at  the  seat  of  obstruction.  Wben 
the  small  intestine  is  obstructed  vomiting  liegins  early,  is  at 
first  scanty  and  then  becomes  fecal.  When  the  large  intestine 
is  involved  there  is  less  vomiting  and  it  is  not  so  liable  to 
be  fecal.  The  tympanites  is  marked,  is  more  central  and  asso- 
ciated with  tenesmus  and  bloody  stools  when  the  large  intestine 
is  implicated.  When  the  lesion  is  located  in  the  small  intes- 
tine distention  is  not  so  pronounced  and  is  higher  in  the  abdo- 
men. Much  help  in  making  a  decision  is  obtained  by  locating 
a  tumor  or  a  stricture  by  means  of  rectal  and  vaginal  exam- 
inations. Also  when  the  rectum  remains  free  of  feces  we  may 
conclude  that  the  obstruction  is  in  the  small  intestine.  The 
use  of  the  enema  may  give  some  information  as  to  the  height 
of  the  lesion  by  the  amount  of  water  which  may  be  injected. 
When  the  stenosis  is  in  the  duodenum  or  jejunum  it  is  pos- 
sible to  find  an  increased  amount  of  indican  in  tbe  urine,  which 
suggests  a  stagnation  in  tbe  upper  intestine  and  tbe  consequent 
decomposition  of  albuminous  substances.  This  test  will  be 
negative  when  the  large  intestine  is  involved. 

The  nature  of  the  obstruction  will  demand  a  careful  study 
of  the  history  and  associate  symptoms.  Strangulation  will  fur- 
nish a  previous  history  of  peritonitis,  the  symptoms  are  sud- 
den, fecal  vomiting  appears  early  and  constipation  is  abso- 
lute. Young  adults  are  usually  affected.  Intussusception 
occurs  most  frequently  with  children ;  it  is  announced  by  sud- 
den colicky  pain,  tenesmus  and  the  presence  of  mucus  and 
blood  in  the  stools.  An  elongated  cylindric  tumor  is  found 
in  the  right  iliac  or  umbilical  regions  and  a  digital  examination 
may,  in  some  instances,  detect  it  per  rectum.  Absolute  consti- 
pation is  unusual.      Volvulus  gives  the  history  of  former  con- 
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etipation  and  it  affects  those  of  advanced  years.  Intestinal 
atony,  pronounced  tjTnpany  and  tenderness  appear  early.  Vom- 
iting 18  a  late  symptom  and  is  rarely  fecal.  The  abdomen  is 
rigid  and  dyspnea  may  be  experienced  as  a  result  of  gaseous 
distention.  Fecal  impaction  is  of  slow  onset  and  gives  a  pre- 
vious history  of  habitual  constipation.  Pain  is  not  so  severe, 
fecal  vomiting  js  uncommon  and  tympany  develops  slowly. 
Palpation  over  the  colon  and  the  digital  touch,  through  the 
rectum,  may  reveal  the  fecal  mass.  Obstruction  by  foreign 
bodies  and  calculi  will  \>e  detected  only  tlirough  the  aid  of  the 
history  and  the  symptoms  of  irritation  which  point  to  some- 
thing of  this  kind.  Physical  examination  may  be  of  some 
aid  in  this  respect. 

Differential  diagnosis  must  be  made  first  in  regard  to 
enteritis,  which,  however,  does  not  develop  suddenly,  has  no 
fecal  vomiting  and  its  fever  ia  characteristic.  Appendicitis  is 
thoroughly  differentiated  under,  that  subject.  Acute  poisoning 
has  no  fecal  vomiting  and  presents  more  signs  of  tosemin.  Bil- 
iary colic  is  associated  with  h'epatic  symptoms,  jaundice  and 
some  evidence  of  gallstones  or  cholesterin  in  the  stools.  Intes- 
tinal colic,  renai  colic  and  displaced  kidney  will  all  furnish 
diagnostic  signs  which  should  be  conclusive.  Hernia,  if  it  be- 
comes strangulated,  may  be  somewhat  confusing,  but  the  loca- 
tion, aided  by  the  physical  examination,  should  not  make  the 
differentiation  dilBcult. 

Acute  generalized  peritonitis  demands  careful  differen- 
tiation. In  this  we  find  a  history  of  ulcer,  appendicitis  or 
some  pelvic  infection,  while  in  obstruction  there  ia  only  a 
history  of  previous  obstruction  or  hernia.  In  peritonitis  there 
is  high  temperature,  but  in  obstruction  no  temperature  is 
apparent,  except  when  peritoneal  inflammation  is  established. 
In  peritonitis  the  pain  is  continuous  and  diffuse;  vomiting, 
if  it  exists,  is  not  atercoraceous,  collapse  ia  a  symptom  in 
the  later  stagea  and  there  is  only  a  slight  increase  of  indican 
in  tlie  urine.  Obstruction  presents  more  localized  and  paroxys- 
mal pain,  vomiting  is  atercoraceous,  collapse  is  an  early  sign 
and  indican  ia  exeeaaive  in  the  urine,  particularly  when  the 
small  intestine  is  affected.  In  the  physical  signs  peritonitis 
gives  general  abdominal  distention  and  no  visible  peristaltic 
waves.  Obstruction,  on  the  contrary,  baa  little  abdominal  dia- 
tention,  unle^  the  lesion  is  in  the  lower  bowel  and  the  peris- 
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taltic  wave  is  ejca^^rated,  particularly  when  the  lower  intes- 
tine ia  the  seat  of  obstruction.  In  peritonitis  the  tenderness  is 
general,  efFusion  is  present  and  the  prognosis  is  invariably  un- 
favorable. In  obstruction  the  tenderness  is  more  localized, 
efEusion  is  less  common  and  operation  gives  a  favorable  prog- 

Profnosls. — Am  unfavorable  termination  may  be  expeoted 
in  a  few  days  in  acute  obstruction,  unless  operative  interference 
is  promptly  undertaken.  In  the  chronic  form  we  may  expect 
favorable  results  when  a  thorough  evacuation  is  obtained.  Sec- 
ondary peritonitis,  gangrene,  perforation,  pyemia  and  chronic 
enteritis  make  the  prognosis  tmfavorable. 

Treatment.— The  greatest  hope  for  help  rests  in  early 
surgical  procedures.  Medical  help  is  not  to  be  relied  upon 
though  atropin  in  repeated  doses  hypodermatically  has  its  advo- 
cates; nothing  is  more  dangerous  than  tlie  use  of  cathartics. 
^Manipulation  is  to  be  discouraged,  inasmuch  as  it  encourages 
inflammation  and  reduction  is  accomplished  only  in  the  early 
stages.  Pain  and  vomiting  may  he  temporarily  relieved  by 
hypodermics  of  morphin,  but  this  may  react  unfavorably. 
Gastric  lavage  and  the  withdrawal  of  all  food  by  mouth  may 
stop  the  vomiting.  Enemas  will  sometimes  relieve  the  ob- 
struction when  it  exists  in  the  lower  bowel.  In  the  chronic 
form  we  may  obtain  some  relief  by  the  treatment  of  the  pre- 
disposing cause,  but  at  all  times  it  is  best  to  be  prepared  for 
a  surgical  operation.  Massage  and  electricity  are  of  some 
adjuvant  help  after  the  obstruction  has  been  relieved,  but  these 
measures  are  contraindicated  before  this  is  accomplished.  Med- 
ical treatment  other  than  the  use  of  atropin  is  absolutely  of 
no  value. 


CONSTIPATION. 


This  may  he  defined  as  an  irregular  or  insufficient  action 
of  the  bowels.  While  it  is  not  in  itself  a  disease,  it  may  arise 
as  a  direct  or  remote  result  of  some  disease  and  if  it  becomes 
a  chronic  condition  it  may  eventually  favor  the  development 
of  a  disease.  Its  serious  consequences  are  often  disregarded 
by  both  physician  and  patient.  On  the  other  hand  there  is 
a  tendency,  on  the  part  of  the  laity,  to  tamper  with  cathartics 
when  the  bowels,   if  let  alone,  might  naturally  correct  any 
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lost  regularity  of  evacaation.  This  iodiscriniinate  disturbance 
of  peristaltic  function  by  the  frequent  or  even  occasional  use 
of  laxatives  is  not  only  unwarranted,  but  it  tends  to  eetablish 
a  fixed  constipation.  In  many  respects  physicians  are  to  be 
blamed  for  this  inasmuch  as  a  cathartic  always  makes  the 
patient  feel  better  and  it  is  an  easy  prescription  to  make. 
There  is,  however,  a  class  of  physicians  wlio  are  unreasonably 
opposed  to  such  methods  when  they  are  necessary.  Such  prac- 
ticians, having  too  much  faith  in  the  indicated  remedy,  are 
negligent  in  this  duty.  When  constipation  does  not  yield  to 
regulated  diet  and  regular  habits  it  should  be  overcome  by 
a  mild  cathartic,  but  this  should  not  be  contiuaed  indefinitely 
any  more  than  we  should  persist  in  oardiac  stimulation  when 
the  heart  is  able  to  take  care  of  itself. 

Etiolofy. — The  most  common  predisposing  cause  is  irreg- 
ularity in  attention  to  this  function.  This  habit  occurs  most 
frequently  with  women  and  with  men  in  sedentary  occupations. 
Modesty  also  causes  many  to  refrain  from  this  duty  when  con- 
veniences are  not  present.  This  allows  the  unnatural  accumu- 
lation of  feces  to  become  hardened  into  scybala  which  the  pro- 
pulsive power  can  not  dislodge.  More  than  this,  a  delayed 
evacuation  of  the  lower  bowel  encourages  an  inactivity  and 
contraction  of  the  sigmoid  which  overcomes  the  natural  response 
to  the  expulsive  effort.  If  such  a  condition  continues  for 
any  length  of  time,  a  general  peristaltic  weakness  follows. 
Atony  of  the  bowel  may  exist  as  a  result  of  diseases  which 
either  a£Fect  the  bowel  or  cause  a  general  bodily  weakness. 
Neuratthenia,  hysteria,  spinal  diseases,  acute  fevers  and  hepatic 
disorders  tend  to  weaken  the  bowel  function  and  pervert  the 
normal  secretions.  Many  are  subject  to  torpid  livers  by  in- 
heritance or  habit.  Too  many,  however,  suffer  with  a  per- 
verted imagination  in  this  respect  with  the  result  that  they 
too  frequently  use  cathartics.  We  must  admit  that  the  bile 
is  a  necessary  stimulant  for  a  natural  evacuation,  but  purga- 
tives do  not  properly  correct  the  imperfect  action  of  the  liver. 

Improper  food  has  much  to  do  with  constipation.  The 
concentrated  foods  do  not  furnish  enough  residual  matter  to 
stimulate  peristalsis  and  too  coarse  a  diet  may  cause  feeal 
impaction  because  the  residue  is  in  excess.  A  regular  mixed 
diet  containing  a  sufBcient  quantity  of  green  vegetables  and 
the  coarser  cereals  is  a  mandatory  requirement.     Another  error 
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is  due  to  the  fact  that  pure  water  is  not  used  in  sufficient  quan- 
tity to  keep  the  fecal  matter  semisolid.  Again  it  is  possible 
that  the  water  used  may  contain  those  elements  which  cause 
constipation.  Age  is  also  a  factor  which  often  favors  con- 
stipation. The  a;jed  always  suffer  from  a  peristaltic  weakness 
because  degenerative  changes  occur  at  that  time  of  life.  In- 
fants are  often  constipated  because  the  milk  is  too  rich  in 
casein,  and  too  little  water  is  given. 

Local  causes  are  sometimes  at  fault.  Atony  of  the  abdom- 
inal muscles  may  be  caused  by  obesity  or  frequent  pregnancies. 
Atony  of  the  lai^  intestine  may  follow  from  prolonged  colitis. 
Pressure  by  tumors  and  displaced  organs,  like  the  uterus,  are 
occasional  impediments  and  strictures  are  always  to  be  feared 
in  this  respect.  Hemorrhoids  and  tight  sphincters  are  local 
complications  which  may  produce  mechanical  obstructions  in 
the  rectum  and  hypertrophied  rectal  valves  must  not  be  over- 
looked. 

Symptoms. — The  symptoms  depend  upon  the  extent  of 
the  constipation.  Ordinarily  headache,  vertigo,  a  had  taste  in 
the  mouth,  a  coated  tongue  and  abdominal  or  rectal  distress  are 
complained  of.  In  the  majority  of  instances  the  patient  suffers 
only  slight  inconvenience  for  several  days.  Jfany  would  not 
think  there  was  any  trouble  except  from  the  knowledge  that 
the  bowels  do  not  move  regularly.  I  saw  one  patient  in  con- 
sultation whose  bowels  had  not  moved  for  nearly  three  weeks. 
It  was  supposed  to  be  a  case  of  uremic  poisoning  as  the  woman 
was  unconscious.  In  making  a  vaginal  examination  I  dis- 
covered the  distended  rectum.  When  an  evacuation  was  finally 
obtained,  by  means  of  enemas  and  strong  cathartics,  the  amount 
passed  was  something  astonishing.  Abdominal  pains  may  be 
observed  when  the  retained  feces  becomes  hardened.  Flatus 
will  often  be  bothersome  and  when  the  stools  are  voided  the 
rectum  will  be  greatly  irritated.  The  excretion  is  hard,  resem- 
bling balls,  and  is  often  covered  with  mucus. 

There  are  many  general  symptoms  which  result  from  fecal 
absorption;  these  may  be  enumerated  as  a  sense  of  malaise, 
hebetude,  cold  extremities,  anorexia,  palpitation  and  dizziness. 
Mental  depression  is  the  most  pronounced  phenomenon  whicli 
attends  this  functional  perversion.  Hemorrhoids,  ulcerative 
colitis  and  enteritis  are  liable  to  follow  a  protracted  consti- 
pation. 
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Treatment. — Catharsis  is  the  most  convenient  method  of 
treatment,  but  it  ehould  at  all  times  he  avoided  if  possible.  A 
phjaiciftn  is  entirely  at  fault  if  he  does  not  resort  to  every  other 
expedient  first.  The  regular  time  for  an  evacuation  should 
be  cultivated  and  kept.  The  morning  is  the  most  natural 
time,  and  undue  straining  should  be  avoided.  The  first  irreg- 
ularity should  receive  careful  attention  and  the  caiise  should 
be  found  and  removed  rather  than  to  produce  a  movement  by 
the  moet  convenient  cathartic.  The  evacuation  should  never  be 
sought  when  in  a  hurry  or  under  high  mental  excitement. 

The  diet  must  receive  first  consideration.  As  mentioned 
under  the  etiology  this,  on  the  average,  should  comprise  a 
mixed  food  with  a  sufficient  amount  of  green  vegetables  and 
fruits.  Foods  which  are  too  stimulating  may  exhaust  the  ex- 
citability of  the  intestinal  walls.  A  suf&cient  amount  of 
food  must  be  introduced  into  the  intestine  to  cause  peristaltic 
stimulation.  This  fact  is  too  often  overlooked  by  those  who 
constantly  preach  about  dietetic  limitations.  The  next  essen- 
tial is  to  take  plenfy  of  pvre  water  with  the  meals;  this  does 
not  mean,  however,  any  encouragement  to  bolt  the  food.  If 
the  patient  does  not  drink  enough  water  during  the  day  it 
'should  be  prescribed  at  stated  intervals.  The  free  supply  of 
water  to  the.  blood  increases  the  intestinal  secretions.  Many 
cases  of  constipation  are  due  to  the  loss  of  fluids  through  the 
skin,  kidneys  or  lungs.  Diabetes,  and  certain  ner\'ous  states, 
cause  this  and  unless  liquid  waste  is  compensated  by  an  ade- 
quate increase  in  the  water  ingested,  the  intestinal  inactivity 
will  not  be  overcome.  With  this  in  view  it  may  be  necessary 
to  discontinue  Turkish  baths  in  many  instances.  When  pa- 
tients are  not  inclined  to  drink  an  adequate  amount  of  water, 
it  is  a  good  principle  of  practice  to  prescribe  some  well  known 
water.  The  lithia  waters  and  many  others  which  are  on  the 
market  will  answer  this  purpose,  though  it  is  a  good  idea  to 
occasionally  make  a  change  for  the  mental  effect,  if  for  noth- 
ing more. 

The  enforcement  of  healthy  habits  and  the  requisite  amount 
of  physical  exercise  is  of  great  importance.  The  present  tend- 
ency to  over  stimulate  in  every  way  is  bound  to  have  a  depres- 
sing effect  upon  the  intestinal  function  and,  no  doubt,  actively 
predisposes  to  constipation.  Irregular  hours  for  work,  as  well 
as  for  eating,  will  disturb  the  normal  bowel  function  and  this 
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muBt  not  be  overlooked  in  the  treatment  The  normal  amount 
of  sleep  at  the  right  time  is  an  important  prescription  for  con- 
stipation and  the  physician  ehonld  not  hesitate  to  prescribe 
it.  Healthful,  regular,  but  not  too  vigorous  physical  exercise 
should  be  taken  systematically.  It  is  best  to  have  as  much 
of  this  in  the  line  of  play  as  possible,  but  rest  must  have  equal 
consideration.  Massage,  electricity  and  osteopathy  may  sup- 
plant this  to  a  considerable  extent.  The  recent  interest  which 
has  been  aroused  in  the  employment  of  physical  culture  has 
cured  many  patients  for  us.  The  habit  of  regular  bathing 
and  particularly  the  cold  sponge  or  the  ahower  every  morning 
has  a  good  stimulating  effect. 

The  mineral  waters  which  have  aperient  action  are  numer- 
ous. Hunyadi,  Magnesia,  Rubinat,  Apenta,  Carlsbad  and 
Pluto  waters  are  serviceable  in  many  cases.  The  objection  to 
their  use  is  due  to  the  fact  that  they  cause  too  free  movements 
and  rectal  irritation.  When  they  are  properly  employed  the 
brat  action  will  be  obtained  by  a  minimum  dose  every  morn- 
ing until  they  may  be  discontinued.  Effervescent  sodium 
phosphate  is  often  a  sufficient  aperient  if  used  regularly.  In 
my  practice  I  get  better  results  by  the  use  of  flax  seed  tea. 
It  may  be  prepared  in  this  way:  Two  teaspoonfuls  of  the 
unground  seed  are  put  into  a  cup  of  boiling  water  every 
morning;  this  is  covered  snd  allowed  to  stand  until  bed-time, 
when  seeds  and  all  are  to  be  taken.  I  have  rarely  observed 
any  unfavorable  irritation  from  this  and  if  the  method  is 
followed  for  several  weeks,  the  bowel  movements  will  usu- 
ally be  restored.  When  the  constipation  is  more  intractable, 
bran  may  be  substituted.  One  to  three  teaspoonfuls  of  this 
may  be  given  in  a  large  cup  of  hot  water  at  bedtime;  bran 
cakes  have  also  been  made  for  the  same  purpose.  This  meas- 
ure has  given  me  many  satisfactory  results  in  extremely 
chronic  oases. 

Olive  oil  and  castor  oU  are  standard  aperients,  though 
it  is  not  always  possible  to  use  them  without  disturbing  the 
stomach.  Castor  oil,  in  one  to  three  dram  doses,  may  be  taken 
in  coffee,  milk  or  a  little  lemon  juice  to  mask  the  unpleasant 
taste.  Olive  oil  may  be  used  in  larger  doses  two  or  three 
times  daily  if  the  stomach  will  endure  it.  Either  of  these  may 
be  taken  in  the  juice  of  a  whole  orange,  several  times  daily, 
with  good  results.     In  the  use  of  all  of  these  expedients  we 
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should  gradually  reduce  the  dose  until  they  ma;  be  diaoon- 
tinued  entirely.  The  greatest  danger  is  the  establishment  of 
the  cathartic  habit. 

Large  enemas  of  water  have  been  advised  by  many  good 
practicianB.  As  a  temporary  aid  to  fecal  evacuation  there  iB 
no  doubt  as  to  the  efficiency  of  this  measure.  That  it  is  a 
bad  habit  can  not  be  denied.  While  they  cleanse  the  colon 
much  better  than  a  cathartic,  still  their  tgndency  is  to  weaken 
the  lower  peristaltic  action  and  dry  the  mucous  membrane 
secondarily.  Patients  who  have  relied  upon  this  means  of 
help  are  invariably  obliged  to  continue  the  practice.  In  such 
patients  we  shall  often  find  the  rectum  and  sigmoid  utterly 
paretic  This  is  one  of  the  unfortunate  after  results  of  a  stay 
in  a  hospital  during  the  recovery  from  an  operation.  Our  suiv 
geons  and  nurses  are  too  prone  to  the  use  of  this  expedient, 
together  with  calomel,  and  when  they  return  the  patient  to 
the  physician,  we  are  often  obliged  to  work  a  long  time  to 
overcome  this  habit.  Sulphate  of  magnesia,  two  ounces,  gly- 
cerin, two  ounces,  and  turpentine,  one  half  ounce,  is  a  com- 
mon prescription  for  a  high  enema.  It  may  be  given  when 
immediate  results  are  demanded.  Soap  water  is  used  by  many 
good  practicians  and  the  results  are  prompt,  but  it  does  not 
seem  wise  to  use  expedients  of  this  kind.  Olive  oil  may  be 
used  in  large  quantities — four  to  eight  ounces — through  the 
rectal  tube.  This  will  be  efficacious  when  there  is  fecal  reten- 
tion of  long  standing.  The  use  of  cold  water  enemas  has  been 
tried  for  temporary  stimulation  sufficient  to  create  a  prompt 
movement  of  the  bowels.  Perineal  and  anal  douches  have  also 
been  employed  for  the  same  purpose,  but  the  results  are  not 
satisfactory  or  permanent. 

In  the  mechanical  treatment  good  results  are  often  obtained 
by  the  systematic  dilatation  of  the  tight  rectal  sphincters.  This 
is  best  performed  by  the  use  of  the  graduated  rectal  dilators. 
A  better  method  is  to  dilate  the  sigmoid  by  means  of  gradu- 
ated bougies.  A  method  of  mine  which  has  given  unusually 
good  results  is  to  insert  medication  above  the  sigmoid.  The 
procedure  is  aa  follows :  With  an  Ives  rectal  speculum,  medi- 
cation in  the  form  of  a  twenty  to  thirty  per  cent  cerate  of 
pine  tar,  mixed  in  petroleum,  is  introduced  through  the  spec- 
ulum by  means  of  pledgets  of  absorbent  cotton.  This  is  pushed 
above  the  rectum  with  a  curved  director,  and  then  crowded 
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geotly  through  the  Bigmoid  with  a  aemiflexible  bou^e.  If 
proper  cantioD  is  iised  we  may  easily  insert  the  cerate  into  the 
descending  colon.  In  obBtinate  cases  the  treatment  should  be 
employed  every  day  for  a  while  and  then  less  frequently  until 
normal  movements  take  place.  In  this  way  I  have  cured 
many  cases  which  would  not  respond  to  other  measures.  The 
same  treatment  is  applicable  to  many  conditions  of  chronic 
colitis.  Suppositories  in  my  experience  have  accomplished 
nothing  more  than  femporary  relief.  Wheat  gluten  may  be 
of  service  in  the  constipation  of  children.  The  indiscriminate 
use  of  glycerin  suppositories  should  not  be  considered. 

So  far  as  internal  medication  is  concerned  we  are  able  to 
prescribe  many  simple  cathartics  and  laxatives.  These,  how- 
ever, invariably  contain  drugs  which  are  too  exciting  for  perma- 
nent results.  Anyone  can  administer  a  cathartic,  but  the  prin- 
ciple ia  wrong.  I  am  not  j'et  converted  to  the  use  of  calomel 
imder  all  circumstances,  unless  a  powerful  cholagc^ie  ia 
needed  for  emergency  piactice.  If  it  should  be  administered, 
it  is  best  to  give  it  in  divided  doses  of  one-tenth  to  one-quarter 
grain  an  hour  apart,  until  a  grain  or  two  are  given.  It  will 
accomplish  better  and  safer  results  if  it  is  followed  by  some 
form  of  aperient  a  few  hours  later.  The  milder  pills  contain- 
ing cascarin,  aloin,  strychnia  and  belladonna  in  small  doses  are 
safer  expedients  and  cascara  sagrada  is  always  a  good  alterna- 
tive when  such  measures  are  absolutely  needed.  Senna  tea  and 
milk  of  magnesia,  two  drams,  two  to  four  times  daily,  will 
often  correct  the  most  stubborn  constipation  in  children. 

I  have  been  an  advocate  of  chinoidin  as  a  remedy  suitable 
for  most  cases  of  constipation.  I  use  it  in  two  grain  pills  in 
the  following  manner.  Two  pills  are  given  before  each  meal 
and  at  bed  time.  The  dose  is  decreased  gradually  as  the  move- 
ments become  normal,  then  it  is  to  be  used  intermittently  until 
there  is  no  need  of  such  help.  In  many  cases  only  two  or  three 
pills  are  required  daily.  There  ifl  no  griping  or  diarrhea 
from  this  and  the  after  results  are  not  disturbing.  They 
should,  however,  be  made  with  a  chocolate  coating  as  the  gela- 
tin covered  pills  are  liable  to  become  too  hard  for  perfect 
absorption.  It  is  often  advisable  to  use  a  pill  containing  two 
grains  of  oxgall,  two  of  pancreatin  and  one-eighth  grain  of 
nux  vomica  in  conjunction  with  this.  In  my  practice  I  rarely 
find  it  necessary  to  use  any  cathartic  more  powerful  than  this. 
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My  favorite  plan  of  treatment  for  the  cure  of  chronic  con- 
stipation is  the  local  treatment  previouBlj  defined  and  the 
use  of  the  flaxseed  at  bed-time.  When  this  does  not  acoomplish 
the  result  I  resort  to  the  chinoidin,  gradually  decreasing  the 
dose  uDtil  the  bowels  will  respond  to  the  treatment  with  the 
aid  of  flaxseed  alone.  The  local  treatment  is  then  performed 
at  longer  intervals  until  the  movement  is  obtained  by  means 
<rf  the  flaxseed  only ;  when  the  latter  can  be  omitted  the  con- 
stipation is  invariably  cnred. 

Remedies,  aside  from  cathartics,  should  receive  careful 
attention.  If  it  is  possible  to  find  a  remedy  which  represents 
a  symptomatology  relating  to  the  definite  canse,  we  should 
seek  to  employ  it  for  the  sake  of  cure.  .  Anything  which  serves 
as  an  adjuvant  will  not  be  inimical  to  the  required  remedy.  Iria 
versicolor  appeals  to  me  as  of  first  importance  in  the  list.  So 
many  cases  are  due  to  primary  hepatic  disorder  that  its  solv- 
ent effect  is  invaluable.  I  give  it,  in  ten  to  thirty  drops  of 
the  tincture,  three  or  four  times  daily,  until  the  stools  become 
loose;  then  the  dose  is  gradually  lessened.  Chelidonium,  car- 
duns,  china  and  leptandrin  may  be  compared.  In  my  experi- 
ence the  last  two  remedies  may  be  combined  with  satisfactory 
results.  Nux  vomica  and  strychnia  are  naturally  considered 
inasmuch  as  tbey  have  such  a  decided  action  upon  the  invol- 
untary fibres  of  the  intestine  and  a  control  over  the  glandu- 
lar activity  as  well.  The  tonic  dose  has  been  employed  for 
many  years.  The  aim  of  late  has  been  to  rely  upon  the  potency. 
Whether  results  are  possible  from  this  method  I  can  not  say. 
I  have  sometimes  thought  I  cured  my  cases  in  this  way.  Sul- 
phur is  of  best  service  when  there  is  morning  diarrhea  and 
the  evacuation  is  painless,  except  for  the  complication  of  hem- 
orrhoids, which  often  exists. 

Hydrastis  may  be  prescribed  when  the  stools  are  covered 
with  mucus,  which  is  an  evidence  of  a  low  grade  inflammation 
of  the  intestinal  mucous  membrane.  Hectal  prolapse  is  a  com- 
mon condition  when  this  remedy  is  indicated  and  general  ema- 
ciation and  prostration  will  be  detected.  The  low  potencies 
yield  best  results  and  a  ten  per  cent  solution  of  the  muriate 
of  hydrastin  may  be  given,  in  five  tfl  ten  drop  doses,  every  two 
or  three  hours,  until  a  normal  action  is  established.  Plumbum 
is  indicated  when  the  stools  are  hard  and  lumpy  and  tiiere 
is  much  rectal  ui^ng.     Alumina  has  many  similar  features 
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and  the  rectum  is  very  inactive.  Either  of  these  may  be  used 
In  the  constipation  of  elderly  people.  Bryonia  also  refers  to 
the  dryness  of  mucous  membranes  and  pain  is  a  characteristic 
feature-  The  thirst,  the  feeling  of  a  stone  in  the  stomach, 
the  large  and  dry  stools  will  confirm  the  symptomatology. 
Opium,  in  potency,  may  be  compared  to  these  three  remedies 
inasmuch  as  it  relates  to  a  constipation  characterized  by  hard 
black  balls  with  a  spasmodic  retention  of  the  feces  alternat- 
ing often  with  involuntary  actions.  ColUnsonia,  escvlus  and 
aloes  have  reference  to  a  form  of  constipation  in  which  the 
portal  circulation  is  affected.  Thus  the  rectal  symptoms  are 
pronounced.  The  first  named  will  be  useful  when  the  dis- 
order cornea  as  the  result  of  pelvic  disturbances  while  the  other 
two  pertain  to  a  chronic  torpor  of  the  liver  or  a  chronic  entero- 
colitis. Podophyllum  will  often  correct  a  constipation  which 
has  been  preceded  by  a  diarrhea  and  this  applies  particularly 
in  children.  Chionanthus  has  a  similar  action.  Lycopodium 
is  claimed  to  be  a  good  remedy  when  there  is  an  ineffectual 
urging,  and  a  peristaltic  weakness  has  debilitated  the  entire 
alimentary  canal.  For  my  part  I  have  had  little  faith  in 
this  remedy,  though  the  experience  of  others  is  worthy  of  con- 
sideration. 


CARCINOMA  OF  TBE  INTESTINE. 

A  majority  of  the  new  growths  which  invade  the  intes- 
tine are  found  in  the  rectum;  the  cecum  and  colon  are  occa- 
sionally affected  and  the  small  intestine  is  only  occasionally  the 
seat  of  this  morbid  process.  Compared  to  gastric  carcinoma  it 
is  a  rare  disease.  It  prevails  during  the  later  period  of  life 
and  antecedent  ulcerations  may  have  something  to  do  with  its 
development.  It  results  in  intestinal  obstruction  either  by  com- 
pression or  invasion  of  the  intestinal  lumen. 

Patholofy. — Cylindric-celled  epithelioma  is  the  most  com- 
mon form  of  cancer  when  the  growth  is  located  in  the  sigmoid 
or  the  cecum.  In  the  rectum  we  may  find  the  scirrhus,  medul- 
lary and  colloid  cancers.  The  tumor  may  be  annular  in  form 
or  it  may  become  a  diffuse  nodular  infiltration.  Ulceration  is 
liable  to  produce  a  degenerative  process  and  metastatic  growths 
may  appear  at  any  time.  Benign  tumors  of  the  intestine  may 
occur  in  the  form  of  polypi  and  fibromata.  In  exceptional 
cases  we  may  find  lipomas,  myomas,  angiomas  and  lymphomas. 
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SYttiptoma.-^DistincHve  symptoma  are  rarely  experienced. 
lo  some  instances  the  disease  is  not  suggested  by  the  patient's 
complaints  or  the  physical  examination.  The  iniestinal  oh~ 
strudion  will  be  noticed  first  by  the  gradually  increasing  con- 
stipation and  later  by  the  positive  signs  of  obstruction.  Very 
soon  the  evidence  of  a  tumor  will  develop.  Localized  fain  is 
sometimes  a  guiding  symptom  and  the  intestinal  irritation  may 
cause  tt  diarrhea,  which  alternates  with  constipation.  P««, 
hlood  and  epithelial  debris  with  gangrenous  odor  will  be  found 
in  the  stools  as  the  disease  progresses.  The  stools  may  be  rib- 
bon shaped  which  is  always  indicative  of  stenosis.  Anorexia, 
nausea  and  vomiting  are  sometimes  attending  symptoms. 

When  the  constitutional  effects  are  established  the  peculiar 
cachexia  and  the  marked  emaciation  will  indicate  the  prob- 
ability of  a  cancerous  growth.  The  physical  signs  are  of  great 
value.  Inspection  may  sometimes  show  the  presence  of  a 
tumor  and  the  peristaltic  wave  may  be  observed  through  the 
abdominal  wall  above  the  carcinomatous  obstruction.  Palpa- 
tion reveals  the  nodular  conditions  and  the  localized  tumor. 
Boas  emphasizes  the  importance  of  the  sudden  appearance  and 
disappearance  of  small  coils  of  the  intestine.  Percussion  will 
yield  dulness  or  a  muffled  tympany  over  the  tumor,  together 
with  an  increasing  dulness  above,  due  to  the  increasing  accumu- 
lation of  feces. 

Diafnosls. — In  making  a  diagnosis  stress  must  be  laid 
upon  the  age,  the  constitutional  symptoms,  the  localized  pain 
and  obstruction,  the  irregularity  of  the  bowels  and  the  pres- 
ence of  a  tumor.  Several  differentiations  must  be  carefully 
made.  Cancer  of  the  pylorus  must  be  dififerentiated  from 
cancer  of  the  duodenum.  The  symptoms  and  the  physical  find- 
ings are  decidedly  confusing.  Both  are  slightly  movable  tu- 
mors, but  in  pyloric  cancer  the  gastric  obstruction,  dilatation 
and  vomiting  are  more  pronounced  and  appear  early  in  the 
development  of  the  disease.  Duodenal  tumors  give  rise  to 
jaundice,  vomiting  of  bile  takes  place  if  the  lesion  is  below  the 
bile  papilla,  and  a  fatal  hemorrhage  may  occur.  When  the 
stomach  is  involved  we  are  to  place  much  reliance  on  the  test- 
meal  examination.  Cancer  of  the  head  of  the  pancreas  may 
also  give  rise  to  jaundice,  but  the  tumor  is  immovable  and  much 
deeper  seated.  When  the  lower  part  of  the  intestine  is  in- 
volved constipation  and  tympanites  are  more  pronounced  and 


.y  Google 


724  DISEASES   OF    THE  DIGESTIVE  SYSTEM. 

the  tumor  has  more  mobility,  especially  when  located  in  the 
small  intestine.  If  the  sigmoid  is  invaded,  edema  of  the  left 
lower  extremity  may  appear  as  the  result  of  pressure,  the  stools 
will  be  scanty,  offensive  and  mixed  with  pus  and  blood.  When 
the  rectum  is  involved  pain,  tenesmus,  flattened  stools  and  an 
abundance  of  miiens,  pus  and  blood  will  be  in  evidence.  A 
digital  examination  will  establish  the  location  of  a  morbid 
growth  in  the  rectum.  Tumors  which  have  their  origin  in 
other  organs  must  be  excluded.  A  floating  kidney  may  be  sus- 
pected. This  is  more  movable  and  may  be  returned  to  its  nor- 
mal location.  It  is  often  possible  to  outline  the  shape  of  the 
smooth  kidney.  Cachexia  is  not  in  evidence.  A  movable 
spleen  should  also  be  recognized  by  its  characteristic  shape,  its 
smoothness,  notching  and  its  location.  Enlargement  of  the 
liver  may  generally  be  traced  by  their  continuity  to  the  hepatic 
area.  An  ovarian  tumor  may  be  determined  by  joint  vaginal 
and  abdominal  examination,  to  have  its  relation  with  the  uterus. 
A  circumscribed  peritoneal  exudate  gives  a  flat  percussion  note 
and  it  is  commonly  associated  with  temperature.  A  simple 
inflammatory  stenosis  of  the  bowel  is  a  condition  which  offers 
many  confusing  points  in  differentiation.  Cachexia,  however, 
is  not  present  in  the  early  stages,  and  evidence  of  some  other 
cause  may  be  discovered. 

ProfDOsis  and  TreatmeDt. — An  unfavorable  prc^osis  must 
be  given  in  the  majority  of  these  cases.  Operation  according 
to  Tuttle  resulted  in  14.8  per  cent  of  cures  with  no  return 
under  three  years.  The  principles  of  treatment  recommended 
under  intestinal  obstruction  may  be  applied  so  far  as  they  are 
serviceable.  The  physician's  work  consists  in  sustaining  the 
strength  by  the  use  of  nourishing  and  assimilable  foods  and 
the  relief  of  the  constipation  so  far  as  possible.  In  the  later 
stages  it  is  a  merciful  procedure  to  relieve  the  patient  with 
morphin. 


HCHORBHOIDS. 

Inasmuch  as  it  frequently  falls  to  the  lot  of  a  physician  to 
undertake  the  treatment  of  hemorrhoids  or  piles,  it  seems  best 
to  discuss  the  subject  so  far  as  it  pertains  to  our  practice.  This 
affection  properly  belongs  to  the  care  of  the  surgeon,  except 
in  the  incipient  stage  when  it  is  possible  to  give  relief  and 
perhaps  perform  a  cure  through  the  aid  of  Internal  medicine. 
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or  local  treatments.  The  primary  disease,  whether  it  is  located 
in  the  liver,  the  heart  or  in  the  intestinal  tract,  demands  sys- 
tematic treatment  on  the  part  of  the  physician.  The  cause  of 
hemorrhoids  rarely  starts  in  the  rectum. 

TreatmeDl. — It  is  not  necessary  to  take  up  the  features 
of  etiology  and  pathology  which  characterize  the  disease,  as 
those  are  explicitly  enumerated  in  aurgical  works.  Our  practice 
deals  with  the  treatment  alone.  Constipation  is  the  principal 
perversion  which  we  are  to  correct  and  the  treatment  of  this 
has  been  outlined  imder  a  separate  chapter.  In  the  early  stage 
of  hemorrhoids  it  may  be  beat  to  use  a  simple  enema,  in  order 
to  facilitate  the  movement  without  any  rectal  straining.  Gly- 
cerin and  wheat  gluten  suppoaitories  may  accomplish  this  re- 
sult, or  it  is  possible  to  get  a  free  evacuation  with  only  a  low 
enema.  Cathartics  which  irritate  the  rectum  will  cause  intense 
tenesmus  and  smarting.  Salines,  in  small  but  frequently  re- 
peated doses,  will  accomplish  an  evacuation  with  the  least  rectal 
pain,  and  I  know  of  no  better  remedy  for  hepatic  relief,  with- 
out intestinal  excitement,  than  ckinoidin.  The  continued  use 
of  iris  versicolor,  chelidonium,  chionanthus  or  carduus,  in  the 
tincture,  will  liberate  the  bile  so  that  portal  stasis  is  very  soon 
overcome.  These  objects  should  not  be  sought  by  the  aid  of 
violent  eathareia.  Olive  oil,  or  the  more  drastic  castor  oil,  may 
often  be  called  into  use  in  severe  cases,  and  it  is  possible  that 
calomel  will  be  demanded  in  some  cases.  The  flaxseed  tea,  pre- 
viously advised,  is  not  only  a  relief  to  the  constipation,  hut  it  is 
demulcent  aa  well.  The  food  should  be  highly  nutritious, 
easily  digested  and  have  little  residue. 

The  local  treatment  is  a  palliation  which  is  absolutely  nec- 
essary for  temporary  relief  in  acute  cases  and  it  may  be  a  re- 
quired procedure  in  chronic  conditions.  Rectal  constriction  is 
relieved  by  the  careful  stretching  of  the  sphincters.  This  may 
be  done  by  the  finger  well  lubricated.  The  speculum  or  the 
dilator  is  too  harsh  and  the  information  regarding  the  sphinc- 
teric  relaxation  which  is  conveyed  to  the  finger  makes  this  the 
instrument  par  excellence.  This  act  relieves  the  constricted 
local  circulation,  and  greatly  reduces  the  tension  and  pain.  At 
the  same  time  it  favors  the  fecal  evacuation  and  minimizes  the 
pain  during  the  act.  I  am  confident  that  I  have  cured  many 
hemorrhoids  by  this  method  in  the  early  stages.  In  the  chronic 
stage   we  may  also  gain  something  by   rectal  dilatation  and 
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the  local  introduction  of  medication.  The  pile  pipe  or  the 
Bpeculum  may  be  necessary  as  a  means  to  this  end.  EscnluB 
cerate,  pine  tar  cerate,  aiistol  cerate,  hamamelis  cerate  and 
many  other  mild  astringents  may  be  thus  introduced  for  local 
relief.  Injections  of  rhatany,  in  mild  solution,  or  hamamelis 
may  act  both  as  astringents  and  soothing  agents.  A  favor- 
ite preacription  of  mine  is  a  suppository  containing  rhatany 
two  graiuB,  hamamelis,  two  grains,  and  eucalyptus,  one  grain. 
This  may  be  modified  in  accordance  with  the  degree  of  local 
inflammation.  Opium  suppositories,  one-quarter  grain,  may 
be  required  when  the  pain  ia  extreme,  and  applications  of  ice 
are  often  necessary  for  this  relief  and  for  the  reduction  of 
the  pile. 

Internal  remedies  in  acute  seizures  of  this  trouble  are  of 
more  value  than  ordinarily  realized.  First  in  the  list  we 
should  mention  sulphur  and  aloes.  The  former,  in  its  action 
upon  the  portal  system  through  the  liver,  gives  inestimable 
relief.  Ita  typical  symptoms  which  refer  to  the  rectal  dis- 
order may  be  defined  by  the  frequent  and  ineffectual  desire  for 
stool  which  naturally  keeps  the  sphincters  in  a  state  of  irri- 
tability. It  moreover  is  demanded  by  the  diarrheic  excite- 
ment, the  oozing  from  the  rectum  and  the  anal  itching.  I  em- 
ploy the  remedy  in  the  third  or  sixth  decimal  potency  and  I  con- 
tinue its  use  for  some  time.  Aloes  refers  to  a  rectal  inconti- 
nence and  a  high  degree  of  inflammation,  with  a  hemorrhoidal 
protrusion  which  simulates  a  bunch  of  grapes.  It  relieves  the 
portal  congestion  if  given  in  sufficient  dosage  and,  therefore, 
overcomes  the  local  distention  of  the  veins  in  the  rectal  region. 
I  give  the  second  or  third  decimal  potency,  though  it  ia  claimed 
by  others  that  the  results  are  equally  satisfactory  when  a 
higher  potency  is  used.  Esculus,  collinsonia,  hamamelis  and 
nux  vomica  are  four  other  remedies  worthy  of  careful  study 
in  these  cases.  Esculvs  is  indicated  when  a  marked  drynwa  of 
the  mucous  membrane  gives  rise  to  a  feeling  of  splinters  or 
sticks  in  the  rectum.  Prolapsus  and  constipation,  from  inac- 
tivity of  the  lower  bowel,  are  other  prominent  symptoms,  when 
it  is  demanded.  Collinsonia  is  a  remedy  which  is  required 
when  diarrhea  alternates  with  constipation  and  the  discharge 
is  bloody  or  even  dysenteric  in  character.  We  find,  in  connec- 
tion with  its  symptomatic  suggestions,  positive  evidence  of  car- 
diac insufficiency.  Portal  congestion  is  also  so  pronounced 
that  varicoae  veins  and  edema  or  dropsy  are  recognized.    Digi- 
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talis,  convallaria,  adonis,  apocynum  and  cralegua  have  a  physio- 
logic Bimilarity  to  colliosonia.  Elaierium  may  be  cousidered 
under  this  line  of  aymptomatology,  but  it  has  more  definite 
relation  with  gaBtro-intestinal  perversions.  In  one-eighth  or 
one-tenth  grain  doees  it  may  be  used  when  there  is  need  of 
prompt  evacuation. 

SaTJiamelis,  in  its  internal  action,  is  useful,  both  as  a 
hemostatic — in  heroic  doses- — and  as  a  relief  of  local  inflam- 
mation in  potency.  Nilx  vomica  goes  back  to  the  digestive 
disturbances  and  in  its  action  upon  the  unstriped  muscular 
fibres  it  aids  in  helping  the  bleeding  pile,  and  the  derangement 
of  the  colonic  mucous  membrane  as  well.  It  is  also  the  remedy 
to  employ  when  the  cause  of  hemorrhoids  is  due  to  alcoholic 
and  drug  excess,  or  to  dietetic  errors.  Bryonia,  with  its  dry 
and  hard  stools,  should  be  compared  with  nux.  Dioseorea,  hy- 
drastis,  bismuth  and  magnesia  may  also  be  suggested  in  this 
connection.  Petroleum  is  applicable  when  the  rectal  burning 
and  itching  are  marked  and  the  hard  stools  are  covered  with 
mucus.  Graphites  has  a  degree  of  usefulness  when  the  rectal 
prolapse  is  complicated  by  anal  fissures  and  the  proctitis  has 
extended  outward  until  the  surrounding  tissues  become  ex- 
coriated or  covered  with  herpetic  eruptions.  Cina,  alum, 
chamomilla  and  sulphur  may  be  compared  in  this  respect. 
Podophyllum  is  somewhat  useful  in  hemorrhoidal  conditions 
when  the  cause  arises  from  the  irritation  of  a  watery  diarrhea. 
It  is  suggested  by  the  yellow  and  offensive  stool  which  con- 
tains mucus  and  undigested  feces.  Intestinal  colic  is  also 
another  characteristic  symptom  when  this  remedy  is  called  for. 

Phytolacca  is  of  some  value  in  the  treatment  of  hemor- 
rhoids, particularly  when  the  bleeding  is  attended  by  neuralgic 
pains  in  the  rectum.  Nitric  acid  may  be  used  when  there  is  a 
low  grade  inflammation  or  the  bleeding  is  the  result  of  a  de- 
generative process.  Pulsatilla  has  an  action  upon  hemorrhoidal 
conditions  similar  to  that  of  ipecac,  mercuriua  and  sulphur. 
Aside  from  its  typical  symptoms  we  shall  find  the  pressure 
symptoms,  the  pain,  the  itching  and  the  watery  diarrhea,  all 
of  which  are  characteristic  indications  in  remedies  of  this  kind. 
Thuja  has  been  recommended  on  account  .of  the  condylomatous 
appearance  which  the  chronic  hemorrhoidal  tumors  may  as- 
sume. It  may  be  used  as  an  internal  remedy  or  applied  locally. 
Other  remedies  may  be  studied  in  accordance  with  their  symp- 
tomatic su^estions. 
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NEUROSES  OF  THE  INTESTINES. 

SECSETOSY  DlSTURftANCES. 

Hacoos  Colic — This  is  an  affection  of  the  large  intestine 
which  is  characterized  by  an  excessive  secretion  of  niucua. 
The  mucoea  does  not  manifest  distinct  pathologic  changes,  as 
the  inflammatory  process  is  not  uanally  associated,  though  some 
claim  that  this  is  possible.  As  a  neurosis  it  represents  onlj  an 
increase  of  catarrhal  exudate  from  functional  excitement.  The 
majority  of  cases  are  found  in  nervous  women  and  mechanical 
irritation,  like  horseback  riding  is  supposed  to  excite  the  con- 
dition. 

SymptomB. — At  various  intervals  the  stools  will  contain 
an  abundance  of  mvcus,  which  is  usually  ribbon-like  in  char- 
acter ;  in  rare  instances  casts  have  been  expelled  and  the  ejecta 
contains  much  turbid  substance.  Colicky  pains  and  tenesmus 
usually  prevail  and  obstinate  constipation  often  existe.  The 
symptoms  have  a  tendency  to  appear  in  paroxysms  which  in 
some  cases  may  last  a  week  or  longer.  It  may  assume  a  chronic 
course  if  the  nen^ous  cause  continues.  The  diagnosis  will  be 
made  by  the  luicmsrojiin  examination  of  the  ejecta  plus  the 
symptoms  outlined.     The  prognosis  is  usually  favorable. 


SENSORY  DISTURBANCES. 

Entaralfla. — This  is  a  neuralgia  of  the  intestines  due  to 

some  reflex  neurosis  which  may  arise  in  connection  with 
hysteria,  the  neurasthenic  state  or  as  the  result  of  some  direct 
nerve  irritation.  The  etiology  naturally  goes  back  to  such  con- 
ditions as  irritation  from  pelvic  causes,  or  the  excitement  of 
nerve  filaments  when  the  intestinal  mucosa  is  disturbed  by  for- 
eign bodies  like  gallstones,  enteroliths  and  gaseous  distentions. 
Oxaluria  may  also  be  regarded  as  a  factor.  Local  congestions 
which  are  due  to  the  sudden  attacks  of  cold,  gouty  conditions 
or  motor  excitement  of  the  intestinal  muscles  which  produce 
colic  may  also  be  reckoned  as  etiologic  factors.  Nerve  shock 
or  any  sudden  excitement  may  be  prolific  causes  of  this  trouble. 
Symptoms. — A  sudden  attack  of  intestinal  colic  is  the 
typical  description  of  enteralgia.  Some  cases  develop  slowly 
and  gaseous  eructations,  flatus  and  abdominal  tension  precede 
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the  paroxysm  of  pain.  When  the  painful  sensations  reach  a 
crisis,  the  patient  will  assume  a  doubled-np  position  which  is 
so  characteristic  of  true  colic.  The  pain  is  deep-seated,  boring, 
tearing  or  cutting  in  character.  It  may  be  circumscribed  or 
diffuse  and  the  attack  will  subside  as  suddenly  as  it  came  or  by 
degrees.  A  recurrence  is  common  in  the  majority  of  cases.  A 
form  of  enteralgia,  in  which  the  hemorrhoidal  nerve  plexus  ia 
involved,  is  termed  hypogastric  neuralgia,  and  we  may  find 
this  in  hysterical  patients;  it  is  also  an  occasional  symptom 
of  tabes  dorsalis.  The  symptomatology  is  characterized  by  a 
distressing  pressure  sensation  in  the  rectum  and  bladder,  white 
the  urination  and  defecation  are  performed  with  difficulty, 
despite  frequent  urging.  The  pain  will  radiate  down  the 
thighs,  simulating,  to  a  great  extent,  the  acute  form  of  sciatica. 
Diagnosis. — Neurotic  enteralgia  must  he  differentiated 
from  the  colic  which  arises  from  some  organic  disease.  In  the 
latter,  aside  from  the  pathologic  perversion,  we  shall  find, 
invariably,  fever,  vomiting,  constipation  or  diarrhea  and 
increase  of  pain  from  the  slightest  pressure.  Renal  colic  has 
pain  which  starts  in  the  lumbar  region  and  is  reflected  down  the 
course  of  the  ureters ;  the  presence  of  blood  in  the  urine  will  be 
a  very  suf^estive  symptom.  Hepatic  colic  will  be  defined  by 
jaundice,  other  symptoms  of  liver  disturbance,  and  also  by 
the  location  of  the  pain.  Myalgia  and  the  pains  which  are  often 
called  rheumatic  will  be  distinguished  by  their  Individual  pe- 
culiarities and  the  causes  which  develop  them. 

Decreased  intestinal  sensibility  is  recognized  by  the  consti- 
pation which  is  caused  by  diminished  peristalsis.  The  anes- 
thesia may  reach  such  a  degree  that  the  desire  for  stool  is  not 
appreciated  and  the  accumulation  of  feces  in  the  rectum  may  be 
enormous.  In  reality  this  is  a  symptom  which  attends  brain  or 
cord  diseases  and  is  a  possible  sequence  following  a  prolonged  or 
exhausting  attack  of  nervous  prostration.  The  intestinal  atony 
is  liable  to  reach  a  stage  in  which  mechanical  removal  of  the 
feces  is  necessary. 


DISTUBBANCES  OF  MOTILITY. 

Nervous  diarrhea  may  follow  from  the  excitement  of  the 
motor  nen'es  supplying  the  intestinal  muscles.  This  may  be 
due  to  reflex  irritation  or  it  may  arise  from  disease  of  the 
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central  nervous  Bystem.  Neuraathenia,  listeria  and  other 
forms  of  mental  disturbance  must  be  counted  as  predispoaing 
factors,  and  it  is  an  occurrence  wliicli  may  be  noticed  in  pa- 
tients who  are  endowed  with  highly  Bensitive  nervous  systems. 
Emotional  excitement  is  often  a  cause. 

Symptoms. — The  stools  are  frequent,  though  not  always 
of  diarrheio  character.  Neither  mucus,  blood  or  pus  are  found 
in  the  feces.  In  fact,  there  is  nothing  in  the  character  of 
the  dejecta  to  indicate  any  disease  of  the  intestine.  During  any 
excitement  of  the  nervous  system  the  stools  are  copious  and 
frequent  and  these  evacuations  occur  most  frequently  during 
the  early  morning  hours.  With  all  of  this  apparent  waste  there 
will  be  slight  evidence  of  nutritional  impairment.  Organic  dis- 
eases of  the  bowel  will  be  easily  eliminated  by  careful  study. 

Enterospasm  occurs  as  the  result  of  a  spasm  of  both  the 
longitudinal  and  circular  fibres  of  the  intestine.  It  may  be  bo 
complete  as  to  temporarily  simulate  bowel  obstruction.  In 
other  instances  the  spasm  may  be  only  suf&cient  to  create  a 
compression  of  the  feces  so  that  they  assunae  a  ribbon-like  form. 
The  rectum  also  may  be  affected,  with  the  result  that  a  procto- 
spasm  internipta  the  expulsive  act  sufficiently  to  obstruct  the 
free  passage  of  feces.  The  causes  observed  under  enteralgia 
are  the  provocative  influences  and  the  diagnosis  must  exclude 
organic  diseases  which  give  similar  sjTnptoms.  We  must  also 
differentiate  the  constipation  which  may  be  traced  to  a  more 
direct  neurosis  or  a  paralysis  from  central  lesions. 

Traalment.^ — In  the  treatment  of  intestinal  neuroses  the 
nervous  derangement  will  require  first  attention  and  the  treat- 
ment in  this  respect  will  conform  to  that  already  outlined 
in  separate  chapters.  Dietetic  corrections  will  often  be  re- 
quired and  the  patient  must  be  treated  in  accordance  with  the 
accepted  general  management  of  the  neurasthenic  state.  In  the 
secretory  neuroses  some  help  may  be  obtained  by  the  local  use 
of  enemas.  The  normal  saline,  with  a  few  drops  of  pepper- 
mint added,  may  give  temporary  relief,  when  colic  and  gaseous 
distention  are  distressing.  Remedies,  and  possibly  mild  chola- 
goguea,  which  restore  a  normal  amount  of  bile  to  the  intestine, 
will  not  only  overcome  the  abnormal  secretions,  but,  by  re- 
moving a  possible  irritating  fecal  mass,  will  relieve  the  in- 
testinal colic.  In  rare  cases  it  may  be  necessary  to  resort  to 
opiates.     These  will  be  required  mostly  for  the  enteralgia  or 
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the  hypogastric  neuralgia.  A  rectal  suppository  containiog 
one-fourth  grain  of  opium  is  the  best  method  for  this  pur- 
pose. Codein,  internally  administered  in  one-eighth  or  one- 
quarter  grain  doeee,  is  the  best  antispasmodic  remedy.  In  many 
cases  a  hypnotic  will  be  more  serviceable  than  an  opiate. 

During  an  attack  of  enteralgia  some  relief  may  be  ob- 
tained by  hot  applications  to  the  abdomen  or  a  hot  bath. 
Colocynth  will  often  be  indicated  and  when  it  is  given  at  suffi- 
ciently frequent  intervals,  it  may  abort  the  worst  spasms. 
Dioscorea,  belladonna  and  chamomilla  are  often  indicated  and 
the  sedative  influence  of  cajnphor,  veratrum  alb.  and  cuprum 
ars.  may  be  demanded.  In  a  certain  class  of  neurotic  cases  we 
shall  And  classical  indications  for  nux  vomica,  ignatia,  pkysos- 
iigma  and  conium. 

Qelsemium,  cimicifuga,  jmlsatilla  and  caulophylium  will 
meet  another  train  of  symptoms  in  neurasthenic  and  hysteric 
females,  while  such  remedies  as  pluTnbum  aceticum,  phos.  add, 
kali  phos.  and  zinc  pic.,  are  indicated  in  a  debilitated  condition 
of  the  nervous  system.  Alumina  should  be  prescribed  when 
symptoms  resembling  lead  colic  appear,  as  in  many  cases  we 
shall  find  this  simulation.  Platina  may  also  be  compared  in 
this  respect.  Cinchona  is  efficient  when  malaria,  sexual  ex- 
cesses or  other  debilitating  factors  are  fundamental.  Coffea, 
hyoseyamus,  agartcin  and  anacardium  will  cover  the  more  pro- 
nounced excitement  of  neurasthenia  and  hysteria,  while  mag- 
nesia phoa.,  silicea  and  carbo  veg.  will  often  relieve  the  colic 
which  is  due  to  flatus. 

The  complications  and  sequelae  are  quite  numerous.  Ob- 
struction of  the  bowel  often  exists  as  a  result  of  a  constriction 
produced  by  the  adhesions  formed  by  the  attending  peritonitis. 
Hepatic  abscess  is  an  occasional  complication  which  follows 
a  pylephlebitis  due  to  thrombosis  or  embolism.  The  diaphragm 
may  be  perforated  to  the  extent  that  pleural  empyema  and 
pyoperieardium  result.  It  is  also  possible  that  the  brain  and 
other  tissues  may  be  the  seat  of  metastatic  abscesses.  Peea!, 
vesical  and  umbilical  flstulae  are  not  uncommon  results  when 
the  abscess  has  penetrated  these  parts.  Appendicitis  may  in- 
volve a  hernial  sac  and  fatal  hemorrhage  has  occurred  from 
the  necrosis  of  an  artery. 
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APPENDICITIS. 

This  term,  which  refers  to  inflammation  of  the  appeudix, 
also  covers  those  terms  formerly  much  used,  typhlitis  ami 
perityphlitis.  The  latter  two  refer  to  iuflammatioo  of  the 
cecum,  hut  we  now  know  that  it  is  the  appendix,  and  only 
rarely  the  cecum  alone,  which  is  involved. 

Anatomy. — The  appendix  is  attached  to  the  cecum  and 
''is  a  functionlesB  relic  of  a  large  ancestral  cecum."  It  is 
normally  about  one-fourth  of  an  inch  in  diameter  and  varies 
in  length  from  one  to  nine  inches.  Lying  in  the  right  iliac 
fossa  it  may  extend  downward  over  the  pelvic  brim,  point 
toward  the  spleen  or  extend  upward  toward  the  liver,  behind 
the  ascending  colon.  These  are  the  most  common  positions 
in  which  it  is  found,  but  it  may  be  discovered  in  other  regions. 
It  is  composed,  from  within  outward,  of  a  mucous,  submucous, 
muscular  and  peritoneal  coat  and  contains  much  lymphoid  tis- 
sue. Its  opening  into  the  cecum  is  guarded  by  a  fold  of  mu- 
cous membrane  known  as  the  valve  of  Gerlach.  It  has  a  short 
mesentery  coming  from  that  of  the  ileum  between  the  layers 
of  which  runs  a  small  artery — the  appendicular.  The  inflam- 
mation probably  always  begins  in  the  appendicular  mucous 
membrane. 

Etiolo^. — Primarily  appendicitis  is  due  to  bacterial  in- 
vasion of  its  mucosa,  the  most  common  micro-organism  being 
the  bacillus  coli  communis,  and  le^s  commonly  and  usually 
associated  with  the  former  the  streptococcus,  staphylococcus  and 
proteus  vulgaris.  Also  the  bacillus  of  typhoid  and  that  of 
influenza  may  be  the  invading  micro-organism.  The  predispos- 
ing factors  are  fecal  concretions  and  foreign  bodies,  the  former 
being  very  common,  the  latter  much  less  frequently  found,  in 
one  series  of  1,400  cases  reported  by  J.  T-  Mitchell  being  only 
7  per  cent. 

The  anatomy  of  the  appendix  also  predisposes  to  inflam- 
mation of  that  organ.  The  outlet  from  it,  guarded  by  the 
valve  of  Gerlach,  favors  retention  of  fecal  matter,  foreign  bodies 
and  bacteria,  thus  favoring  irritation  and  the  development  of 
the  bacteria  within  its  cavity.  Constipation  and  errors  in  diet 
are  therefore  important  factors  predisposing  to  appendicitis. 
Violent  exertion  may  cause  irritation  of  the  appendix.  Age 
is  also  a  prominent  factor,  yonng  adults  being  most  frequently 
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afflioted  with  this  disease.  Sex  likewise  plays  a  part  in  appen- 
dicitis, men  being  affected  oftener  than  women  in  the  ratio  of 
six  to  one.  One  attack  of  appendicitis  greatly  predisposes  to 
subsequent  attacks. 

Path^Iofy, — The  following  forms  of  appendicitis  are  dif- 
ferentiated by  the  pathology  rather  than  by  the  symptomatol- 
ogy: (1)  Catarrhal  appendicitis;  (2)  suppurative  appendi- 
citis; (3)  obliterating  appendicitis. 

Catarrhal  appendicitis  is  characterized  by  inflammation 
of  the  mucosa,  which  becomes  swollen,  narrowing  the  lumen  of 
the  tube.  The  mucosa  is  not  destroyed.  Suppurative  appen- 
dicitis refers  to  a  destniotive  inflammation  of  the  mucosa  with 
the  development  of  pus.  Should  this  process  result  in  sneh 
destruction  that  the  lumen  be  destroyed  and  obliterated,  it  is 
called  obliterating  appendicitis.  If  the  peritoneal  covering  is 
involved  in  the  inflammatory  invasion  it  is  known  as  periap- 
pendicitis. If  abscess  results  outside  of  the  appendix  it  is 
designated  periappendicular  abscess.  The  first  three  forms  are 
differentiated  by  the  degree  of  inflammation  and  pathologic 
change,  rather  than  by  the  symptomatology. 

Symptoms. — These  we  shall  study  in  the  order  of  their 
importance,  constancy  and  sequence. 

Pain.  This  is  usually  the  first  complaint  of  a  patient 
suffering  with  appendicitis  and  should  always  lead  to  careful 
study  of  the  case.  At  first  somewhat  diffuse  over  the  abdomen, 
and  often  described  as  "belly-ache,"  it  later  becomes  most 
marked  in  the  right  inguinal  region.  It  is  colicky  and  inter- 
mittent in  character.  Very  often  the  pain  is  most  intense  in 
the  epigastric  region  and  has*  often  led  to  a  diagnosis  of  gas- 
tritis, biliary  colic  and  renal  colic.  If,  however,  palpation  is 
made  over  the  appendix  the  real  origin  of  the  pain  becomes 
apparent.  In  some  cases  the  pain  is  referred  to  the  groin,  the 
thigh  and  the  testicles,  giving  rise  to  confusion  in  diagnosis. 
Sudden  cessation  of  the  pain  is  of  serious  import  and  signifies 
rupture  of  the  appendix,  beginning  gangrene  of  that  organ, 
rupture  of  a  periappendicular  abscess  or  beginning  generalized 
peritonitis.  The  degree  of  pain  bears  no  relation  to  the  degree 
of  involvement  of  the  appendix ;  many  cases  with  trifling  pain 
have,  at  operation,  been  found  to  have  a  suppnrating  or  gan- 
grenous appendix.  For  this  reason  one  should  never  make 
light  of  a  case  of  appendicitis. 
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Naueea  and  Vomiting.  These  are  almost  as  conBtaat 
symptoDiB  of  appendicitis  as  is  pain.  Nausea  usually  comes 
on  early  and  lasts  only  a  few  hours.  Pressure  over  the  ap- 
pendix may  develop  it.  Vomiting  at  first  depends  iipon  the 
amount  of  gastric  contents,  and  is  sudden  and  forcible ;  should 
perforation  and  peritonitis  occur  it  is  more  of  a  regurgita- 
tion and  stercoraceous  in  character. 

Fever.  This  may  develop  shortly  after  the  onset  of  the 
disease  and  varies  in  character.  Like  pain,  it  is  not  a  reliable 
indicator  of  the  severity  of  the  attack;  it  ranges  from  99° 
to  104°  F.  A  sudden  drop  in  temperature  with  an  increase 
in  the  pulse  rate  usually  indicates  perforation.  After  the 
onset  the  temperature  curve  is  of  the  septic  type.  The  pulse 
increases  in  proportion  to  the  temperature.  When  perforation 
and  peritonitis  develop  it  becomes  rapid,  thready  and  of  omi- 
nous import. 

Tendemeas  and  Rigidity.  Soon  after  the  onset  tender- 
ness and  rigidity,  the  latter  determined  by  palpation,  are  well 
marked  signs.  The  former  is  often  so  marked  that  the  patient 
can  not  tolerate  the  weight  of  the  bed  clothes  on  the  abdomen. 
At  first  diffuse  it  later  becomes  localized  over  the  appendix 
and  is  a  very  valuable  sign.  Rigidity  is  also  at  first  some- 
what diffused,  but  later  is  much  increased  in  the  right  rectus 
abdominis.  The  whole  abdomen  is  at  first  tympanitic  and 
hard,  later  this  is  most  noticeable  over  the  lower  half  of  the 
right  rectus.  Commonly  the  patient  lies  "with  the  right  thigh 
flexed  upon  the  abdomen,  in  order  to  relax  the  tension  of  the 
rectus  and  thus  gain  some  relief  from  pain.  These  signs  are 
valuable  in  making  the  diagnosis.  In  connection  with  the 
foregoing  symptoms  frequency  of  micturition  is  often  noted 
in  this  disease. 

Physical  Silns. — Inspection  reveals  much  of  value  in  ap- 
pendicitis. The  patient's  face  is  usually  pallid,  anxious 
and  expressive  of  intense  suffering.  We  may  also  note  the 
distended  abdomen  and  the  flexion  of  the  thigh  on  the  abdo- 
men. Palpation  confirms  the  tympany  noted  by  inspection 
and  discloses  the  rigid  right  rectus  abdominis  and  tenderness. 
If  the  appendix  is  greatly  distended  and  near  the  surface  it  may 
be  palpated ;  if  an  abscess  has  formed  It  may  also  be  recognized 
by  palpation.  To  properly  practice  this  the  warmed  hand 
should  be  gently  laid  upon  the  abdomen  away  from  the  ap- 
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pendiz,  and,  the  patient's  attention  being  diverted  from  this 
procedare,  the  whole  palm  gently  pressed  over  the  different 
rc^ons,  the  fingers  making  deep  pressure  to  recognize  the  vari- 
ouB  organs.  The  right  hand  should  be  used  in  palpating  the 
left  side  and  the  left  hand  on  the  right  side.  Peraisnon  dis- 
closes also  the  tenderness,  tympany  and  by  a  dull  note  the  pres- 
ence of  any  periappendicular  abeceas. 

Levkocytoais  is  often  present  in  appendicitis,  the  nmnber 
of  white  cells  varying  from  18,000  to  25,000.  Cases  are  met 
with  in  which  the  blood-findings  are  negative.  When  leuko- 
cytosis is  present  it  usually  indicates  the  severity  of  the  in- 
fection and  is  generally  an  unfavorable  sign.  Its  absence^  how- 
ever, does  not  necessarily  signify  a  favorable  outcome,  as  this 
may  indicate  a  loss  of  recuperative  power.  The  presence  of 
leukocytosis  is  of  value  in  differentiating  appendicitis  from 
typhoid  fever. 

Diagnosis. — In  typical  cases  the  diagnosis  will  not  be 
difficult.  A  careful  study  of  the  symptoms  described  and 
their  relation  ia  of  great  value  in  making  the  diagnosis.  Sud- 
den pain,  nausea  and  vomiting,  localized  tenderness  and  rigid- 
ity of  the  right  rectus  characterize  the  average  case.  A  tumor 
near  McBumey's  point  is  quite  often  an  early  or  a  developing 
symptom.  The  difficulty  of  decision  will  come  when  these 
features  are  not  clearly  defined,  which  is  not  an  uncommon 
occurrence.  Inasmuch,  however,  as  the  base  of  the  appendix 
is  fixed  it  is  generally  possible  to  discover  local  tendemeBS 
at  or  very  near  the  McBurney  point.  A  most  careful  exam- 
ination is  required  in  each  case  and  for  that  reason  an  anes- 
thetic will  be  of  great  assistance  in  overcoming  the  rigidity 
of  the  abdominal  wall.  Digital  examination  through  the  rec- 
tum or  vagina  will  often  give  valuable  information.  The 
fever,  vomiting,  constipation  or  diarrhea  will  help  to  con- 
firm the  decision. 

Differential  diagnosis  must  be  exercised  with  great  care. 
Intestinal  obstruction  will  cause  the  most  frequent  confusion. 
Its  characteristic  symptoms,  if  studied  carefully,  will  show 
a  decided  difference.  Fever  will  not  be  a  symptom  unless  peri- 
tonitis takes  place;  the  pain  is  more  intermittent  and  less 
liable  to  be  located  in  the  right  iliac  fossa.  The  constipation 
is  complete  and  fiatus  is  not  passed.  The  vomiting  is  persist- 
ent and  becomes  st^rcoraceous.     Shock  and  collapse  often  char- 
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acterize  the  early  aTmptoms,  and  the  abdominal  distention  is 
quite  general.  Intiissusception  may  be  found  in  younger 
adults  and  children;  bloody  bowel  discharges  are  common  and 
a  tumor  may  be  felt  by  abdominal  and  rectal  examination. 
Malignant  growths,  with  the  exception  of  cecal  cancer,  are 
usually  located  on  the  left  side  and  display  a  slower  course 
of  development,  A  careful  consideration  of  the  symptoms  and 
characteristics  of  intestinal  obstruction  should  be  entertained 
in  order  to  make  a  safe  differentiation.  Qall-stone  colic,  though 
presenting  diffuse  abdominal  paiu  at  first,  will  later  give  rise 
to  a  paroxysmal  pain  with  greatest  intensity  in  the  vicinity 
of  the  gall-bladder ;  it  may  later  be  reflected  toward  the  right 
shoulder.  In  this  disease  rigidity  of  the  upper  half  of  the  right 
rectus  is  in  contrast  with  that  of  the  lower  half  in  appendicitis. 
Signs  of  hepatic  disturbance  will  be  detected,  and  in  case  of  dis- 
tention a  superficial,  mobile  and  pear-shaped  tumor  may  be  dis- 
covered in  the  region  of  the  gall-bladder.  Confusion  will 
exist  when  the  appendiceal  tumor  extends  upward  to  a  region 
near  the  gall-bladder. 

Digestive  disturbances  may  be  mistaken  for  appendicitis, 
though  the  greater  error  occurs  when  the  latter  is  mistaken 
for  the  former.  In  these  instances  the  vomiting  is  often  a 
deceptive  symptom  bnt  we  shall  rarely  discover  fixed  pain, 
tenderness  or  a  tumor  in  the  appendicular  region.  Entero- 
colitis will  have  the  additional  symptom  of  diarrhea  and  mu- 
cous stools  which  arc  not  frequent  features  of  appendicitis. 
The  simulating  signs  of  jitomaine  poisoning  may  generally  be 
traced  to  some  dietetic  error. 

Renal  colic  is  defined  by  a  pain  which  radiates  from  the 
lumbar  region  to  the  groin  and  testicle.  Hematuria  is  gener- 
ally present  but  fever  is  not  a  common  symptom.  A  floating 
kidney  presents  a  movable  tumor  and  relief  is  obtained  when 
it  is  returned  to  its  normal  position.  Pyonephrosis  ia  detected 
by  renal  tenderness  and  the  presence  of  pus  in  flie  urine.  Para- 
nephritic abscess  can  not  always  be  differentiated;  it  is  char- 
acterized by  a  pain  similar  to  renal  colic,  though  it  may  be 
occasioned  by  a  suppurating  perityphlitis  when  the  inflamed 
appendix  is  located  posterior  to  the  colon.  An  exploratory 
incision  will  l)e  necessary  to  confirm  a  diagnosis. 

Lobar  pneumonia  sometimes  presents  symptoms  similar 
to  those  of  acute  appendicitis  and  will  be  differentiated  by 
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carefully  studying  the  case  and  especially  by  a  thorough  physi- 
cal and  sputum  examination.  As  the  case  pr(^reasea  the 
differentiation  becomes  more  evident. 

Pelvic  diseases  of  women  will  often  be  confused  with 
appendicitis,  particularly  when  the  appendix  is  located  in  the 
pelvic  fossa.  Kigbt  ovaritis  will  present  many  simulating 
symptoms  but  the  tenderness  and  pain  are  less  severe  and 
uterine  disturbances  are  always  present.  A  suppurating  ova- 
rian cyst  has  a  gradual  onset,  and  the  pain  is  of  a  dull  charac- 
ter.    Pelvic  abscess  may  be  detected  by  vaginal  examination. 

Extra-uterine  pregnancy  presents  a  history  of  menstmal 
irregularity  and  there  may  be  decidual  fragments  in  the  hem- 
orrhage. Should  rupture  occur  it  will  be  attended  by  marked 
collapse  on  account  of  the  hemorrhage  and  shock.  The  tem- 
perature then  is  subnormal  and  the  local  findings  will  be  located 
lower  in  the  pelvic  region.  Tuberculous  peritonitis  will  be 
differentiated  by  the  gradual  development  of  the  pain,  tender- 
ness and  fever,  ascites  and  the  absence  of  a  right  inguinal 
tumor.  It  is  more  gradual  in  its  onset  and  the  appearance  of 
the  patient  indicates  the  profound  toxemia. 

Typhoid  fever  occasionally  resembles  appendicitis  when 
the  pain  in  the  latter  is  not  excessive  and  diarrhea  attends. 
The  right  iliac  tenderness  and  the  tympany  are  certainly  con- 
fusing but  the  gradual  development  of  the  s^'mptoms,  the  tem- 
perature curve,  the  rose  spots,  the  peculiar  delirium  and  Widal's 
test  should  settle  this  doubt.  In  case  of  early  perforation  the 
difficulty  of  diagnosis  will  be  increased.  Appendicular  colic 
or  neuralgia  of  the  right  iliac  fossa  is  often  a  confusing  con- 
dition but  the  inflammatory  symptoms  of  appendicitis  are 
not  present.  The  pain  in  these  cases  has  been  ascribed  to  a 
peristaltic  contraction  of  the  appendix. 

Prognosis. — It  is  not  possible  to  look  upon  this  disease 
except  with  concern.  The  doubt  in  diagnosis,  and  the  delay  in 
heroic  treatment,  make  the  prognosis  decidedly  unfavorable. 
Everything  depends  upon  the  pathologic  condition.  Suppu- 
ration is  always  dangerous  and  perforation  is  attended  with 
high  mortality.  If  surgical  aid  is  promptly  summoned  and 
if  a  perfect  operation  is  performed,  the  large  majority  of 
cases  recover.  The  improvement  in  surgical  technique  has 
made  the  operative  procedure  a  safe  undertaking. 

Chronic  appendicitis  is  liable  to  be  the  sequela  of  an  acute 
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attack  and  it  is  a  constant  menace  to  the  patient.  It  may  be 
manifest  through  a  sense  of  discomfort  in  the  cecal  region  or 
it  may  partake  of  a  more  general  disturbance  of  the  intes- 
tinal tract.  Fecal  impaction  may  result  from  peristaltic  im- 
pairment The  pain  is  subacute  in  character  and  may,  .at 
times,  show  signs  of  exacerbation  which  resemble  somewhat 
the  acut«  attack.  Fever  is  rarely  hi^  but  the  depreciating 
effects  are  shown  in  the  gradual  loss  of  nutrition  and  the  fail- 
ing general  health.  The  patient  becomes  emaciated,  neuras- 
thenic and  hypochondriacal.  Many  patients  with  chronic  gas- 
tric derangement  really  have  chronic  appendicitis. 

Traatment. — ^It  seems  almost  unnecessary  to  speak  of  the 
medical  treatment  of  this  disease  for  in  that  respect  we  have 
no'  known  method  which  we  may  consider  safe  or  sure.  It  is 
per  se  a  surgical  disease  and  demands  the  attention  and  service 
of  a  competent  surgeon  from  the  very  incipieney.  For  that 
reason  any  extended  discussion  in  this  respect  is  uncalled  for 
in  a  medical  treatise.  It  is  as  important  to  know  when  to 
operate  as  how  to  operate,"  and  any  interference  by  a  non- 
experienced  surgeon  will  endanger  the  life  of  the  patient. 
Palliation  should  not  be  encouraged  for  the  greatest  danger 
is  in  delay.  Too  many  practicians,  having  a  mortal  fear  of 
operation,  and  placing  too  much  faith  in  their  remedies,  per- 
mit the  case  to  reach  a  stage  in  which  operative  interference 
fails  to  save  life.  It  is  this  neglect  which  causes  so  many  un- 
favorable operations,  and  more  than  this  it  leads  to  unfortu- 
nate discussions  regarding  operative  procedure.  When  the 
surgeon  is  called  too  late  it  naturally  creates  an  unfavorable 
opinion  among  the  laity  regarding  the  surgical  possibilities. 

It  will  be  necessary,  however,  for  the  physician  to  be 
competent  in  making  a  diagnosis  and  to  have  a  thorough  knowl- 
edge as  to  the  management  of  the  case  while  waiting  for  the 
surgeon.  This  will  comprehend  a  perfect  understanding  as 
to  the  use  of  remedies  and  other  adjuvants  in  inflammatory 
conditions.  It  is  claimed  by  good  authorities  that  it  is  safe 
to  defer  an  operation  in  the  first  attack  when  the  cardinal 
symptoms  subside  in  the  course  of  twenty-four  or  forty-eight 
hours.  The  wise  physician,  however,  will  leave  this  decision 
to  the  competent  surgeon,  who  certainly  will  not  operate  with 
undue  baste  unless  the  emei^ncy  demands  it.  The  unfor- 
tunate tendency  of  some  physicians  to  resort  to  cathartics  or 
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abdominal  manipulation — thinking  it  may  be  a  case  of  fecat 
impaction — deserves  the  severest  censure. 

The  first  requirement  is  absolute  rest  in  bed,  and  this 
means  a  complete  rest  for  the  inflamed  part.  To  accomplish 
this  both  the  mind  and  bod;  of  the  patient  must  asenme  a 
state  of  absolute  repose.  To  ohtain  complete  rest  for  the  in- 
testines food  should  be  absolutely  suspended  imtil  the  inflam- 
matory danger  is  passed.  That  there  are  non-operative  cases 
we  can  not  deny,  but  it  is  my  contention  that  the  surgeon  alone 
is  competent  to  decide  as  to  these  exceptions.  In  this  respect 
I  refer  to  the  surgeon  who  is  both  capable  and  conscientious. 
Opium  is  a  remedy  which  not  only  relieves  pain  but  secures 
a  certain  amount  of  intestinal  rest.  It  may  have  a  sphere  of 
usefulness  in  appendicitis,  but  its  greatest  danger  is  due  to 
the  fact  that  it  may  mask  the  cardinal  aymptoma  and  at  the 
same  time  create  unfavorable  and  annoying  reactions,  in  peris- 
taltic activity.  For  that  reason  it  is  doubtful  if  it  has  any 
place  in  the  treatment  of  this  disease. 

The  best  thesis  which  covers  this  question  of  intestinal 
rest  particularly  referring  to  dietetic  conditions  has  been  writ- 
ten by  Dr.  A.  J.  Ochsner.  I  take  the  liberty  in  making  free 
quotations  in  the  following  paragraphs:  "First,  the  anatom- 
ical location  of  the  appendix  is  such  as  to  make  its  elimina- 
tion from  ilie  general  abdominal  cavity  comparatively  easy, 
provided  the  surrounding  structures  remain  at  rest  for  a  time." 
"Second,  under  a  oondition  of  rest  the  most  important  physi- 
ologic function  of  the  surrounding  structures  (the  cecum,  the 
omentum  and  the  small  intestines)  consists  in  surrounding  any 
diseased  or  injured  organ.  In  case  the  appendix  is  in  a  con- 
dition of  inflammation  the  surrounding  structures  will  at  once 
crowd  about  this  organ  and  form  a  perfect  barrier  against 
the  introduction  of  septic  material  into  the  general  peritoneal 
cavity.  It  seems  to  be  the  especial  physiological  business  of 
the  omentum  to  stand  guard  over  the  various  intra-abdominal 
organs,  to  surround  them  and  to  protect  the  other  organs 
against  infection  in  case  of  any  such  danger.  In  the  same 
manner  it  seems  to  be  the  function  of  the  small  intestines  to 
enforce  the  efforts  of  the  omentum  by  applying  themselves  to 
the  latter  on  every  suitable  occasion.  The  condition  obtained 
in  this  manner  is,  of  course,  most  favorable  because  if  it  is 
not  disturbed  the  worst  possible  result  will  be  a  circumscribed 
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The  author  then  goes  on  to  apeak  of  the  physiologic  ^r- 
version  of  thia  natural  support  in  case  food  is  takoa  into  the 
stomach  inasmuch  as  this  excites  a  continuous  peristaltic  action 
of  the  small  intestines.  This  of  course  overcomes  the  omental 
protection  against  infection  of  the  general  peritoneal  cavity 
and  favors  the  distribution  of  septic  material.  He  argues 
that  the  patient  naturally  objects  to  taking  food  as  it  not  only 
disturbs  the  stomach  hut  excites  peristaltic  motion  of  the  small 
int^tine.  Another  disturbance  from  food  introduction  is  ex- 
perienoed  in  the  formation  of  gas  in  the  stomach  and  intes- 
tine. This  must  be  expelled  through  the  esophagus  or  it  must 
pass  into  the  colon  throtigh  the  ileo-cecal  valve  and  thus  cause 
severe  disturbance  in  the  inflamed  appendix.  He,  therefore, 
concludes  that  the  only  non-operative  treatment  must  be  of  a 
character  to  secure  absolute  rest  of  intestinal  function  and 
action.  This  he  regards  as  the  only  way  we  can  aid  nature 
to  care  for  an  inflamed  part  except  to  remove  the  offending 
cause  of  trouble.  To  accomplish  this  there  must  be  a  com- 
plete suspension  of  all  food  by  the  mouth.  No  exception  is 
made  to  liquid  or  prepared  foods.  This  is  certainly  a  more 
natural  method  of  reducing  peristalsis  than  by  opiates. 

To  overcome  the  patient's  exhaustion  the  author  advises 
the  administration  of  non-irritating  nutrient  enemata  every 
three  to  six  hours  and  these  should  not  exceed  four  ounces 
at  a  time.  Water  may  be  taken  by  the  mouth  but  in  case 
this  causes  gastric  or  intestinal  excitement  it  must  be  given 
by  enemata.  He  also  advises  gastric  lavage  in  case  there  is 
any  sign  of  stomach  disturbance,  fearing,  of  course,  that  this 
irritation  may  reach  the  intestine.  It  is  apparent  that  ve 
have  no  better  suggestions  than  the  above  for  cases  in  which, 
for  any  reason,  operation  is  not  permitted. 

Under  the  subject  of  treatment  it  is  probably  permissible 
to  use  local  measures  to  relieve  pain.  The  ice  bag,  if  prop- 
erly suspended,  will  he  a  valuable  agent  in  this  respect.  It 
is  possible  also  to  obtain  a  similar  relief  through  the  aid  of 
leeches  and  mild  counter-irritants.  It  will  also  require  the 
service  of  a  physician  to  watch  the  stage  of  convalescence  as 
the  return  to  a  solid  diet  and  normal  activity  is  a  critical  un- 
dertaking. 

Internal  remedies  will  always  be  of  service  and  must  be 
employed  in  accordance  with  the  indications,  but  we  mtist  not 
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relj  upon  these  alone.  Belladonna,  aconite,  bryonia,  baptisia, 
echinacea  and  rkua  tox  will  often  meet  the  febrile  symptoms 
of  the  early  stagea.  MeTCunus  corr.,  hepar  sulphur,  ailicea 
and  arsenicum  iodid  must  be  considered  as  the  inflammatory 
exudate  develops. 


DISEASES  OF  THE  LIVER  AND  BILE  TRACT. 
ABNOBHALITIES  IN  SHAPE  AND  POSITION. 

Altered  Shape.^MalformationB  of  the  liver  have  a  con- 
genital cause ;  they  may  exist  as  the  result  of  disease  or  they 
may  be  due  to  pressure.  The  congenital  class  is  associated 
with  other  imperfections  of  physical  formation  and  develop- 
ment. The  abnonnality  which  follows  the  course  of  a  disease 
is  the  sequence  of  a  pathologic  change  and  those  which  are 
secondary  to  a  prolonged  pressure  are  dependent  upon  external 
conditions.  An  example  of  the  latter  class  may  be  observed 
in  the  so-called  "corset  liver."  In  this  the  right  lobe  is  often 
divided  by  a  transverse  furrow  while  the  lower  part  ia  atro- 
phied by  the  continued  pressure.  The  fibrous  increase  may 
become  so  pronounced  that  the  normal  parenchyma  ia  sup- 
planted by  connective  tissue. 

The  change  in  structure  may  cause  confusion  in  physical 
examination  and  the  clinical  symptoms  are  rarely  suggestive. 
A  sense  of  pressure  or  weight  is  some  times  a  complaint  and 
pain  may  be  experienced  in  case  the  peritoneum  is  irritated. 
The  obstruction  to  the  exit  of  bile  may  cause  reflex  gastric 
disturbance  or  favor  the  formation  of  gall-stones.  In  case 
of  venous  stasis  there  may  be  temporary  swelling  of  the  iso- 
lated part  of  a  lobe.  It  must  be  differentiated  from  a  tumor 
of  the  liver. 

Abnormality  of  Position. — Malpositions  may  be  due  to 
congenital  or  acquired  causes.  In  case  of  transposed  viscera 
the  liver  is  found  on  the  left  side.  When  the  diaphragm  is  im- 
perfectly developed  the  liver  may  extend  into  the  thoracic  cavity 
and  when  the  abdominal  parietes  are  deficient  it  may  pro- 
trude anteriorly.  In  the  acquired  malpositions  it  may  be 
pushed  upward  by  ascitic  fluid  or  abdominal  tumors;  it  may 
be  crowded  downward  by  right-sided  pleuritic  effusions,  em- 
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phjadma  of  the  right  lung  or  an  intra-thoracic  tumor,  and  may 
occupy  the  epigastric  or  nmhilical  region.  The  term  "wan- 
dering liver"  haa  been  given  to  those  cases  in  which  the  liver 
dieplacement  exists  as  the  result  of  lengthening  of  its  suspen- 
sory ligament.  It  occura  mc»t  frequently  in  women  after  cod- 
finement,  and  is  a  possible  congenital  condition.  It  usually 
returns  to  its  natural  location  when  the  recumbent  position 
is  assumed.  Physical  examination  will  reveal  a  movable  tumor 
which  conforms  to  the  size  and  shape  of  the  liver,  while  the 
normal  site  is  tympanitic  on  percussion  or  else  comparatively 
dull  when  other  organs  occupy  the  liver's  position:  It  is  liable 
to  be  confoimded  with  carcinomatous  diseases  of  the  omentum 
or  the  pylorus,  tumors  of  the  ovary  or  kidney,  dermoid  cyst 
and  hydro-  or  pyonephrosis. 

The  symptoms  are  often  negative  though  they  may  simu- 
late those  of  the  constricted  liver  with  the  addition  of  slight 
jaundice  and  marked  hepatic  colic.  The  treatment  vrill  con- 
sist of  mechanical  measures  to  bold  the  liver  in  position. 


JAUNDICE  OR  ICTEBUS. 

This  term  refers  to  a  condition  in  which  the  tissues  and 
secretioQS  of  the  body  are  affected  by  a  yellowish  discoloration 
due  to  the  presence  of  bile.  It  is  properly  a  symptom  and 
not  a  disease.  It  is  due  to  the  deposition  of  bile  pigment  in 
the  skin;  in  rare  instances  it  may  be  caused  by  the  faulty 
elimination  of  hematiii  from  disintegrated  red  blood  corpuscles. 
When  it  is  due  to  bile  absorption  we  call  it  hepatogenous  jaun- 
dice and  when  it  comes  from  disintegrated  blood  we  use  the 
term  hematogenous  or  toxemic  jaundice. 

The  bile  is  reabsorbed  when  there  is  an  obstruction  to  its 
exit.  This  occurs  in  ease  of  occlusion  of  the  hepatic  or  com- 
mon ducts  or  when  catarrhal  accretions  in  the  duodenum  pre- 
vent the  outflow  of  bile  into  the  intestine.  Inflammatory  ad- 
hesions, morbid  growths  in  surrounding  tissues  and  organs,  as 
well  as  fecal  impactions  may  be  the  obstructive  causes.  We 
must  also  take  into  consideration  the  pathologic  changes  which 
take  place  in  the  liver  itself:  cirrhosis,  hepatic  carcinoma,  ab- 
scess, hyatid  cysts,  and  even  persistent  circulatory  perversions 
may  give  rise  to  jaundice.  These  are  the  typical  causes  of 
the  hepatogenous  variety  and  if  we  accept  the  hematogenous 
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theory  we  must  go  back  to  the  blood  disintegration  to  find  the 
cause.  ThiB  form  of  jaundice  has  been  denied  by  many  of  the 
best  students  and  particularly  Stadelmann,  who  claims  that 
this  form  of  obstructioti  is  caused  by  the  plugging  of  the  smaller 
bile  dacts  by  'Viscid  bile  or  catarrhal  secretion  or  possibly  by 
compression  of  these  ducts  by  swollen  adjacent  Hver  cells  or 
by  leukocytic  infiltration  of  the  interstitial  tissue." 


ICTERUS  NEONATOBUM. 

Jaundice  of  the  new-bom  is  a  common  occurrence  at  birth. 
It  is  a  harmless  disturbance  and  usually  disappears  in  a  few 
days  without  medicinal  or  dietetic  aid.  A  patulous  ductus 
venosus,  diminished  pressure  on  the  portal  vessels  from  liga- 
tion of  the  umbilical  vein  or  external  pressure  are  enumerated 
as  the  probable  causes.  A  graver  form  may  exist  as  a  result 
of  congenital  stricture  or  absence  of  the  hepatic  or  common 
duct,  congenital  syphilitic  hepatitis  or  septic  phlebitis  of  the 
umbilical  vein. 

The  symptoms  of  true  icterus  neonatorum  will  be  defined 
by  a  greenish-yellow  color  resembling  that  of  chlorosis.  The 
mucous  membranes  are  pale  and  the  conjunctiva  shows  only  a 
slight  discoloration.  The  icterus  appears  on  the  second  or 
third  day,  the  pulse  is  feeble  and  is  accompanied  by  a  soft 
systolic  murmur  with  a  venous  hum  in  the  neck.  The  urine 
does  not  show  the  presence  of  bile  pigment,  the  bowels  are 
not  disturbed  and  there  is  no  evidence  of  illness. 


SIMPLE  CATARRHAL  JAUNDICE. 

Inflammation  of  the  common  duct  is  characterized  by  a 
jaimdice  which  is  the  result  of  retention  and  absorption  of 
the  bile.  The  most  frequent  cause  is  the  extension  of  a  gas- 
tro-duodenal  inflammation.  Passive  congestion  of  the  liver, 
secondary  to  cardiac  or  renal  disease,  and  infoctious  diseases 
like  pneumonia,  typhoid  and  malaria  may  be  the  exciting  fac- 
tors. Exposure  to  cold,  improper  food  and  such  irritants  as 
tea,  coffee  and  alcohol  are  possible  predisposing  causes.  To 
a  certain  extent  neurasthenia,  excitement  and  mental  anxiety 
may  induce  it.     It  is  also  claimed  to  be  of  epidemic  occurrence. 

Pathology. — The  liver  on  post  mortem  examination  is 
found  enlarged,   distinctly  yellow   and  drops  of   bile   appear 
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on  section.  The  mucosa  of  the  common  duct  is  swollen  and  the 
duodenal  end  b  occluded  by  a  catarrhal  exudate.  The  inflam- 
mation may  extend  into  the  eyatic  and  hepatic  ducts  and  tho 
gall  bladder  is  usually  distended  with  bile.  Biliary  cirrhosis 
may  follow  a  connective  tissue  increase  in  case  the  disease  be- 
comes chronic.     Suppuration  rarely  takes  place. 

Symptoms. — Gastrointestinal  derangements,  accompanied 
by  a  certain  amount  of  malaise,  generally  precede  the  typical 
signs.  The  appetite  is  impaired,  the  tongue  is  coated  and 
nausea  and  vomiting  are  quite  common.  Icterus  will  he  noticed 
at  first  upon  the  face  and  neck,  the  conjunctivae  are  discolored 
and  the  yellow  tint  very  soon  covers  the  whole  body.  It 
changes  to  a  greenish  hue  as  the  disease  becomes  chronic. 
Itching  will  be  bothersome,  urticaria  and  other  eruptions  may 
appear  and,  in  the  severe  cases,  ecchymosis  or  more  profuse 
hemorrhage  may  take  place  in  the  skin  or  mucous  membranes. 
Bile  pigment  will  he  detected  in  the  urine  and,  in  protracted 
cases,  albumin  with  bile  stained  tube  casts  may  be  in  evidence. 
Hyaline  casts  are  found  even  in  the  milder  attacks.  The  per- 
spiration is  bile  stained,  and  will  be  noticed  by  the  discol- 
ored linen. 

The  bowels  are  constipated  and  the  stools  have  a  charac- 
teristic clay  color  and  an  offensive  odor.  When  irritating 
and  decomposing  substances  remain  in  the  intestine  diarrhea 
may  take  the  place  of  constipation.  The  pulse  is  slow  and 
the  temperature  normal  unless  there  is  a  fecal  impaction  or 
the  retention  causes  autointoxication.  In  this  case  the  tem- 
perature may  be  elevated  one  or  two  d^;reeB.  The  nervous 
phenomena  are  often  extreme  and  grave  cerebral  s3miptoms  may 
appear  should  there  be  any  destruction  of  the  normal  hepatic 
tissue.  Usually  headache  and  vertigo  constitute  the  most 
troublesome  symptoms  and  these  are  due  to  the  toxic  effect 
of  the  retained  bile. 

Physical  examination  reveals  an  increased  area  of  hepatic 
dulness  upon  palpation  and  percussion.  The  liver  will  be  felt 
below  the  free  margin  of  the  ribs  and  in  some  instances  the 
gall-bladder  may  be  palpated. 

DiafnosiB. — The  diagnosis  is  made  on  the  appearance  of 
jaundice  without  marked  pain  or  signs  of  emaciation  which 
point  to  the  organic  diseases  of  the  liver.  Toimg  adults  are 
more  frequently  affected  and  a  history  of  dietetic  errors  and 
gastro-intestinal  disturbance  usually  precedes. 
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¥ntBOBia, — Simple  catarrhal  jaundice  in  itself  is  not  a 
dangerous  disease.  It  is  onl;  as  it  is  associated  with  an  in- 
fective cause  or  an  organic  hepatic  disease  that  we  find  rea- 
son to  fear  the  outcome.  It  has  a  tendency  to  self-limitation 
and  easily  responds  to  the  simplest  remedial  measures. 

Treatmeot. — The  aim  in  treatment  should  be  to  remove 
the  catarrhal  occlusion  of  the  common  duct  and  to  correct 
the  causes  which  predispose  before  the  smaller  ducts  are  affected. 
This  will  first  comprehend  a  dietetic  regulation  which  will 
relieve  the  catarrhal  condition  of  the  stomach  and  duodenum 
and  at  the  same  time  will  not  irritate  the  liver.  The  »imple8t 
form  of  food  must  be  used  and  this  should  be  administered 
in  small  quantities  at  stated  intervals.  Functional  rest  is  abso- 
lutely necessary  for  the  inflamed  and  catarrhal  condition  of 
the  stomach  and  duodenum.  For  a  time  this  will  be  obtained 
only  by  the  use  of  warm  milk  and  water  or  the  simplest  broths. 
Fats,  starches  and  stimulating  foods  must  be  avoided  even 
during  the  stage  of  recovery.  Vichy,  Apollinaris,  Seltzer  and 
similar  waters  may  be  used  in  the  plain  or  carbonated  form. 
MUd  aperients  like  Carlsbad,  Pluto,  Kubinat  and  Eunyadi 
may  be  employed  in  moderate  doses.  It  is  a  mistake  to  resort 
to  catharsis  unless  there  is  positive  evidence  of  serious  ob- 
struction. For  that  reason  calomel  or  any  other  cholagogue 
should  not  be  used.  Effervescent  citrate  of  magnesia  or  phos- 
phate of  soda,  teaspoonful  doses  in  one-half  glass  of  hot  water, 
may  be  given  with  good  success  two  or  three  times  daily. 
Other  aperient  waters  will  act  with  equal  effect.  Warm  dilute 
alkaline  drinks  may  be  given  ad  libitum  when  a  larger  saline 
dose  has  a  tendency  te  disturb  the  bowels.  Warm  baths  and 
large  enemas  of  hot  water  often  afford  much  adjuvant  relief. 
The  latter  will  have  a  tendency  to  overcome  intestinal  fer- 
mentation and  we  may  further  favor  this  object  by  the  internal 
.  use  of  betanaphthol  or  the  sulphocarbolates.  Ox  gall,  in  five 
or  ten  grain  doses,  after  meals,  gives  more  satisfactory  results 
in  this  respect.  To  permit  its  passage  through  the  stomach  un- 
changed the  pills  should  have  a  keratin  coating. 

Remedies  should  be  administered  for  the  relief  of  the 
gastric  and  the  duodenal  catarrh.  One  of  the  first  remedies 
to  think  of  is  the  dilute  hydrochloric  acid  in  ten  drop  doses 
in  one-half  glass  of  water  after  meals.  This  will  rapidly  cor- 
rect the  gastric  indigestion  and  thus  obviate  the  formation  of 
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organic  acids  which  can  not  help  disturbing  the  duodenal 
function.  Nvj:  vomica  is  frequently  indicated  for  the  gastric 
inaufficiencj  which  is  evinced  by  the  loss  of  appetite,  headache, 
foul  taste  in  the  month,  the  bitter  eructatioDB,  itching  of  the 
skin  and  the  constipation.  Podophyllum  refers  to  the  intes- 
tinal derangement  which  arises  from  the  torpidity  of  the  liver 
and  the  catarrhal  disturbance  of  the  duodenum.  The  stools 
are  liable  to  be  green  and  watery  or  else  there  is  extreme  con- 
stipation with  the  hard,  dry  and  clay-colored  stools.  Fever, 
sweats  and  hepatic  pains  are  relieved  by  this  remedy.  Cheli- 
donium,  chionanthus,  euonymin,  earduus,  myrica  and  im  are 
to  he  thought  of  when  there  is  hepatic  insnfBcienoy  and  jaun- 
dice with  gastro-intestinal  disturbances.  These,  to  my  mind, 
should  be  given  in  large  doses  of  the  tincture  in  order  to  start 
the  bile  flow.  Exception  may  be  made  in  case  of  children 
and  in  patients  who  show  a  tendency  to  respond  to  light  doses 
of  any  medication. 

Mereuriua  dtdcia,  in  the  third  potency,  will  often  prove 
to  be  an  effective  agent  if  it  is  continued  for  an  extended 
time.  Cinchona,  or  better,  chinoidin,  in  two  to  four  grain 
doses  every  three  hours  until  relief  is  obtained,  Jias  a  decided 
action  upon  the  liver  when  it  is  in  a  state  of  mild  congestion. 
It  may  be  compared  with  cedron  and  nairum  sidph.  Lepian- 
drin  works  well  in  conjunction  with  cinchona.  It  Is  charac- 
terized by  the  vomiting  of  bile,  aching  pains  in  the  liver  and 
profuse,  black  and  fetid  stools.  Bryonia  has  more  prononnoed 
pain  in  the  hepatic  region,  exhaustion  is  marked,  the  jaundice 
is  attended  by  urticaria  or  bullae,  thirst  is  extreme  and  the 
stools  are  hard  and  dry.  Myrica  cerifera  has  all  of  the  symp- 
toms of  hepatic  disturbance  found  under  chelidonium  and  it 
has  in  addition  more  influence  upon  the  gastric  and  duodenal 
catarrh.  Its  characteristic  gastric  symptom  is  a  tenacious, 
thick  and  nauseous  secretion  which  ie^  raised  from  the  stomach. 
In  this  respect  it  resemUes  hydrastis,  but  more  particularly 
kali  bichromicutn,  both  of  which  remedies  have  a  sphere  of 
decisive  action  in  thU  disease. 

Such  remedies  as  chamomilla,  in  the  jaundice  of  young 
patients,  Pulsatilla,  in  nervous  women  with  menstrual  trouble, 
sulphur,  in  that  type  which  refers  to  some  dyscrasia,  septa, 
which  is  characterized  by  its  liver  spots  and  the  yellow  com- 
plexion, and  many  others  which  may  present  a  perfect  sys- 
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tern  complex  will  contribute  to  the  relief  of  catarrhal  jaun- 
dioe,  though  their  fundameBtal  action  may  not  affect  the  liver. 
In  this  reepect  we  shall  often  get  much  relief  from  remedies 
like  antimonium  cmdum  whic^  is  indicated  bj  the  thick  white 
coating  on  the  tongue,  inasmuch  as  that  is  a  condition  indica- 
tive of  a  gastric  and  duodenal  catarrhal  exudate.  The  same 
is  true  of  arsenicum  which,  by  its  symptomB,  refers  to  a  depre- 
ciated condition  of  the  gastric  membrane,  and  to  calcarea  fluori- 
ea,  which  goes  back  to  a  tissue  depreciation.  In  fact  this 
disease  will  respond  to  many  remedies  which  are  not  appar- 
ently hepatic  remedies,  because  the  trouble  has  a  more  defi- 
nite relation  to  other  disorders. 

When  the  heart  is  at  fault  and  the  hepatic  perversion  is 
in  the  line  of  passive  congestion,  it  will  be  necessary  to  resort 
to  such  remedies  as  digitalie,  sirophanthus,  convailaria,  and 
adonis,  while  crotalus,  naja  or  lachesia  and  phosphorus  may  be 
studied  with  interest  when  a  fatty  metamorphosis  of  the  liver 
is  a  pathologic  condition. 


ACUTE  INFECTIOUS  CBOLECYSTITIS. 

Acute  inflammation  of  the  gall-bladder  is  caused  by  path- 
ogenic bacteria.  It  is  not  a  very  common  disease.  The  patho- 
genic bacteria  which  infest  the  small  intestine,  like  the  colon 
bacillus  and  the  bacillus  of  typhoid  fever,  are  the  most  fre- 
quent causes  though  the  pneumococcns,  staphylococcus  and 
streptococcus  are  also  occasional  causes.  Biliary  calculus  with 
its  attendant  inflammatory  adhesions,  is  no  doubt  a  predispos- 
ing factor  which  favors  the  inflammatory  progress.  It  is  a 
question  whether  the  direct  extension  of  inflammation  will 
create  the  disease. 

PatholoSy. — The  pathologic  conditions  are  recognized  un- 
der three  distinct  varieties — catarrhal,  suppurative  and  phleg- 
monovs — all  of  which  represent  the  different  degrees  of  in- 
volvement. The  gall-bladder,  in  extreme  cases,  will  be  filled 
with  mncuB,  mueo-pus  or  pus  and,  at  times,  the  exudate  may 
partake  of  the  hemorrhagic  character.  The  cystic  duct  may 
be  occluded  and  perforation  may  succeed  the  ulceration  or 
gangrenous  process,  A  localized  abscess  or  acute  diffuse  peri- 
tonitis are  possible  sequences.  Adhesions  may  cause  attach- 
ments between  the  gall-bladder  and  adjacent  viscera. 
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Symptoms. — Sudden  or  paroxysmal  abdominal  pain  chai^ 
acterizes  the  onset.  It  is  generally  located  to  the  riglit  of  the 
median  line  or  in  the  epigastrium.  Tenderness  may  be  dis- 
coivered  in  the  region  of  tbe  gall-bladder  and  this  may  become 
more  diffuse  ae  peritonitis  intervenes.  Fever,  frequently  at- 
tended by  &  chiU  and  followed  by  sweats,  is  often  rec<^ized, 
though  this  ia  by  no  means  a  regular  symptom.  Jaundice 
will  be  noticed  when  the  hepatic  or  common  duct  is  impli- 
cated. Rigidity  of  the  upper  half  of  the  right  rectus  abdominis 
m^y  be  observed  and  in  some  instances  it  may  be  possible  to 
discover  a  tumor  in  the  vicinity  of  the  gall-bladder.  This  may 
be  confused  with  a  circumscribed  peritoneal  abscess  following 
perforation. 

Nausea  and  paroxysmal  vomiting  are  early  and  sometimes 
persistent  symptoms.  When  fever  is  present  the  pulse  ia  rapid, 
and  prostration  will  be  pronounced.  The  abdomen  is  usually 
distended.  Some  cases  will  be  ushered  in  by  an  early  pei^ 
foration  which  generally  leads  to  a  sudden  and  fatal  termina- 
tion.    A  leukocytosis  may  be  found  in  the  suppurative  forms, 

DlafnoBis. — If  the  physical  examination  together  with 
the  symptoms  conforms  to  the  features  outlined  above,  a  diag- 
nosis may  be  positively  made  in  many  cases.  Differentiation 
must  be  made  in  the  case  of  appendicitis  when  it  is  located 
high  in  the  abdominal  cavity.  Acute  intestinal  obstruction  may 
simulate  it  when  the  adhestoas  affect  the  intestine.  Localized 
peritonitis  will  show  a  similarity  in  many  of  its  symptoms. 
It  will  be  necessary  to  make  a  careful  study  relative  to  the 
possibility  of  typhoid  fever  with  symptoms  which  show  an 
associate  affection  of  the  gall-bladder. 

ProfnosiB. — Tbe  mild  cases  which  are  characterized  by 
a  catarrhal  inflammation  will  respond  to  medicinal  measures. 
Should  the  inflammation  take  on  the  purulent  or  gangrenous 
form  a  fatal  result  may  be  expected.  Much  depends  upon  the 
promptness  of  surgical  relief;  perforation  is  always  to  be 
feared. 

Treatmeot. — Operative  procedure  presents  the  most  posi- 
tive and  safest  hope  and  this  must  be  undertaken  early.  Re- 
lief of  pain  may  demand  opiates,  and  remedies  may  be  used 
in  accordance  with  the  indications  in  the  catarrhal  variety, 
.  Rectal  alimentation  will  relieve  the  gastric  and  hepatic,  func- 
tions. 
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CALCULOUS  CHOLECYSTITIS. 

Calculous  choleeyetitis  naturally  refers  to  a  condition  of 
which  biliary  calculi  or  gall-stones  are  the  chief  cauaes.  These 
concretions  are  formed  in  the  gall-bladder  in  connection  with 
chemical  changes  in  the  hepatic  function  and  the  process  of 
infection. 

EUolofr. — The  precipitation  of  cholesterin  is  the  princi- 
pal cause  and  this  ie  aided  by  the  thickened  bile;  it  ia  com- 
bined with  the  lime  salts,  bacteria  and  epithelial  debris.  The 
micro-organ ietns,  mentioned  in  the  acute  or  infectious  variety, 
are  the  exciting  factors,  and  the  .cholate  saltB  of  sodium  suf- 
fer a  decomposition  as  the  result  of  these  agencies.  There 
are  also  predisposing  cavaes  such  as  sex,  since  females  are  more 
inclined  to  the  disease  than  males,  and  age,  inasmuch  as  a  ma- 
jority of  the  cas^  occur  among  those  of  advanced  years.  A 
sedentary  life,  irregular  meals  and  foods  which  have  an  abund- 
ance of  starches  and  fats  are  also  contributing  influences. 
Constipation,  tight  lacing  and  pregnancy  are  believed  to  be 
causes.  Catarrhal  jaundice  and  tumors  which  interrupt  the 
outflow  of  bile  are  also  to  be  considered  as  predisposing  fac- 
tors.    Nervous  diseases  exert  an  indirect  etiological  influence. 

Patholo^. — "The  gall-stone  itself  is  a  brown  object,  nearly 
spherical,  oval  or  faceted  and  even  polygonal  in  shape,  usually 
the  size  of  a  pea  or  as  small  as  a  millet  seed,  producing  in 
a^r^ation  'gall  sand.'  The  faceted  shape  is  caused  by  close 
packing  of  a  large  number  of  stones  in  a  gall-bladder,  as  fre- 
quently happens.  More  rarely  the  stone  is  irregular — mul- 
berry shaped.  In  addition  to  cholesterin,  which  makes  up 
from  seventy  to  eighfv  per  cent  of  most  stones,  they  contain 
various  but  still  small  amounts  of  bile  pigment,  calcic  car- 
bonate and  organic  matter.  On  section  the  stone  exhibits  either 
a  concentric  or  homogeneous  appearance,  with  or  without  a 
nucleus  of  bile  pigment  or  organic  matter,  and  very  rarely 
of  some  foreign  body.  The  cholesterin  stones  are  almost  com- 
pletely soluble  in  etherized  alcohol  whence  beautiful  crystals 
of  cholesterin  may  be  obtained  after  evaporation."     (Tyson.) 

The  accretions  may  accumulate  in  the  gall-bladder  in 
great  nimiber.  They  may  also  occlude  the  common  or  cystic 
duct  and  under  these  circumstances  these  tracts  are  often 
greatly  dilated.     When  the  cystic  duct  is  implicated  it  may 


.y  Google 


760  DISEASES   OF   THE  DIGESTIVE  SYSTEM. 

suffer  Buch  a  dilatation  and  be  filled  with  snch  a  large  amount 
of  colorless,  viscid  and  albuminous  fluid  that  it  may  be  mis- 
taken for  an  ovarian  cjst.  Suppv/nUion  and  ulceration  maj 
lead  to  a  perforation  which  will  involve  the  peritoneal  cavity 
and  perhaps  adjacent  organs. 

Symptoms. — Acute  impaction. — Biliary  colic  is  the  typical 
symptom  of  acute  impaction  of  the  gall-bladder  or  ducts.  It 
IB  caused  by  the  lodging  of  calculi  during  their  transit  through 
the  cystic  or  common  duct.  It  occurs  as  an  acute  paroxysm 
and  it  is  extremely  severe  in  character.  The  epigastrium  is 
the  seat  of  most  intense  suffering  and  the  pain  generally  radi- 
ates into  the  abdomen  and  upward  toward  the  right  shoulder. 
Abdominal  rigidity  is  not  uncommon  on  the  right  side.  The 
paroxysm  usually  ceases  when  the  stone  escapes  from  the  duet. 
Remissions  of  the  symptoms  may  appear. 

Nausea  and  vomiting  are  usually  present.  Fever  is  pre- 
ceded by  a  chill.  The  temperature  reaches  102°  or  103"  F, 
but  it  usually  subsides  when  the  stone  is  dislodged.  It  is 
sometimes  possible  to  detect  crepitus  when  the  gall-bladder  is 
crowded  with  calculi  and  the  patieiit  is  thin.  Jaundice  will 
he  in  evidence  when  the  stone  occludes  the  common  or  hepatic 
duct  long  enough  for  absorption  to  take  place.  The  liver  is 
usually  enlarged.  Collapse  is  a  common  feature,  particularly 
when  the  pain  is  extreme  and  when  peritonitis  intervenes. 

Symptoms  of  Chronic  Impacted  Oall-Stones. — These  will 
vary  in  accordance  with  the  location  of  the  calculus  and  the 
extent  of  the  infective  cause.  Many  of  the  symptoms  of  acute 
impaction  will  be  observed.  When  the  cystic  duct  is  the  seat 
of  obstruction  dilatation  of  the  gall-bladder  will  be  a  promi- 
nent feature.  This  accumulation  comes  from  the  inflammatory 
secretion  of  the  mucosa.  As  mentioned  before  it  may  assume 
large  proportions  and  be  mistaken  for  an  ovarian  cyst;  it  is 
often  palpable  below  the  free  margin  of  the  ribs.  Jaundice 
is  rarely  present.  When  the  obstruction  is  in  the  common  duct 
the  gall-bladder  may  suffer  only  moderate  dilatation.  In 
simple  chronic  cholangitis  the  common  duct  is  dilated  and  this 
dilatation  may  involve  the  hepatic  duct.  Jaundice  is  present, 
pain  is  paroxysmal  and  often  assumes  an  "ague-like"  char- 
acter in  which  chills  and  sweats  are  extreme.  The  tempera- 
ture may  reach  105°  F.  and  may  assume  a  septic  type.  Nau- 
sea and  vomiting  are  attendant  symptoms.     The  liver  is  slightly 
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enlarged  and  the  stools  maj  be  bile-staiiied  at  times,  though 
they  are  generally  clay-colored.     The  spleen  is  often  enlarged. 

Kaunjn  gives  the  following  diagnostic  symptoms  of  stones 
impacted  in  the  common  duct:  (1)  The  continuous  or  occa- 
sional presence  of  bile  in  the  feces;  (2)  distinct  variations  in 
the  intensity  of  the  jaundice ;  (3)  distention  of  t^e  gall-bladder 
varying  in  degree  with  the  seat  of  obstruction;  (4)  enlai^ 
ment  of  the  spleen;  (5)  normal  size  or  only  slight  enlarge- 
ment of  the  liver;  (6)  absence  of  ascites;  (7)  presence  of 
febrile  disturbance;  (8)  duration  of  the  jaundice  for  more 
than  a  year. 

Suppurative  cholangitis  manifests  a  fever  of  the  septic 
type.  Jaundice  is  slight,  the  liver  is  tender  and  enlai^^, 
the  duration  is  shorter  and  a  fatal  termination  may  be  expected. 
As  the  inflammation  invades  a  greater  portion  of  the  liver 
and  gall-bladder,  hepatic  abscess  and  empyema  of  the  gall- 
bladder are  common  results. 

There  are  other  forma  of  impaction  in  which  flstulae  are 
frequent  terminations.  These  may  form  communications  be- 
tween the  gall-bladder  and  liver  or  they  may  perforate  into 
the  gaatro-intestinal  tract,  the  pleural  cavity,  the  urinary  and 
other  oi^ans.  Atrophy  of  the  gall-bladder  is  a  frequent  result 
in  the  chronic  case,  while  suppurative  phlebitis  and  abscess 
of  the  liver  are  not  uncommon.  At  times  the  atone  may  be 
so  la:^  that  it  is  discharged  into  the  intestine  by  ulceration. 

DlafnosiB. — The  diagnosis  in  acute  or  chronic  impaction 
of  the  gall-bladder  may  be  made  after  a  careful  study  of  the 
foregoing  symptoms.  The  following  differentiations  must  be 
made:  Gastralgia  usually  presents  some  sign  of  neurotic 
disturbance.  The  paroxysmal  pains  are  either  confined  to  the 
epigastrium  or  are  reflected  directly  through  to  the  back.  It 
may  be  relieved  by  heat  and  pressure  often  palliates  the  suf- 
fering. Fever  is  absent,  jaundice  is  not  observed,  the  stools 
show  the  presence  of  bile  and  contain  no  stones.  The  urine 
contains  no  appreciable  bile  and  the  hysterical  nature  of  the 
paroxysm  may  be  recognized.  Renal  colic  starts  in  the  lum- 
bar region  and  is  reflected  down  the  course  of  the  ureter  into 
the  scrotuut  o^  labia.  Micturition  is  painful  and  frequent, 
while  the  urine  is  scanty  and  often  mixed  with  blood.  Intes- 
tinal colie  presents  a  boring  pain  in  the  vicinity  of  the  um- 
bilicus.    Abdominal  distention  is  a  disturbing  symptom  and 
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relief  IB  obtained  by  pressure  and  the  paseage  of  flatus.  It 
can  often  be  traced  to  errors  in  diet  Lead  colic  will  be  settled 
bj  the  history,  the  blue  line  along  the  gums  and  the  wrist 
drop.  Ovarian  pains  will  be  located  in  the  pelvic  region  and 
some  history  of  uterine  disorder  will  be  discovered. 

Treatment. — Our  first  concern  should  be  to  remove  the 
cause  and  this  at  once  comprehends  preventive  measures  in 
anticipation  of  future  attacks  of  the  biliary  colic.  This  should 
begin  with  dietetic  regulations.  Fatty  foods,  sugars,  starches 
and  pastries  should  be  prohibited  and  a  simple  'diet,  with  an 
abundance  of  vegetables,  should  be  adhered  to.  An  abundance 
of  pure  water  should  be  used  with  the  meals  and  the  habit 
of  free  libation  of  this  should  be  encouraged  during  the  inter- 
vals between  meals.  A  favorite  method  of  mine  is  to  put 
one  or  two  tcaspoonfuls  of  Carlsbad  salts  into  one  or  two 
quarts  of  water  and  compel  the  patient  to  drink  this  in  twelve 
or  twenty-four  hours.  Systematic  exercise  should  be  under- 
taken. Kemedies  which  relieve  the  febrile  condition  may  be 
employed  according  to  their  indications.  Belladonna,  bryonia, 
baptisia,  gelsemium,  eupatorium  are  frequently  useful  in  this 
respect.  We  shall  also  need  the  service  of  remedies  the  action 
of  which  tends  to  relieve  the  hepatic  torpor.  In  this  respect 
we  shall  be  served  by  chelidonium,  chionanthus,  carduus,  iris 
and  euonymin.  To  obtain  success  these  must  be  given  in  tinc- 
ture and  continued  a  long  time.  Other  remedies  like  berberis, 
hydrastis,  myrica,  lauroceraaus  and  cinchona  will  be  called  for 
when  indicated.  Colocynth,  cuprum,  dioscorea  and  terebinth 
often  relieve  the  spasm  while  ignatia,  cannabis  and  agartein 
may  correct  the  hysterical  features  when  present.  Alkaline 
waters  and  the  mild  aperients  of  this  character  will  have  a 
tendency  to  liquefy  the  bile  and  thus  favor  its  passage  into 
the  duodenum.  Sodium  phosphate,  soditmi  salicylate  and  sodi- 
imi  sulphate  or  the  Carlsbad  salts  will  be  of  inestimable  service 
in  this  respect, 

The  management  of  biliary  colic  will  constitute  another 
phase  of  the  treatment  and  here  we  are  to  resort  to  measures 
of  palliation  as  well  as  cure.  I  doubt  very  much  if  this  stage 
of  the  disease  will  respond  to  many  of  the  remedies  with  the 
phenomenal  results  which  some  of  our  ardent  homeopathic 
practicians  claim.  In  fact  I  consider  such  statements  unfair 
to  our  therapeutic  principle  as  well  as  misleading  to  the  stu- 
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dent  and  honest  practician.  Biliary  colic  must  be  relieved, 
and  it  will  generally  require  the  use  of  morphin  hypodermat- 
ically  administered.  Palliation  may  be  obtained  by  inhala- 
tions of  chloroform  but  it  will  not  be  lasting.  Hot  baths,  coun- 
ter irritation  and  hot  fomentations  will  help  but  not  entirely 
relieve  the  paroxysm.  For  biliary  colic  I  have  found  glonoin 
(gr.  1/100)  and  hyoscyamin  (gr.  1/250)  repeated  till  effect, 
very  serriceable.  A  smaller  amount  of  morphin  is  frequently 
required  with  these.  Hypodermics  of  strychnia  may  be  needed 
to  overcome  the  cardiac  weakness  which  may  follow  a  collapse. 
Olive  oil  in  heroic  doses  may  aid  in  the  liquefaction  and  pas- 
sage of  the  bile.  Calomel  and  extreme  cathartics  should  not 
be  used.  Kemedies  like  ipecac,  iris,  nux  vomica,  arsenicum 
and  other  indicated  remedies  will  relieve  the  nausea. 

When  it  is  necessary  to  remove  the  gall-stones  the  services 
of  a  surgeon  will  be  demanded  and  this  calls  for  no  therapeutic 
explanation  in  a  medical  work. 


CARCINOMA  OF  THE  GALL-BLADDER  AND  RILE  DUCTS. 
Etioloir  and  Fatholofy. — The  gall-bladder  not  rarely  suf- 
■  fers  from  carcinomatous  development.  It  is  claimed  as  a 
primary  disease  when  it  starts  in  the  fundus,  and  it  may  extend 
from  this  point  to  the  liver  and  stomach.  Occasionally  it  occurs 
as  the  result  of  contagious  invasion.  Calculi  no  doubt  act  as 
exciting  factors  when  the  dncts  are  implicated.  Age  is  a  pre- 
disposing factor.  The  cicatricial  tissue  resulting  from  the  ul- 
cerative process,  due  to  the  presence  of  calculi,  is  a  favorable 
nidus  for  its  development. 

The  gall-bladder  may  be  distended  as  a  result  of  the  can- 
cerous occlusion  of  the  ducts,  and  it  may  reach  large  propor- 
tions. It  is  filled  with  a  cloudy  liquid  resembling  barley  water, 
which  contains  flakes  of  epithelium,  granular  matter  and  in- 
spissated bile.  The  common  and  cystic  ducts,  and  likewise 
the  ramifications  of  the  hepatic  ducts,  suffer  distention  when 
the  growth  involves  the  common  duct.  Hepatic  enlargement, 
with  here  and  there  an  isolated  nodular  spot,  will  complete 
the  pathological  picture.  Frequently  empyema  of  the  gall- 
bladder is  a  complication. 

SymvtomB. — The  signs  of  this  disease  are  similar  to  those 
which  are  found  in  other  cases  of  obstruction.     I'ciiderneas, 
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paroxysmal  pain,  vomiting,  a  rise  of  temperature,  bloody  stools, 
and  oocasionally  dropsy,  are  typical  features.  Jaundice  will 
not  be  observed  unless  the  hepatic  or  common  duct  is  affected, 
and  then  it  will  be  intense.  Inasmuch  as  this  pathologic  con- 
dition generally  exists,  we  may  regard  jaundice  as  a  cbaracter- 
istic  symptom.  Associated  with  the  above  symptoms  a  cancer- 
ous cachexia  and  general  emaciation  will  be  invariably  recog- 
nized. A  hard  and  uneven  tumor  may  frequently  be  palpated 
in  the  region  of  the  gall-bladder,  which  is  enlarged  as  the  re- 
sult of  obstruction  in  the  common  duct.  The  urine  contains 
bile  pigment  and  bile-stained  casts,  while  the  feces  do  not  show 
the  presence  of  bile.  Ascites  may  be  a  symptom  when  the  en- 
largement invades  the  liver  and  surrounding  tissues. 

DlatnoBls. — The  signs  of  chronic  obstructioQ  with  the 
intense  and  increasing  jaundice  (in  the  majority  of  cases),  the 
cachexia  and  emaciation,  the  constant  pain,  the  advanced  years 
of  the  patient,  the  eex  (women  being  more  frequently  affected) 
and  the  physical  findings  ought  to  leave  no  room  for  doubt. 

ProfnosiB. — The  result  is  the  same  as  in  all  organic  de- 
velopments of  the  kind.     Death  is  the  inevitable  termination. 
The  treatment  at  best  can  only  furnish  palliation.     The  relief 
of  pain  is  about  all   a  physician  can  accomplish.     Operative  ■ 
measures  are  not  generally  successful. 


STENOSIS  OF  THE  BILE  DUCTS. 

Stenosis  of  the  common  duct  is  an  incomplete  occlusion 
which  may  occasionally  arise  as  the  result  of  infiammatory 
adhesions  or  external  compression.  Foreign  bodies,  as  seeds, 
ulcerations  and  cicatrization  following  the  passage  of  gall- 
stones, aneurysmal  enlargements  of  the  abdominal  aorta  or  of 
the  celiac  axis,  enlargement  of  the  lymphatics  of  the  liver, 
together  with  the  rare  obstructions  formed  by  parasites,  are 
some  of  the  causes  to  be  considered. 

Pitholoty* — When  the  stenosis  is  recent,  the  Hver  is  en- 
larged, congested  and  somewhat  increased  by  connective  tissue 
hyperplasia.  When  the  obstruction  is  of  long  standing,  tbe  con- 
nective tissue  formation  is  excessive,  the  cells  are  atrophied 
and  the  size  of  the  organ  will  be  diminished. 

Symptoms.- — The  symptoms  do  not  differ  materially  from 
those  of  chronic  obstruction  by  gall-stones.     The  paroxysmal 
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pain,  the  increasing  jaundice,  the  vomiting  and  the  fever  oon- 
Btitute  the  typical  features  by  vhich  we  define  the  disease. 

Dlainosls. — In  making  a  diagnosis  from  the  above  symp- 
toms it  will  be  necessary  to  study  carefolly  the  etiology  and 
the  few  physical  signs  present.  The  liistory  of  the  causative 
disease  will  furnish  much  help  in  making  the  decision.  This 
disease  may  naturally  be  confused  with  carcinoma  of  the  pyloru8 
or  head  of  the  pancreas,  but  the  evidence  furnished  by  palpa- 
tion in  these  diseases,  together  with  their  rapid  development, 
the  absence  of  the  cancerous  cachexia  in  stenosis,  and  the  other 
characteristic  differential  signs  ought  to  make  the  diagnosis 
comparatively  easy.  Aneurysm  of  the  abdominal  aorta  will  be 
recognized  on  finding  a  throbbing  tumor  in  the  epigastrium 
with  the  characteristic  expansile  pulsation.  It  will  not  be 
difficult  to  make  the  difEerentiation  from  other  simulating  dis- 
eases. 

ProfnoBlB  and  Treatment.— The  cause  of  the  stenosis  will 
decide  the  prognosis.  Generally  speaking,  the  disease  does  not 
oflEer  a  hopeful  prognosis.  Wben  foreign  bodies  are  the  cause 
we  may  expect  some  relief  from  alkaline  waters,  cathartics  and 
internal  remedies.  When  gall-stones  are  present  we  may  rely 
upon  the  medicinal  and  surgical  means  suggested  in  their  treat- 
ment. When  stenosis  follows  ulceration  of  the  duct  it  is  possi- 
ble to  get  some  relief  from  a  cholecystenterostomy  performed  by 
a  capable  surgeon. 

VASCUUH  AFFECTIONS  OF  TBE  LIVER. 

.Perversions  in  the  normal  circulation  of  the  liver  deserve 
attention,  inasmucli  as  they  are  affections  which  must  be  con- 
sidered in  the  treatment  of  the  diseases  of  tliis  organ.  Anemia 
of  the  liver  does  not  furnish  any  positive  symptoms,  and  yet  it 
is  a  condition  which  attends  the  general  anemic  state ;  or  it  may 
be  secondary  to  fatty  or  amyloid  degenerations.  Active  hyper- 
emia, or  acute  congestion,  is  an  excess  of  arterial  blood  in  the 
liver  which  is  a  physiologic  sequence  following  a  hearty  meal, 
or  it  may  be  associated  with  inordinate  eating  or  the  constant 
indulgence  in  alcoholic  beverages.  It  represents  the  acute  stage 
of  any  inflammatory  invasion  of  the  organ  and  it,  therefore, 
may  attend  any  of  the  specific  infections.  Traumatism 
has  been  regarded  as  a  cause  and  vaso-motor  irritation  following 
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Biich  conditions  ae  menstrua)  suppression  is  frequently  canBative, 
Oasiro-inlestinal  catarrh  and  the  catarrhal  afiFections  of  the  bile 
duots  naturally  predispose  to  hyperemia.  The  pathologic 
features  are  characterized  only  hy  the  apparent  swelling  of  the 
liver,  the  change  to  a  darker  color  in  its  stroma  and  the  evi- 
dence of  a  distended  capsule.  The  symptoms  of  hepatic  origin 
are  not  marked  except  for  a  slight  fulness  and  distress  in  the 
hypochondriac  region,  which  are  transient. 


PASSIVE  HYPEBEHU. 


This  is  an  engorgement  of  the  liver,  due  to  obstruction  of 
the  hepatic  veins  from  tumors,  by  thrombi  or  a  diseased  con- 
dition following  syphilitic  phlebitis.  Tight  lacing  has  been 
considered  as  a  factor.  Among  the  general  causes  we  may 
mention  the  weak  or  .dilated  heart,  uncompensated  valvular 
lesions,  pulmonary  emphysema,  cirrhosis  and  intra-thoracie 
tumors. 

Pft(holoty> — The  liver  is  enlarged,  smooth  and  tense;  its 
capsule  is  distraided  and  the  color  is  changed  to  a  deep  red. 
The  center  of  the  lobules  is  deeply  pigmented,  while  the  periph- 
ery is  lighter  in  color,  owing  to  the  tendency  to  fatty  infiltra- 
tion. This  creates  a  mottled  condition  which  has  given  rise 
to  the  term,  "nutmeg  liver."  The  hepatic  structure  is  some- 
what softened  and  the  cut  surface  will  show  an  excess  of 
blood.  Later  changes  will  reveal  a  connective  tissue  increase 
as  the  round  cells  proliferate  and  atrophy  affocts  the  paren- 
chyma. The  capillaries  become  distended  and,  as  a  brownish 
pigment  is  deposited  in  the  center  of  the  lobules,  the  liver  be- 
comes very  dark  in  color.  This  has  been  defined  as  the  stage 
of  red  atrophy,  and  as  the  atrophy  increases  with  the  develop- 
ment of  connective  tissue  it  is  termed  the  "atrophic  nutmeg 
liver." 

Symptoms. — It  is  not  always  possible  to  discover  symp- 
toms which  refer  directly  to  passive  hyperemia.  The  suffering 
may  appear  to  be  in  the  stomach  or  intestine.  A  sense  of  dis- 
tress, bordering  upon  pain,  may  be  complained  of  in  the  right 
hypochondriac  area.  The  cardiac  symptoms  may  point  to  the 
predisposing  general  cause  and  hematemesis  is  not  uncommon. 
Slight  jaundice,  occasional  clay-colored  stools  and  bilitiria  usu- 
ally attend  a  protracted  case.    Dropsy  may  be  evidenced  by  the 
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presence  of  a  generalized  edema  or  ascites.  Palpation  will 
'  discover  a  tender  and  enlarged  liver  and  hepatic  pulsation  is 
frequently  observed;  the  spleen  may  show  some  similar  en- 
largement.    The  urine  is  usually  scanty. 

Diatnosls. — It  is  not  always  possible  to  make  a  correct 
diagnosis,  inasmuch  as  it  is  necessary  to  rely  very  much  upon 
the  discovery  of  its  cause.  The  prognosis  depends  upon  the 
cause,  but  it  may  usually  be  considered  as  favorable.  The 
treatment  should  be  directed  to  the  removal  of  the  conditions 
which  favor  its  development,  and  this  will  be  discussed  under 
different  subjects. 

PYIETBRONBOSIS. 

Thrombosis  of  the  portal  vein  ia  not  of  common  occur- 
rence. It  may  be  favored  by  pressure  from  without  in  the 
case  of  a  neighboring  tumor,  proliferating  peritonitis,  abscesses 
or  enlarged  glands.  It  uiay  invade  the  smaller  branches  of 
the  vein  in  the  course  of  hepatic  cirrhosis  or  it  is  liable  to 
form  in  the  larger  branches  through  cancerous  proliferation  or 
gall-stone  occlusion.  Traumatism  is  a  supposed  cause  and 
splenic  disease  may  favor  it  by  the  retarding  of  portal  circula- 
tion. 

Pathelofy. — The  usual  thrombotic  changes  will  be  ob- 
served. As  the  degeneration  progresses  the  adherent  clot  under- 
goes fibrous  development  in  conjunction  with  the  affected 
blood-vessel;  this  is  liable  to  cause  an  adhesive  pylephlebitis. 
Collateral  circulation  is  frequently  established  and  may  com- 
pensate the  obstructed  portal  circulation. 

Symptoms. — Symptoms  which  are  su^estive  of  pylethrom- 
bosis  are  rarely  seen  except  in  association  with  hepatic  cirrhosis. 
Ascites  develops  more  rapidly  than  in  hepatic  cirrhosis  and 
this  often  forms  a  diagnostic  symptom.  Hemorrhage  may  take 
place  from  the  nose,  stomach  and  intestines.  Ji^undice  occurs 
when  biliary  obstruction  follows  and  diarrhea  is  not  uncommon. 
Palpation  discloses  an  enlarged  and  tender  liver,  and  the  same 
is  true  of  the  spleen  to  a  considerable  extent.  Percussion  will 
confirm  this  and  also  establish  the  presence  of  ascites. 

Dlafnosis. — It  is  a  difficult  matter  to  make  a  positive  diag- 
nosis. The  sudden  appearance  of  the  symptoms  and  the  signs 
of  portal  engorgement  are  the  most  important  facts  to  be  ascer- 
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tained.    Should  sepsis  supervene  abscesses  will  follow  and  hein- 
oirhagic  infarct  is  a  poesibilitj. 

ProCnosIs. — The  disease  always  terminates  in  death  and 
this  is  liable  to  take  place  suddenly.  There  may  be  a  tem- 
porary improvement,  but  it  is  not  lasting.  The  treatment  will 
conform  to  that  of  interstitial  hepatitis,  and  in  case  of  abscess 
formation  surgical  intervention  may  be  required. 


SUPPURATIVE  PYIEPHLEBITIS. 

This  is  a  purulent  inflammation  of  the  portal  vein  or 
Bome  of  its  branches.  It  moat  frequently  follows  appendicitis, 
though  a  general  infective  process  may  create  it.  We  notice 
this  mostly  in  the  ulcerative  pyemic  conditions  which  exist 
in  the  gastric,  intestinal  or  pelvic  regions.  Typhoid  fever  and 
dysentery  may  be  the  source  of  infection. 

Pathology. — Thrombi  obstruct  the  small  branches  of  the 
portal  vein,  the  connective  tissue  stroma  is  thickened,  while 
the  coats  of  the  veins  present  minute  ecchymo1:io  spots.  These 
thrombi  throw  ofE  fibrinous  clots  which,  being  carried  into  the 
hepatic  circulation,  form  metastatic  abscesses.  These  may 
become  confluent  and  form  one  large  abscess.  The  suppurative 
emboli  may  enter  other  veins  and  in  this  way  may  infect  other 
organs  and  tissneB.  The  liver  is  uniformly  enlarged  and,  on 
account  of  the  suppurative  process,  has  a  mottled  appearance. 

Symptoms. — The  subjective  symptoms  pertain  to  the  liver, 
inasmuch  as  metastatic  abecesses  are  liable  to  exist  here  as  the 
result  of  the  pylephlebitis.  Should  this  not"  be  the  case  a  sys- 
temic sepsis  will  be  the  clinical  picture.  The  liver  being  en- 
larged and  inflamed  is  tender  on  palpation.  Pain  may  or  may 
not  be  a  marked  feature.  When  a  large  abscess  exists  the 
hepatic  enlargement  is  marked  and  the  pain  and  pressure  will 
be  consequently  more  intense.  Septic  fever  is  a  characteristic 
expression  of  .the  disease  and  this  is  usually  accompanied  by 
rigors  and  profuse  sweating.  Jaundice  is  generally  present 
and  diarrhea  is  not  imcommon.  Gastric  disturbances  are  evi- 
denced, displayed  by  nausea  and  often  by  vomiting.  These 
cases  usually  assume  an  asthenic  type  and  terminate  in  coma 
and  death. 

DiaCnosis  and  Profnosia. — The  foregoing  symptoms  offer 
the  only  guidance  in  making  a  diagnosis,  which  is  not  an  easy 
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matter.  The  hepatic  complicationa  give  the  most  poBitive  sug- 
gestions in  this  respect.  The  disease  is  usually  incurable,  its 
duration  not  often  exceeding  two  weeks.  When  the  absceBBes 
are  small,  surgical  iut«rvention  gives  much  encouragement. 

Treatment. — Relief  of  pain  is  the  only  objective  in  the 
medical  treatment.  Symptomatic  treatment  will  apply  for 
varioiu  conditions.  Surgic&l  aid  should  be  called  w4ien  there 
IB  a  localized  hepatic  a 


rATTY  LIVER. 


This  tenu  is  employed  to  define  two  forms  of  fatty  change 
iu  the  liver  structure.  One  refers  to  the  infiltration  of  the 
hepatic  cells  with  fat  drops  which  interrupt  the  nutritive  func- 
tion without  destroying  the  cell  integrity.  The  other  is  a 
metamorphosis  of  the  cell-protoplasm  into  fat  which  uot  only 
impairs  the  cell  function  but  ultimately  ends  in  complete  cell- 
disinte^ation. 

rATTY  INFILTRATION. 

Etlolofy. — Fatty  infiltration  is  often  a  result  of  obesity 
in  which  the  liver  ia  filled  with  an  excessive  amount  of  fat. 
It  is  due  to  an  over  ingestion  of  fat-producing  foods  or  alcohol. 
It  is  also  a  sequence  of  the  cachectic  state  when  fat  accumu- 
lates iu  the  liver  as  the  result  of  improper  oxidization.  Chronic 
diseases  of  the  heart  and  lungs  promote  fatty  infiltration,  as 
they  interfere  with  the  supply  of  oxygen  to  the  blood. 

Patholofy. — The  liver  is  decidedly  enlarged,  smooth  and 
pale,  while  the  microscope  will  reveal  the  drops  of  fat  in  the 
hepatic  cells.  The  liver  pits  upon  pressure,  it«  edges  are 
rounded  and  it  has  a  light  yellow  or  a  grayish  color.  The  in- 
filtration may  appear  in  localized  areas  or  it  may  affect  the 
parenchyma  as  a  whole.  Portions  of  the  liver  substance  will 
float  iu  water. 

Srmptome. — The  symptoms  are  not  distinctive,  inasmuch 
as  the  function  is  not  greatly  impaired.  The  bile-forming  func- 
tion is  not  decidedly  interfered  with  and  hence  there  is  no 
marked  jaundice,  though  the  stools  are  pale  in  color.  Percussion 
reveals  moderate  and  uniform  enlargement.  Anemia  and  debili^ 
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are  often  prominent  symptoms.  It  is  not  uncommon  also  to 
find  a  feeble  and  irregular  pulse,  which  is  indicative  of  cardiac 
arrythmia. 

Dlafnesls. — It  is  not  a  difficult  matter  to  make  the  dia^^ 
nosis,  inasmuch  as  we  invariably  have  the  causative  symptoms 
to  direct  us.  The  lack  of  signs  which  point  to  portal  'obstruc- 
tion will  differentiate  from  fatty  degeneration.  The  spleen  is 
not  enlarged,  albuminuria  is  not  present,  and  the  hepatic  en- 
largement is  not  excessive,  hence  it  can  not  be  confounded  wilJi 
amyloid  degeneration.  The  absence  of  persistent  jaundice,  en- 
larged spleen  and  ascites  rules  out  fibrous  hepatitis.  The  smooth 
and  uniform  enlaT^ment,  without  any  associate  infectious 
signs,  will  contrast  clearly  with  the  inflammatory  invasions  of 
the  liver. 

Prefnosis. — It  is  possible  to  give  a  favorable  prognosis, 
inasmuch  as  the  majority  of  cases  show  no  decided  impairment 
of  the  hepatic  function.  The  cause  of  the  disease  is  generally 
easily  eradicated  and  unless  there  are  some  unfavorable  com- 
plications we  may  expect  a  recovery. 

TrealmeDl. — The  principal  object  of  the  treatment  is  to 
remove  the  provoking  cause,  and  this  can  be  accomplished  in 
the  average  case  by  careful  dieting,  the  promotion  of  the  di- 
gestive functions  and  the  taking  of  systematic  exercise. 


FATTY  METAHOBPBOSIS. 

Etiolefy. — The  conversion  of  the  cell  protoplasm  into  fat 
and  the  subsequent  process  of  disintegration  make  this  a  dis- 
ease of  far  more  serious  consequences  than  fatty  infiltration. 
Alcoholic  excess  may  have  something  to  do  with  its  develop- 
ment, but  it  more  frequently  follows  the  results  of  wasting  dis- 
eases like  carcinoma  and  tuberculosis.  Phosphorus  or  arsenic 
poisoning,  pernicious  anemia,  and  acute  infections  or  intoxi- 
cations which  deplete  the  oxygen  supply  of  the  blood  are  also 
causative  factors.  It  is  also  associated  with  amyloid  and  atro- 
phic changes. 

Patholoty* — When  there  is  pronounced  fatty  d^enera- 
tion  the  liver  shows  marked  atrophy.  Its  substance  is  soft, 
pliable  and  easily  torn,  and  the  color  is  light  yellow.  On  sec- 
tion we  shall  find  the  acini  replaced  by  fat  cells  and  oil  globules, 
and  areas  of  pigmentation  will  be  detected.     The  microscope 
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reveals  a  globular  appearance  of  the  cells.  Granular  debris, 
cholesterin,  tjrosin  and  phosphatic  crystals  are  also  discov- 
ered in  tbe  degenerated  tissue. 

Syniptoms. — Aa  in  fatty  infiltration  we  are  not,  in  the 
ordinary  case,  able  to  find  any  constant  and  positive  symptoms 
of  the  degeneration.  Fain  is  an  imconimon  complaint,  jaundice 
is  an  exceptional  symptom  and  ascites  appears  only  occasionally. 
When  there  is  an  associate  fatty  change  in  the  kidneys  the 
urine  is  scanty  and  albuminous,  while  fatty  casta  and  crystals 
of  cholesterin,  leucin  and  tyrosin  may  be  easily  detected.  In 
such  cases  the  heart  becomes  feeble  in  its  action,  syncope  and 
vertigo  often  being  obeerved  as  expressions  of  the  gradual 
muscular  degeneration.  Edema  and  anasarca  are  natural 
symptoms  in  this  extreme.  Physical  examination  reveals  the 
gradually  increasing  atrophy  of  the  liver. 

DiatDOsls. — This  is  determined  chiefiy  by  careful  elimina- 
tion of  other  diseases.  The  history  of  alcoholism,  drug  poison- 
ing or  some  severe  infectious  disease  will  be  necessary  to  con- 
firm the  diagnosis.  Then  the  grave  symptoms  such  as  albumi- 
nuria, edema,  ascites  and  cardiac  failure  which  appear  when 
the  kidneys  are  involved,  together  with  the  progressive  atrophy, 
are  about  all  the  guiding  points  we  can  find  on  which  to  base 
tbe  diagnosis. 

Prognosis. — Much  depends  upon  the  degree  of  fatty  de- 
generation. If  it  is  caused  by  overeating  and  indulgence  in 
stimulants  some  relief  may  be  expected  when  these  errors  are 
corrected.  If  it  is  due  to  a  wasting  disease  everything  depends 
upon  the  course  of  that  infection.  In  this  class  of  cases  we 
can  not  expect  a  recovery,  but  only  to  arrest  the  progress 
of  the  disease. 

Treatmont. — While  the  incipient  case  alone  offers  hope 
in  treatment,  it  is  often  possible  to  accomplish  more  than  is 
expected  in  this  respect.  Dietetic  r^^lation  is  of  great  impor- 
tance, particularly  when  the  patient  has  been  too  indulgent. 
Hygienic  considerations  are  also  valuable,  inasmuch  as  the 
general  strength  and  eliminating  powers  must  be  constantly 
maintained.  Systematic  exercise  will  be  an  adjuvant  in  this 
respect.  We  must  not  expect  our  treatment  to  avail  us  much 
when  the  pathologic  changes  are  well  established  or  when 
they  are  due  to  a  well  established  wasting  disease.  If,  how- 
ever, it  is  possible  to  check  the  progress  of  that  disease  we 
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maj  have  a  oommenBurate  hope  of  retarding  the  fatty  degen- 
eration of  the  liver.  Bemedies  like  iron  and  arsenic,  which 
are  of  auch  value  in  anemic  conditions,  should  have  a  aphere 
of  usefulness  in  this  disease.  Phosphorus  should  always  be 
studied  when  there  is  a  fatty  metamorphosis.  In  conjunction 
with  this  we  may  do  well  to  look  into  the  symptomatology  bear- 
ing upon  caicarea  carh.,  natrum  sulph.,  silicea,  sulphur  and 
similar  remedies.  Should  a  syphilitic  cause  be  found  we  can 
not  do  better  than  to  employ  the  iodids  or  mercuriug  in  its 
various  forms.  Aurtim  ehlorid  should  never  be  overlooked, 
inasmuch  as  it  applies  not  only  to  a  specific  degeneration,  but  it 
answers  also  in  the  tissue  depletion  from  other  causes.  It  is 
of  inestimable  value  when  the  nervous  system  is  first  affected, 
and  when  the  interstitial  changes  are  also  developed  in  the 
heart,  liver  and  kidneys.  Nitric  acid,  pkos.  acid  and  ferrum 
phos.  may  he  compared  in  this  respect. 

Hemedies  like  chelidonium,  chionanthtts,  cholesterin,  china 
and  leptandrin  have  tlieir  sphere  of  usefulness  when  acute 
hepatic  symptoms  appear,  and  to  a  certain  extent  they  are  effi- 
cient in  the  incipient  stages  of  fatty  degeneration.  The  perni- 
cious anemia  should  be  corrected  by  quinin,  arsenic,  iron  and 
similar  remedies,  and  to  accomplish  any  results,  in  this  re- 
spect, they  must  be  given  in  material  doses  and  continued  for 
their  physiologic  effect.  Cardiac  weakness  will  demand  special 
attention  and  the  usual  tonics,  but  stryeJmia  particularly  must 
not  be  overlooked.  Naja,  crolalvs  and  lachcsis  claim  some  ther- 
apeutic attention.  Other  remedies  may  possibly  he  indicated 
for  the  relief  of  certain  symptoms,  if  not  for  a  cure. 


THE  AHTLOm  LIVER. 


Various  definitions,  such  as  Inrdaceotis  liver,  waxy  liver 
and  albuminoid  liver,  have  been  employed  (o  define  this  dis- 
ease. The  term  used  above  has,  however,  received  more  unani- 
mous consent,  inasmuch  as  the  disease  represents  a  gradual 
amyloid  infiltration  of  all  the  hepatic  tissues.  The  degenera- 
tion manifests  itself  first  in  the  walls  of  the  branches  of  the 
hepatic  arteries  in  the  interlobular  areas,  then  in  the  central 
or  hepatic  vein  zone,  and  finally  in  the  peripheral  or  portal 
vein  area.  The  infiltration  continues  its  transformation  process 
until  the  entire  hepatic  structure,  including  the  connective 
tissue,  is  affected. 


.y  Google 


THE    AMYLOID    LIVER.  768 

Etlolo^. — TliiB  disease  is  supposed  to  have  a  microbio 
origin,  though  a  definite  micro-organiBm  has  not  yet  been  dis- 
covered. The  staphylococcus  and  tubercle  baccilliu  are  claimed 
as  possible  causes.  It  is  associated  with  prolonged  suppuration, 
especially  in  connection  with  tuberculous  affections  of  the 
bones  and  is  an  expression  of  a  severe  disturbance  of  metabo- 
lism rather  than  a  primary  disease.  It  is  a  feature  of  general 
amyloid  infiltration,  in  which  the  spleen  and  kidneys  are  also 
implicated.  IN'ecrosis  of  the  bone,  hip-joint  disease  and  pye- 
litis frequently  precede  the  hepatic  involvement  Pulmonary 
tuberculosis  with  cavity  formation,  tertiary  syphilis,  rickets, 
malaria,  leukemia,  pseudo-leu(kemia,  malignant  tumors,  ne- 
phritis and  infdbtiouB  diseases  are  enumerated  as  probable 
causes. 

Pathvlofy. — The  liver  is  uniformly  and  exceedingly  en- 
larged and  inspection  may  discover  the  unnatural  prominence 
in  the  right  hypochondriac  and  epigastric  regions.  Its  appear- 
ance is  waxy  and  the  amyloid  parts  show  a  mahc^any-red  reac- 
tion wfarai  tested  with  weak  iodin  solutions.  It  is  smoolh  and 
hard,  the  edges  are  rounded  but  not  well  defined,  while  the 
transverse  fissure  is  exaggerated  by  the  great  enlargement. 
On  section  the  oil  droplets  do  not  exude,  though  it  may  be  asso- 
ciated at  times  with  fatty  infiltration,  nodules  may  be  discov- 
ered in  certain  syphilitic  or  cancerous  forms  and  the  amyloid 
change  is  sometimes  circumscribed. 

Symptoms. — The  waxy  cotnplexion  suggests  the  existence 
of  some  wasting  disease.  The  excessive  enlargement  of  the  liver 
and  the  coexisting  splenic  increase,  together  with  the  amyloid 
kidney,  which  is  determined  by  the  albuminous  urine  and  the 
waxy  casts,  will  be  the  most  confirming  symptoms.  In  children 
maldevelopment  and  the  prominent  abdomen  will  be  additional 
signs.  Oastro-inteaiinal  disturbances  are  often  bothersome; 
jaundice  is  not  present,  but  the  stools  are  light  colored  because 
the  diseased  hepatic  cells  can  not  form  bile.  Pain  is  not  a  symp- 
tom unless  it  is  associated  with  syphilitic  hepatitis.  A  sensa- 
tion of  weight  always  exists  on  account  of  the  liver's  large  size. 
Ascites  is  not  always  present  unless  there  is  a  general  hydremia. 
Mental  disturbances  are  often  marked. 

Dlafnosis.- — The  diagnosis  is  not  difficult  because  the 
etiology  is  generally  clearly  established.  Physical  examination 
will  disclose  the  pronounced  hepatic  enlargement  and  the  in- 
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creased  area  of  hepatic  dulness.  The  liver  iistiallj  protrudes 
some  distance  below  the  free  mai^ne  of  the  ribs.  The  abeence 
of  jaundice,  the  presence  of  dropsy,  the  enlarged  spleen,  and 
the  amyloid  kidney  (discovered  by  the  urinary  examination)  are 
positive  confirming  signs.  The  enlarged  liver  attending  leu- 
kemia will  be  settled  bj  the  blood  examination  and  the  absence 
of  the  other  symptoms  of  amyloid  liver,  while  the  oi^nic 
growths  will  be  difEerentiated  by  comparisons  given  in  other 
chapters. 

Treatment. — No  treatment  will  apply  when  the  disease  has 
progressed  to  any  considerable  degree.  The  primary  cause 
will  require  first  attention,  but  that  is  generally  known  too 
late.  The  diet  should  be-  limited  to  nitrogenous  foods  and  gen- 
eral measures  should  be  instituted  to  keep  the  digestion  in 
good  condition.  Stimulants  must  be  prohibited.  Alkalies  have 
been  lauded  for  their  palliating  influence,  but  they  do  not  ex- 
erciae  any  curative  eflfect.  Amm.onium  chlorid  is  most  efficient 
in  this  respect.  Nutrition  and  elimination  must  be  watched 
carefully.  When  syphilis  is  a  factor  we  may  employ  the 
iodida,  mercury,  nitric  acid  and  aurum  chlorid.  In  suppurat- 
ing diseases  we  may  gain  much  from  calcarea  fluortca,  iodoform 
and  silicea.  The  tubercjilar  causes  should  direct  our  attention 
to  the  remedies  and  the  treatment  considered  best  for  that  dis- 
ease. Symptomatic  help  is  about  all  we  may  expect  from  rem- 
edi^  in  a  well  advanced  case. 


PEKIBEPATITIS. 


Perihepatitis,  otherwise  defined  as  subphrenic  pyopneu- 
mothorax, ia  an  inflammation  of  the  peritoneal  covering  of  the 
liver.  It  is  a  secondary  affection,  being  the  result  of  iuflamma- 
tory  extension  by  continuity,  a  part  of  a  generalized  peritonitis, 
or  a  rare  condition  following  a  pleuritic  extension  through  the 
diaphragm  or  a  possible  sequeuce  from  traumatism.  It  occurs 
as  an  acute  suppuration  or  as  a  chronic  inflammation  of  the 
perihepatic  fibrous  membrane  with  hyperplastic  increase.  The 
acute  variety  arises  from  the  perforation  of  gastric  or  duo- 
denal ulcers,  hepatic  diseases  like  abscess  or  hydatids,  inflam- 
mations of  the  gall-bladder  and  from  injuries  to  the  liver. 
The  chronic  form  is  more  liable  to  come  from  the  pressure 
of  tight  lacing  or  injuries  which  develop  subperitoneal  adhe- 
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sions,  from  cancer,  gumma,  hydatids  of  gall-bladder  obstruc- 
tions. 

Pathology. — The  peritoneal  covering,  particularly  of  the 
right  lobe,  is  inflamed  and  thickened  by  a  fibrous  or  puriform 
exudate  with  adhesions  between  the  layer  covering  the  liver 
and  the  diaphragm.  The  sac  thus  formed  will  contain  a  con- 
siderable quantity  of  pus,  thus  establishing  a  subphrenic  ab- 
acess,  or  in  ease  the  diaphragm  is  perforated,  forming  a  svh- 
phrenic  pyopneumothorax.  The  pus  in  the  abscess  is  mixed 
with  bile  and  crystals  of  bilirubin  and  fatty  acids.  This  is  a 
valuable  sign  in  the  differentiation  of  subdiaphragmatic  ab- 
scess and  empyema.  Rupture  of  the  abscess  may  take  place 
into  the  lung,  stomach,  intestine  or  peritoneal  cavity.  When 
the  chronic  form  ensues,  the  thickening  of  the  membrane  is 
more  pronounced  and  adhesions  may  form  between  the  dia- 
phragm, stomach,  colon  or  abdominal  wall  and  liver.  The 
sclerotic  contraction  leads  to  hepatic  atrophy  and  partial  or 
complete  occlusion  of  the  vessels  and  the  bile  ducts. 

Symptoms. — Sudden  and  severe  pain,  resembling  periton- 
itis, characterizes  the  early  symptomatology.  It  is  localized 
.in  the  right  typochondrium  and  epigastric  regions.  Tender- 
ness is  experienced  on  palpation  and  respiratory  movements. 
Chills  announce  the  abscess  formation  and  a  septic  fever  fol- 
lows. Qastric  distvrbances  are  usually  present  and  jaundice 
may  be  noticed  should  the  bile  duct  suffer  from  compression. 
A  friction  rub  of  short  duration  may  be  detected  in  the  mam- 
millary  line  from  the  seventh  rib  downward  and  in  the  axillary 
line  from  the  ninth  rib  downward.  Dulness  may  extend  as 
high  ae  the  angle  of  the  scapula  and  the  right  hypochondrium 
may  bulge  while  the  lower  intercostal  spaces  are  motionless. 
The  liver  may  be  crowd^  downward  from  its  normal  position. 

DiagnosiB. — Empyema  resembles  acute  perihepatitis,  both 
by  the  physical  signs  and  the  symptoms.  Empyema,  however, 
is  characterized  by  pleuritic  pain  associated  with  a  coagh  and 
cardiac  displacement  to  the  left,  while  perihepatitis  presents 
more  abdominal  symptoms.  The  liver  is  never  crowded  down- 
ward 80  much  in  empyema.  Aspiration  settles  the  differentia- 
tion, showing  bile  when  the  liver  is  involved.  Pfuhl  states 
that  in  tapping  a  subphrenic  abscess  the  spurting  occurs  with 
inspiration,  while  in  empyema  it  takes  place  with  expiration. 
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Pro^oais. — The  mild  attacks  terminate  favorably  and  are 
of  short  duratioQ.  Much  depends  upon  the  character  of  the 
primary  disease.  The  suppurative  process  may  nm  a  subacute 
course,  causing  a  protracted  illness  and  general  exhaustion. 
The  acute  variety  always  presents  the  danger  of  rupture,  while 
atrophy  is  the  unfavorable  feature  of  the  chronic  case.  The 
signs  of  collapse  are  always  unfavorable.  Surgical  interference 
accomplishes  much  by  the  evacuation  of  the  pus. 

Treatment. — The  relief  of  pain  must  be  induced  by  opi- 
ates and  indicated  remedies,  while  the  inflammatory  process 
may  be  localized  by  means  of  hot  external  applications.  The 
febrile  stage  requires  snch  remedies  as  aconite,  belladonna, 
bryonia  and  baptisia.  The  suppurative  process  demands  those 
remedies  which  are  usually  employed  for  that  condition.  A 
cure,  however,  can  not  be  performed  without  the  evacuation  of 
the  pns. 


ABSCESS  OF  THE  LIVES. 

Suppurative  hepatitis,  or  abscess  of  the  liver,  is  a  circum- 
scribed collection  of  pus  in  the  hepatic  tissue.  The  majority 
of  cases  are  traceable  to  an  infectious  cause  which  is  conveyed 
through  the  portal  circulation.  A  thrombotic  infection  enters 
a  branch  of  the  portal  vein  in  the  liver  and  gives  rise  to  a 
suppurative  pylephlebitis.  A  fragment  of  a  thrombus  may 
also  enter  the  portal  vein  and  act  as  an  embolic  cause  of  an 
abscess.  '  The  ameba  coli,  in  the  case  of  amebic  dysentery,  is 
sometimes  conveyed  from  the  intestinal  tract  into  the  liver  and 
creates  the  necessary  disorder  for  the  development  of  suppura- 
tion. Mechanical  causes,  such  as  traumatism  or  obstruction  by 
gall-stones,  are  considered  as  primary  irritations,  but,  even  in 
this  case,  the  affection  may  be  traced  to  a  micro-organism. 

An  abscess  may  be  eatabliahed  by  an  infectious  embolus 
from  the  heart,  lungs  or  systemic  circulation  which  reaches  the 
liver  through  the  hepatic  artery.  Sloughing  hemorrhoids  are 
often  caiises  of  the  infection  ascending  through  the  inferior 
mesenteric  veins.  Gastric  ulcers,  typhoid  fever  or  appendicitis 
may  create  a  portal  pylephlebitis  and  thus  develop  an  abscess 
in  the  liver.  Poreign  bodies,  like  parasites  and  round  worms, 
may  traverse  the  hepatic  ducts  and  create  a  similar  condi- 
tion.    In  all  probability,  however,  these  agencies  become  aaso- 
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elated  with  an  acute  pyogenic  organism.  Regnrgltant  em- 
boliBm  of  the  hepatic  vein  ie  also  coneidered  as  a  possible  cause. 

PalholofT. — The  liver  is  generally  enlarged,  the  increased 
size  encroaching  upon  the  thoracic  cavity.  The  right  lobe  is 
mostly  affected  near  the  convexity  o£  the  organ.  PTominences 
may  be  felt  on  the  hepatic  surface  if  the  abscess  is  near  the 
costal  border  of  the  right  lobe,  or,  in  exceptional  oases,  in  the 
left  lobe.  When  the  lower  portion  is  involved  the  border  of 
the  organ  becomes  irregular.  The  consistency  of  the  tumor 
is  at  first  hard,  but  becomes  softer  as  suppuration  advances  and 
a  distinct  fluctuation  may  be  detected  later.  The  abscess  forma- 
tion may  be  single  and  attain  a  large  size,  or  it  may  appear  in 
the  multiple  form  as  small  abscesses.  The  amount  of  pus  con- 
tained in  a  single  large  abscess  may  exceed  a  quart. 

While  the  fluid  represents  a  pus  formation  it  may  con- 
tain cellular  debris,  oil  drops,  leukocytes,  cholesterin,  fat  and 
bilirubin  crystals.  On  rare  occasions  the  pus  may  be  inspis- 
sated, caseous,  calcified  or  encysted.  ShoiJd  hydatids  be  the 
exciting  factor,  echinococcus  booklets  may  be  found.  The 
amebae  coK  are  often  present.  The  color  of  the  fluid  varies 
from  a  grayish-white  to  a  creamy  or  reddish-brown  appearance. 
The  odor  is  unpleasant,  but  depends  entirely  upon  the  infectious 
agency  and  the  extent  of  necrosis.  The  general  appearance  of 
the  liver  gives  expression  to  the  circumscribed  suppuration  by 
the  yellow  areas  beneath  the  capsule.  When  the  disease  de- 
pends on  obstruction  of  the  common  duct  by  gall-stones,  the 
gall-bladder  and  ducts  will  be  greatly  distended.  The  hepatic 
cells  show  the  prooesa  of  rapid  degeneration  by  their  altered 
shape  and  loss  of  ouolei.  Bound  cell  infiltration  takes  place 
about  the  blood-vesBels  which  are  filled  with  small  emboli  con- 
taining many  staphylococci  or  streptococci,  while  liquefaction 
necrosis  rapidly  takes  place.  The  abscess  may  perforate  the 
diaphragm,  involving  the  lung  or  pericardium,  or,  rupturing 
into  the  peritoneal  cavity,  set  up  a  septic  peritonitis;  it  may 
"point"  on  the  abdomind  wall. 

Symptoms. — Pain  is  usually  constant,  and  is  located  in 
the  hepatic  region,  but  may  radiate  to  the  right  shoulder.  In 
the  early  stages  it  is  of  a  dull  and  boring  character,  but  becomes 
more  acute  as  the  abscess  develops.  Pressure  or  a  change  of 
position  generally  aggravates  it.  The  temperature  is  very  high 
(103°  to  105°  F.)  preceded  by  rigors  and  chills  and  followed 
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by  profuse  sweats  and  exhaustion.  It  ia  liable  to  pursue  an 
irregular  and  intermittent  course.  The  pulse  is  rapid  in  pro- 
portion to  the  temperature.  Jaundice  is  rarely  observed,  the. 
skin  being  usually  pale.  When  ■perforation  takes  place  into  . 
the  lung,  a  cough,  with  purulent  expectoration,  is  an  attendant 
symptom.  Loss  of  flesh  and  gastro-intestinal  disturbances  are 
common  symptoms.  Ascites  m&j  develop  when  the  inferior 
vena  cava  or  portal  vein  is  pressed  upon.  The  spleen  may  be 
enlarged  when  the  abscess  occurs  as  the  result  of  pylephlebitis 
or  pyemic  invasion.  In  severe  and  protracted  cases  delirium, 
BubsultUB,  stupor  and  coma  may  intervene. 

The  physical  examination  reveals  to  the  eye  a  marked 
promineace  in  the  hepatic  area  when  suppuration  is  fully  es- 
tablished. Palpation  detects  the  enlargement,  tenderness  and 
fluctuation.  When  the  peritoneum  is  affected  a  friction  frem- 
itus may  sometimes  be  felt.  Percussion  reveals  enlargement 
upward. 

Dlafnosis. — The  symptoms  outlined  above  lead  us  to  a 
correct  diagnosis  when  they  are  confirmed  by  a  thorough  physi- 
cal examination  and  the  undeniable  evidence  of  pus  obtained 
by  aspiration.  Differential  diagnosis  must  be  a  painstaking 
procedure.  Malarial  fever  ia  differentiated  by  its  history  of 
malarial  exposure,  by  its  intermittency,  by  the  qninin  test,  by 
the  abaence  of  a  fluctuating  tumor  and  by  the  cachexia.  In 
this  disease  the  spleen  is  always  enlarged  and  the  presence  of 
the  hematozoa  of  Laveran  and  free  pigment  is  detected  in  the 
blood.  Pus  is  not  found  in  the  liver.  Typhoid  fever  is  char- 
acterized by  its  peculiar  temperature  curve,  the  tympanites,  de- 
lirium, rose  spots  and  Widal  reaction.  The  echinococcus  cyst 
has  less  fever  and  requires  a  long,  time  for  its  development. 
Impacted  biliary  calculi  give  the  symptoms  of  biliary  colic, 
jaundice  and  a  history  of  stones  in  the  feces  may  sometimes  bo 
obtained.  Carcinoma  and  hypertrophic  cirrhosis  are  differen- 
tiated in  the  chapters  assigned  to  their  consideration. 

Pleural  empyema  causes  the  most  doubt  in  diagnosis. 
While  the  physical  signs  are  somewhat  similar,  a  diminished 
fremitus  and  lessened  vocal  resonance,  together  with  bronchial 
breathing  from  compression,  will  be  invariably  discovered. 
The  contents  of  hepatic  abscesa  show,  in  comparison,  the  micro- 
organisms of  suppuration,  broken  down  liver  cells,  bile  pig- 
ment and  sometimes  the  ameba  eoli.     The  percussion  flatness 
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of  empyema  will  also  cljange  when  the  sitting  position  is  as- 
sumed. Subphrenic  abscess  is  characterized  by  a  marked  down- 
ward displacement  of  the  liver  aod  the  absence  of  hepatic  debris, 
bile  pigments,  etc.,  on  aspiration.  Abscess  of  the  abdominal 
waU  is  not  affected  by  respiratory  efforts  as  are  hepatic  en- 
largements. It  is  well  to  repeat  that  aspiration  affords  the 
most  satisfactory  differentiation. 

Profnosis. — The  result  of  this  dieease  is  generally  re- 
garded in  an  unfavorable  light,  and  yet,  except  in  multiple 
abscesses,  surgical  evacuation  of  the  pus  has  reduced  the  mor- 
tality to  a  minimum.  Unfavorable  results  may,  however, 
follow  this  undertaking,  but  it  is  due  to  general  sepsis  already 
established. 

Treatment. — Aside  from  the  surgical  procedure,  the  physi- 
cian is  called  upon  to  relieve  the  results  of  general  pyemic  in- 
fection. In  the  beginning  of  the  disease  it  is  possible  to  give 
some  aid  toward  localization  of  the  pus  by  outward  applica- 
tions of  heat,  but  the  most  efficient  work  of  the  physician, 
before  and  after  evacuation  by  operation,  is  to  contend  with 
the  debilitating  effects  of  septic  inflammation.  Stimulants  and 
nourishing  food  may  be  required  for  this  purpose,  and  it  is 
often  necessary  to  give  the  heart  more  than  usual  attention. 

Bryonia,  baptisia,  echinacea  and  eupatorium  are  efficient 
remedies  in  the  early  stages.  When  suppuration  ensues  we  may 
rely  upon  hepar  sulphur,  calcarea  fluorica,  sulphur,  mercurius, 
silicea  and  that  class  of  remedies  which  have  been  heretofore 
mentioned  for  that  purpose.  Strychnia,  china,  leptandrin,  and 
the  arsenate  of  quinin  are  always  to  be  considered. 


ACUTE  YULOW  ATROPHY  OF  THE  LIVES. 

Kalignant  jaundice,  parenchymatous  hepatitis  and  icterus 
gravus  are  the  other  terms  by  which  this  disease  is  known.  It 
is  characterized  by  extreme  acute  jaundice,  profound  toxemia 
and  a  rapid  destruction  of  the  liver  tissue  which  terminates 
in  fatty  degeneration  and  marked  atrophy. 

Etiology' — The  cause  is  evidently  an  infection  or  intoxica- 
tion which  is  not,  as  yet,  understood.  Pregnancy,  alcoholism 
and  various  micro-organisms  have  been  claimed  as  the  probahle 
causes,  but  no  definite  information  has  as  yet  been  obtained. 
While  it  may  appear  at  any  time  of  life,  it  seems  prone  to 
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attack  those  of  middle  life  most  frequently.  Drugs,  like  ar- 
senic, phoBpbonui,  mercury  and  antimony  have  been  regarded 
as  poBeible  etiologic  factors,  but  no  satisfactory  knowledge 
exists  to  substantiate  the  claim.  Malaria^  diphtheria,  relapsing 
fevers,  pyemia,  syphilis  and  even  powerful  emotions  have  been 
ascribed  as  predisposing  causes,  but  the  fact  exists  that  we  are 
Btill  in  the  dark  regarding  the  origin  ^  the  disease. 

Patliolofy. — The  liver  ceUa  show  evidence  of  rapid  de- 
struction similar  to  the  condition  in  phosphorus  poisoning.  The 
liver  is,  therefore,  very  much  reduced  in  size,  though,  in  the 
banning,  it  may  be  enlarged.  The  capsule  is  shrivelled  and 
the  tissue  is  of  a  pulpy  consistency.  The  color  is  ochre-yellow, 
but  presents  areas  with  red  and  yellow  discolorations.  The 
red  appearance  represents  an  advanced  stage  and  is  due  to  an 
excess  of  blood  in  the  capillaries  and  the  pigment  of  destroyed 
red  blood  cells.  Microscopically,  we  shall  find,  in  addition  to 
the  necrotic  process,  that  the  nuclei  of  the  cells  have  disap- 
peared and  the  cell  walls  contain  fat  globules.  Later  the  cells 
may  show  complete  disintegration  with  the  appearance  of  fat 
droplets,  granular  debris,  cholesterin,  leucin  and  tyrosin,  to- 
gether with  crystals  of  bilirubin.  The  heart  and  kidneys  may 
show  similar  degenerative  changes,  while  the  spleen  may  be- 
come greatly  enlarged  from  active  congestion.  Ecchymotic 
spots  may  appear  on  the  skin  and  mucous  membranes,  while 
hemorrhage  from  the  stomach  and  intestine  is  iiot  uncommon. 
Dropsy  of  the  serous  cavities,  with  edema  of  the  brain  and 
lungs,  may  be  observed.  The  blood  is  diminished  in  quantity 
and  somewhat  dark  in  appearance. 

Symptoms. — The  symptoms  are  recognized  only  during  the 
advanced  stages  of  the  disease.  Headache,  nausea  and  vomit- 
ing, with  moderate  fever,  are  the  early  premonitory  symptoms, 
and  in  a  few  days  jaundice  appears,  which  does  not  differ  ma- 
terially from  that  of  the  catarrhal  form.  It  first  appears  in 
the  face  and  soon  involves  the  whole  body.  In  a  few  days,  or 
possibly  in  a  few  weeks,  serious  nervous  and  cerebral  symp- 
toms are  recognized.  Delirium,  which  often  becomes  violent, 
restlessness,  severe  headache  and  convulsions  are  followed  by 
stupor  and  coma.  Trem,ors  are  pronounced  and  the  jaundice 
constantly  increases.  The  liver  rapidly  diminishes  in  size, 
while  the  spleen  becomes  enlarged.  Vomiting  is  violent,  epia- 
taxis,   hematemesis   and   hematuria   are   apparent,   while   thit 
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stoolB  are  devoid  of  bile.  The  urine  is  generally  scantj,  but 
very  high  colored ;  urea  is  decidedly  diminished,  bile  pigment, 
albumin,  tube  casts,  leucin  and  tvrosin  are  found  by  chemical 
and  microscopic  examination.  Only  a  moderate  rise  of  temper- 
ature is  observed,  but  the  pulse  rapidly  increases.  Attending 
the  rapid  atrophy  of  the  liver  it  is  possible  to  det«nnine  a 
marked  tenderness  in  the  hepatic  area. 

Diafnosia. — The  symptoms  of  the  second  stage  of  the  dis- 
ease, together  with  the  sudden  hepatic  atrophy,  make  the  diag- 
nosis more  certain.  The  increasing  jaundice,  the  grave  delir- 
ium and  nervous  excitement,  the  excessive  bile  elimination,  the 
hemorrhages  and  particularly  the  presence  of  leucin  and  tyrosin 
in  the  urine  are  positive  signs  for  diagnosis.  Acute  phosphorus 
poisoning  offers  the  nearest  comparison.  In  this,  however,  we 
usually  discover  the  chemical  cause,  the  hepatic  atrophy  is  not 
so  marked,  the  nervous  symptoms  are  not  so  extreme  and  leucin 
and  tyrosin  are  less  commonly  found  in  the  urine.  Hyper- 
trophic cirrhosis  has  a  more  gradual  onset,  fever  is  rarely  pres- 
ent, the  liver  slowly  enlarges,  while  leucin  and  tyrosin  are  not 
found  in  the  urine. 

Protnosls. — A  fatal  result  may  be  expected  soon  after 
the  serious  symptoms  are  discovered.  Treatment  does  not 
offer  any  possible  relief. 


THE  LIVER  IN  PHOSPHOKUS  POISONINO. 

Though  we  may  not  regard  the  results  of  phosphorus 
poisoning  in  the  sense  of  a  disease  of  the  liver,  nevertheless 
the  pathologic  conditions  which  ensue  have  such  a  close  rela- 
tion to  fatty  degeneration  that  it  is  well  to  give  some  attention 
to  the  study  of  the  disease.  It  is  not  a  common  thing  for  a 
patient  to  take  this  poison,  and  yet  this  does  occur.  Those 
employed  in  match  factories  are  particularly  liable,  and  the 
extensive  use  of  phosphorus  in  matches  jnakes  it  a  more  com- 
mon danger  than  would  seem  to  be  expected. 

Symptsms. — Nausea,  intense  abdominal  pain  and  vomit- 
ing of  the  gastric  contents  containing  bile  and  traces  of  phos- 
phorus are  the  common  symptoms.  Intense  jaundice  appears  in 
a  few  days  and  the  emesis  may  return  with  the  characteristic 
black  vomit.  Serious  neri:ous  symptoms  then  develop  in  which 
convulsions,  delirium  and  coma   are  recognized.     The  ttrins 
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is  scanty  and  contains  bile,  bile-acids,  albumin,  aarcolactic  acid 
and,  in  exceptional  cases,  leucin  and  tyrosin.  Fever  is  not 
present,  while  before  death  the  temperature  is  liable  to  be  suK- 
nuruiaL 

Pathololy. — The  liver  is  enlarged  at  first,  though  atrophy 
may  develop  slowly;  it  is  lighter  in  color,  mottled  in  appear- 
ance, soft  and  friable  in  consistency.  FtUty  degeneration  is  in 
evidence  when  section  is  performed  and  the  microscope  shows 
disintegrated  liver  cells,  fat  globules,  granular  debris,  bile 
coloring  matter,  choleatfirin  and  sometimes  leucin  and  tyrosin. 
Fatty  and  granular  degeneration  of  the  kidneys  will  be  a  coin- 
cident morbid  condition. 

Diagnosis. — It  is  often  difficult  to  make  a  diagnosis  of 
acute  phosphorus  poisoning  from  the  symptoms  alone.  It  is 
frequently  confounded  with  acute  yellow  atrophy,  but  this  lat- 
ter disease  has  a  different  history,  a  slower  onset  and  jaundice 
is  an  early  symptom.  The  black  vomit  and  the  nervous  symp- 
toms also  appear  earlier  and  persist  throughout  the  disease. 
Leucin  and  tyrosin  are  more  commonly  found  in  the  urine 
than  in  phosphorus  poisoning. 

Prognosis. — The  prognosis  is  invariably  bad.  Severe 
cases  may  terminate  fatally  in  twenty-four  hours.  The  aver- 
age duration  is  from  one  to  six  days. 

Treahnenl. — Free  emesis  is  essential  in  the  acute  poison- 
ing. Sulphate  of  copper  (gr.  2-3)  may  be  given  every  five  or 
ten  minutes,  until  ten  grains  are  administered.  It  should 
then  be  prescribed  in  half-ho>ir  or  hourly  doses.  If  emesie 
is  not  obtained  in  this  way,  it  may  be  necessary  to  use  a  pow- 
erful dose  of  apomorphin  muriate  (gr.  1/5)  hypodermatically. 
When  the  degenerative  process  begins  remedies  are  of  no  avail. 


CANCER  OF  THE  UVEK. 

In  the  discussion  of  this  subject  reference  is  usually  made 
to  the  development  of  carcinoma  or  sarcoma.  Other  morbid 
growths  have  been  described,  but  the  truly  malignant  enlarge- 
ments are  of  this  class.  Angioma,  adenoma,  myoma  and  cysts 
are  occasionally  found.  Syphilitic  and  parasitic  invasions  are 
discussed  under  separate  chapters. 

Etiology* — Carcinoma  is  a  comparatively  common  disease 
of  the  liver.     It  is  generally  a  secondary  affection  with  the 
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primary  lesion,  most  frequently,  in  the  fltomacli.  It  occurs 
generally  during  advanced  life,  though,  in  exceptional  cases,  it 
has  been  observed  in  children.  Males  furnish  the  greater  pro- 
portion of  cases,  though  it  may  appear  in  women  as  a  second- 
ary lesion  following  carcinoma  of  the  uterus  or  breast.  Hered- 
ity is  a  minor  influence,  though  it  is  usually  considered  as  an 
etiological  possibility.  Traumatiem  and  mechanical  obstruc- 
tion should  be  regarded  as  occasional  factors.  The  existence 
of  primary  carcinoma  of  the  liver  lacks  authoritative  con- 
firmation. 

'Pathology- — Cancer  of  the  liver  will  be  recognized  in  the 
form  of  multiple  nodules  or  as  a  general  or  massive  infiltra- 
tion. The  former  is  the  more  common  variety,  the  nodules 
varying  in  number,  size  and  conBistency.  The  majority  of 
them  are  hard,  while  some  are  soft,  the  variation  depending, 
to  a  great  extent,  upon  the  fibrous  surroundings,  the  cell  pro- 
liferation and  the  blood  vessels  which  are  concerned  with  the 
organic  development.  They  are  both  primary  and  secondary, 
but  they  are  larger  and  more  numerous  when  secondary.  In 
appearance  they  are  usually  opaque,  white  or  yellowish  white. 
Vascular  growths  have  a  red  color.  The  superficial  nodules 
project  above  the  hepatic  surface  and  may  be  felt  through  the 
abdominal  wall  in  the  emaciated  subject  The  center  may 
undergo  softening  with  a  resultant  cystic  formation.  Fatty 
degeneration  in  the  center  of  the  nodules  may  lead  to  absorp- 
tion and  contraction  so  that  umbilication  is  present.  The  cap- 
sule covering  the  nodular  growth  also  becomes  indurated  and 
may  form  adhesions  to  surrounding  tissues. 

The  massive  form  is  a  primary  infiltration  of  the  liver 
and  is  found  as  a  large  tumor  which  affects  a  great  proper^ 
tion  of  the  hepatic  substance  and,  therefore,  enlarges  the  oi^an 
decidedly.  It  is  gray  in  color.  The  radiating  form  is  made 
up  of  multiple  small  nodules  but  is  not  of  frequent  occurrence. 
A  colloid  form  is  a  rare  secondary  development,  Oaneer  with 
cirrhosis  is  another  rare  form.  In  this  th^  liver  is  bat  slightly 
eulai^;ed,  is  greenish-yellow  in  color  and  studded  with  small 
white  nodules. 

Degeneration  of  the  cancerous  nodules  frequently  occurs. 
It  is  essentially  a  fatty  metamorphosis  of  the  cells  with  occa- 
sional blood  extravasations  and  a  degree  of  suppuration.  The 
primary  form  starts  in  the  liver  cells  with  the  capillary  net- 
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work  forming  a  stroma;  an  additional  stroma  is  later  added 
to  this.  The  secondary  growths  are  of  embolic  origin  through 
the  portal  or  hepatic  veins.  They  start  with  a  cancer  cell 
of  the  capillary  wall  and  gradually  develop  otter  cells  throu^- 
out  the  hepatic  parenchyma.  The  cells  are  m(»tly  epithelioid 
in  character,  but  may  be  polygonal  or  even  cylindric  Vari- 
ous grades  of  fatty  degeneration  may  be  recognized.  The 
trend  of  all  carcinomatous  growths  is  to  enlarge  the  liver 
decidedly. 

Sarcoma  is  invariably  a  secondary  growth  and  includes 
melanosarcoma,  lymphosarcoma  and  myxosarctmia.  The  first 
is  the  most  common  form;  it  is  usually  multiple,  but  may 
have  a  widespread  infiltration  throughout  the  liver  and  it 
may  be  associated  with  a  similar  melanotic  distribution  in 
different  parts  of  the  body. 

Symptoms. — The  early  manifestations  of  hepatic  cancer 
are  not  prominent  in  the  average  case.  Much,  of  course,  de- 
pends upon  the  location  of  the  lesion  and  its  relation  to  the 
primary  cause.  As  it  is  so  often  associated  with  a  primary 
growth  in  the  pylorus,  we  should  naturally  expect  the  early 
appearance  of  gastric  disturbances.  A  general  depreciatioD 
of  the  health  is  also  manifest  and  the  cancerous  cachexia 
is  one  of  the  guiding  signs  long  before  the  tumor  is  discov- 
ered. In  some  cases,  however,  the  hepatic  enlargement  with 
its  nodular  feel,  is  the  earliest  suggestion  of  the  disease,  and 
in  other  instances  there  are  absolutely  no  reliable  or  distinc- 
tive.symptoms  until  the  disease  is  well  advanced.  The  patient 
invariably  complains  of  the  loss  of  strength  and  ilesb  and  there 
may  be  a  sense  of  discomfort  in  the  right  hypochondriac  and 
epigastric  regions.  The  symptoms  of  the  primary  disease  may 
at  first  overshadow  those  attending  the  carcinomatous  develop- 
ment in  the  liver. 

Jaundice  is  commonly  present,  though  it  may  be  abso- 
lutely wanting  in  many  cases.  As  it  is  due  to  the  compres- 
sion of  the  smaller  biliary  passages,  it  is  not  intense.  Bile, 
while  not  always  absent  from  the  feces,  is  fairly  constant 
in  the  urine.  The  presence  of  melanin  indicates  the  exist- 
ence of  the  pigmented  varieties  of  cancer.  The  accentuated 
features  of  jaimdice  appear  when  the  larger  ducts  are  obstruct- 
ed. Albuminuria  is  uncommon.  Pain  is  usually  present  and 
is  dull  and  boring  in  character  and  generally  located  in  the 
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right  hypochondrioin.  When  there  is  asaociate  biliary  obstruc- 
tion it  may  be  exacerbating  and  extend  toward  the  right  shoul- 
der. The  paroxyams  often  increase  aa  the  hepatic  enlargement 
develops  and  yet  very  large  tumors  may  develop  without  marked 
pain.  Ascites  is  not  common ;  it  takes  place  only  when  the 
portal  vein  or  inferior  vena  cava  is  compreBsed  or  involved 
by  cirrhosis  with  cancer,  or  when  cancerous  tissue  develops 
in  the  peritoneum  su£Qcient  to  cause  effusion.  When  ascites 
ia  marked  it  often  obscures  the  diagnosis  of  hepatic  tumor. 
Fever  is  not  generally  ol»erved  until  the  later  stages,  and 
is  irrc^lar,  intermitting  and  moderate.  Blood  examination 
shows  hemoglobin  reduction.  Splenic  enla^;emeut  is  not  often 
found.  Cerebral  symptoms  such  as  headache,  hebetude  and 
delirium,  sometimes  characterize  the  advanced  stages. 

Physical  Sltns. — Inspection  reveals  an  early  enlargement 
of  the  superficial  abdominal  veins  and  later  some  prominence 
in  the  upper  epigastric  and  hepatic  area.  The  nodular  growth 
may  be  visible  in  the  advanced  development  when  the  patient 
is  emaciated.  Palpation  detects  the  tumor  when  it  extends 
below  the  line  of  the  ribs.  It  is  pushed  downward  by  the 
diaphragm  in  forced  inspiration.  The  nodules,  and  some- 
times the  central  pits  or  depressions,  are  felt.  The  hepatic 
enlargement  may  also  be  estimated  by  palpation.  Percussion 
outlines  the  liver  enlargement  and  the  variois  irr^ularities 
of  the  cancer,  as  they  develop. 

Diatoosls. — This  requires  not  only  a  painstaking  physical 
examination,  but  a  careful  inquiry  into  the  individual  and 
family  history.  The  age  and  cachexia,  the  progressive  enlarge- 
ment of  the  liver,  the  localized  pain,  the  characteristic  nodules, 
the  evidence  of  metastasis,  the  jaundice  and  the  possible  ascites 
will  constitute  the  most  satisfactory  evidence  of  organic  devel- 
opment. 

Differential  comparison  must  first  be  made  regarding  can- 
cer of  the  pylorus.  In  the  latter  we  shall  more  often  find  the 
tumor  in  the  epigastric  area,  while  the  hepatic  outline  usually 
shows  a  distinct  separation  from  the  pylorus;  this,  however,  is 
not  easily  determined  when  secondary  hepatic  involvement 
causes  adhesions.  Artificial  dilation  of  the  stomach  will  aid  in 
the  differentiation  somewhat,  and  the  examination  of  gastric 
eont«nts  will  give  some  guidance ;  both  of  these,  however,  are 
often  unreliable,  but  jaimdice  ia  generally  absent.     Cancer  of 
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the  gall-bladder  ia  recognized  as  an  adaexum  of  the  liver  by 
palpation  which  defines  ita  shape  and  superficialit;,  and  ahio 
by  percussion  when  the  stomach  is  artificially  distended  with 
gas.  The  signs  of  obetmction  may  also  settle  the  location 
of  the  tumor.  Oall-stone  impaction  and  also  catarrhal  affec- 
tions of  the  gall-bladder  are  to  be  differentiated  by  the  more 
acute  development  of  symptoms,  the  gastric  disturbances,  the 
absence  of  hepatic  enlargement  and  the  absence  of  cachexia, 
ascites  and  general  dropsy.  Intestinal  tumors  in  the  ascending 
colon  or  hepatic  flexure  are  distinguished  by  the  doughy  feel 
and  the  relief  by  purges.  In  case  of  fecal  impaction,  the  accu- 
mulation of  gas  above  the  tumor,  the  occasional  change  to  a 
tympanitic  note  and  the  abdominal  distention  will  differentiate. 
They  are  not  affected  by  the  descent  of  the  diaphragm  during 
respiration  and  the  pain  is  more  acute.  Tumors  of  the  intes- 
tine, particularly  of  the  transverse  colon,  are  more  movable. 

Tumor  of  the  right  kidney  may  present  a  perplexing  simi- 
larity of  symptoms.  This  may  be  settled  by  bimanual  pal- 
pation. The  ascending  colon,  which  covers  the  kidney,  will, 
however,  take  an  oblique  course,  from  above  downward,  and 
when  empty  it  gives  a  tympanitic  note.  The  bulging  of  the 
ribs  is  not  so  pronounced  or  uniform  as  in  hepatic  enlarge- 
ment. Examination  of  the  urine  may  also,  at  times,  furnish 
deciding  evidence.  The  fatty  liver  is  softer  than  the  can- 
cerous and  presents  its  other  characteristic  features.  Amy- 
loid liver  is  smoother,  and  the  rounded  border  is  often  felt. 
It  is  associated  with  a  similar  enlargement  of  the  spleen. 
Hepatic  abscess  gives  a  different  history ;  it  occurs  at  any  age ; 
hectic  temperature,  chills  and  sweats  are  distinct  features,  pain 
is  sharper,  and  anemia  takes  the  place  of  cachexia.  A  fluc- 
tuating tumor  is  sometimes  discovered,  the  enlargement  is 
upward,  the  duration  is  shorter  and  aspiration  may  give  an 
opportunity  for  decisive  bacteriologic  proof.  Echinococcus 
cysts  have  softer  nodules,  the  emaciation  is  less  and  the  spleen 
is  enlarged  and  the  characteristic  booklets  are  found  by  aspi- 
ration. It  is,  moreover,  a  rare  disease.  Hypertrophic  cirrho- 
sis occurs  in  younger  people,  has  no  cachexia,  gives  little  hepatic 
tenderness,  has  no  nodular  enlargement  and  an  alcoholic  his- 
tory is  usually  obtained. 

Benign  growths  like  adenomas>  angiomas  and  cystomas 
are  also  to  be  considered  in  the  study  of  hepatic  tumors  inas- 
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much  as  thej  are  bo  often  mistaken  for  carcinoma  of  the  liver. 
They  may  occur,  however,  at  an  earlier  age,  no  primary  growth 
is  discovered  in  other  organs,  the  cancerous  cachexia  and  wast- 
ing are  not  in  evidence  and  the  other  characteristics  of  malig- 
nant disease  are  absent.  Sarcoma  does  not  present  many  dif- 
ferentiating symptoms  so  far  as  the  hepatic  tiimcT  is  concerned. 
The  primary  involvement  elsewhere  and  the  peculiar  morbid 
phases  which  typify  the  various  forms  of  this  organic  increase 
will  be  recognized  in  its  pathologic  makeup,  and  this  is  all 
that  is  necessary  for  a  general  diagnosis.  Evidence  that  a 
cancer  is  secondary  will  l>e  established  when  signs  of  its  inva- 
sion are  discovered  elsewhere. 

Profnosls. — The  disease  is  always  fatal  and  the  prolonga- 
tion of  the  suffering  is  dependent  upon  the  patieuVs  endurance 
and  the  progress  of  the  pathologic  changes.  Treatment  is  only 
palliative. 


CIRRHOSIS  OF  THE  LIVER. 

Cirrhosis  of  the  liver  is  a  chronic  hepatic  disease  which 
is  characterized  by  an  excessive  formation  of  connective  tissue, 
destruction  of  the  parenchyma,  a  harder  consistence,  t<^ther 
with  atrophy  or  hypertrophy  of  that  viscus.  In  some  cases 
there  will  be  no  particular  decrease  or  increase  in  size.  It 
has  been  variously  termed  sclerosis  of  the  liver,  gin-drinkers' 
liver,  interstitial  hepatitis  and  granular  liver. 

PatbolofT. — Three  pathologic  varieties  are  presented:  (a) 
atrophic  cirrhosis,  (b)  hypertrophic  cirrhosis  and  (e)  biliary 
cirrhosis. 

Atrophic  Girr}io»is. — This  is  the  most  common  form  and 
its  cause  is  supposed  to  be  traced  to  alcoholic  excess.  In  the 
early  stages  the  liver  is  enlarged.  Later  it  gradually  becomes 
atrophic,  hard,  granular  and  changed  in  contour.  Section 
shows  the  developing, bands  of  connective  tissue  which,  sur- 
rounding different  areas  of  the  parenchyma,  may  compress 
and  crowd  these  isolated  portions  to  the  surface,  giving  rise 
to  the  term  "hob-nail  liver."  The  connective  tissue  formation 
begins  about  the  terminal  branches  of  the  portal  vein  which, 
in  conjunction  with  the  liver  cells,  are  compressed  by  the  con- 
stant increase  of  tissue.  The  lobular  circulation  is,  therefore, 
gradually  cut  off  as  the  connective  tissue  proliferation  eventu- 
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ally  produces  contraction.  The  hepatic  cells  suffer  therefore 
from  compression,  which  leads  to  atrophy ;  they  may  also  un- 
dergo fatty  metamorphosis,  on  account  of  which  the  hepatic 
tissue  softens  and  assumes  a  yellow  appearance.  In  some 
instances  the  liver  becomes  smooth  from  a  more  uniform  dis- 
tribution of  connective  tissue  throughout  the  parenchyma. 
Fatty  infiltration  may  occasionally  overbalance  the  contraction 
sufficiently  to  enlarge  the  liver.  Amyloid  defeneration  some- 
times characterizes  the  infiltration. 

Hypertrophic  Cirrhosis. — This  is  often  termed  elephan- 
tiasis of  the  liver,  inasmuch  as  the  organ  increases  decidedly 
in  size.  It  is  often  confused  with  the  first  stage  of  the  atrophic 
variety.  The  overgrowth  of  connective  tissue  shows  no  ten- 
dency to  contract  and,  therefore,  the  branches  of  the  portal 
vein  are  not  compressed,  but  the  hyperplasia  invades  the  biliary 
tract  causing  obstruction.  Jaundice  is,  therefore,  a  promi- 
nent symptom.  Proliferation  of  bile-ducts  takes  place.  The 
liver,  instead  of  being  reduced  in  weight,  as  in  the  atrophic 
form,  from  four  or  five  pounds  to  two  or  three  pounds,  is 
actually  increased  to  eight  or  ten  pounds.  It  is  still  claimed 
by  competent  observers  that  this  variety  eventually  contracts 
and  assmnes  the  atrophic  form. 

Biliary  Cirrhosis. — The  French  writers  have  described 
thia  form  of  cirrhosis  as  opposed  to  the  portal  cirrhosis  or 
atrophic  variety.  It  follows  from  the  obstruction  of  bile  ducts, 
the  retained  bile,  acting  as  a  chemical  irritant,  starts  a  cir- 
rhotic process  around  the  small  bile  ducts.  Pigment  granules 
are  deposited  in  the  interlobular  connective  tissue  and  also 
within  the  acini.  The  liver  structure  becomes  harder  and 
the  organ  is  very  much  enlarged. 

Etiology. — Atrophic  Cirrhoais. — Alcohol  must  stiD  bo  re- 
garded as  the  prominent  cause  of  this  form  of  cirrhosis,  not- 
withstanding the  fact  that  many  cases  are  found  among  those 
who  never  indulged  in  spirituous  drinks.  While  micro-organ- 
isms are  supposed  to  cause  it,  no  definite  discovery  has  been 
announced  in  this  respect.  It  is,  no  doubt,  associated  with 
infectious  diseases.  Certain  chronic  diseases,  like  syphilis,  dia- 
betes, gout,  malaria,  carcinoma  and  tuberculosis  play  en  im- 
portant part  in  the  hepatic  connective  tissue  increase.  Cardiac 
lesions  and  obstructive  lung  diseases  are  factors' to  be  consid- 
ered at  all  times. 
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Hypertrophic  Cirrhosis. — The  causes  which  lead  up  to  thie 
form  of  ciixhoBis  are  not  understood  so  well  as  those  of  the 
atrophic  variety.  The  male  sex  is  mostly  predisposed,  though 
alcoholism  probably  has  little  influence.  It  has  been  observed 
in  yonng  adults  following  infectious  diseases.  Catarrhal  jaun- 
dice is,  no  douht,  a  factor.  Hypertrophic  cirrhosis  is  discov- 
ered most  frequently  among  inhabitants  of  the  warmer  climates. 
Biliary  cirrhosis  follows  chronic  obstruction  of  the  bile  ducts. 
Symptoms. — Atrophic  Cirrhosis. — The  positive  symptoms 
of  atrophic  cirrhosis  do  not  appear  early.  When  they  do  ap- 
pear they  are,  in  reality,  the  secondary  expressions  of  the  patho- 
logic condition,  Thua  anorexia,  nausea,  a  sense  of  distention 
and  discomfort,  constipation,  slight  jaundit^  and  a  gradual 
loss  of  flesh  are  due  to  the  slowly  developing  atrophic  changes 
which  are  thus  manifested  first  in  the  distiirhances  of  the  ali- 
mentary canal.  As  the  gastro-intestinal  mucosa  suffers  a  more 
intense  congestion  these  symptoms  will  be  exaggerated  to  the 
extent  of  increased  nausea  and  vomiting  and  the  possible  occur- 
rence of  hemorrhages  from  the  nose,  stomach  and  intestine. 
The  tongue  is  invariably  covered  with  a  fonl  and  thick  coating. 
Hemorrhoids  resulting  from  portal  obstruction,  uterine  hem- 
orrhage and  hematuria  are  also  frequent  occurrences,  but  above 
all  we  shall  notice  marked  abdominal  dropsy.  This  may 
assume  lai^  proportions,  causing  a  decided  abdominal  pro- 
trusion. Emaciation  increases  as  the  disease  progresses,  the 
facial  expression  is  pinched,  the  superficial  veins  are  promi- 
nent, the  nose  is  often  red  and  the  akin  is  of  a  sallow  color. 
The  spleen  becomes  enlarged  and,  as  the  result  of  toxemia, 
there  may  he  nervovs  symptoms  such  as  delirium,  convulsions, 
stupor  and  coma.  Fever  is  not  a  common  symptom.  The 
urine  is  scanty,  has  a  high  specific  gravity  and  contaim  bile 
and  urates,  while  albumin  and  casts  may  be  present.  The 
urea  is  always  low. 

Physical  examination  reveals  on  inspection  abdominal  dis- 
tention, enlarged  abdominal  veins  and  a  sallow  skin.  Palpa- 
tion is  not  satisfactory  unless  the  fluid  is  removed  by  tapping. 
In  this  case  we  shall  find  the  liver  in  advanced  stages  much 
smaller,  while  the  spleen  is  correspondingly  enlarged.  Some- 
times on  deep  palpation  the  under  surface  may  be  felt.  Per- 
cussion discloses  the  diminished  area  of  hepatic  dulness  and 
the  corresponding  increase  of  splenic  dulness.     Due  allowance 
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must  be  made  for  the  early  enlargement  and  the  similar  perma- 
nent condition  in  fatty  cirrhosis. 

Hypertrophic  Cirrhosis. — The  alcoholic  history  is  not  dis- 
covered and  the  disease  may  appear  in  younger  people.  Jaun- 
dice ia  an  early  symptom  and  increases  as  the  disease  pro- 
gresses. Fever  13  sometimes  an  attending  symptom  and  parox- 
ysms of  pain  often  simulate  biliary  colic.  Inasmuch  as  the 
portal  circulation  is  not  disturbed  so  much  as  in  the  atrophic 
form,  the  byperemic  conditions  of  the  gastro-intestinal  tract 
are  not  so  marked  and,  hence,  gastric  and  intestinal  disturb- 
ances are  less  prominent.  Hemorrhoids  are  not  so  constant, 
the  spleen  is  but  slightly  enlarged  and  ascites  does  not  usu- 
ally appear.  Bile-stained  urine  is  more  common  than  in  the 
atrophic  variety,  but  blood  is  not  generally  present.  The  urea 
is  normal  in  amount  and  albumin  and  tube  casts  are  discov- 
ered only  in  advanced  cases.  The  feces  show  the  presence  of 
bile  at  times  and  again  it  may  be  entirely  absent.  The  red 
blood  corptiscles  are  decidedly  diminished  in  number  and  there 
is  a  relative  leukocytosis.  The  disease  usually  runs  a  rapid 
course.  Severe  symptoms  like  icterus  gravis,  high  fever,  hem- 
orrhages, delirium  and  coma  may  precede  death. 

Physical  examination  reveals  a  decided,  uniform  and 
smooth  enlargement  of  the  liver,  the  lower  border  of  which 
may  be  easily  felt  below  the  free  margin  of  the  ribs.  The 
increased  size  may  be  confirmed  by  percussion. 

Biliary  Cirrhosis. — The  signs  of  this  form  of  cirrhosis  are 
closely  related  to  the  cause  which  ia  some  form  of  obstruction 
of  the  bile  ducts.  This  may  arise  from  the  impaction  of  gall- 
stones, a  tumor  or  a  stricture  of  the  duet.  Following  this  the 
features  of  catarrhal  or  suppurative  cholangitis  are  liable  to 
appear.  Jaundice  is  even  more  pronounced  than  in  the  hyper- 
trophic form  and  is  one  of  the  earliest  symptoms.  Intermit- 
tent fever  is  another  symptom. 

Diagnosis. — Atrophic  Cirrhosis. — The  atrophy  of  the 
liver,  the  ascites  and  the  absence  of  acute  symptoms,  together 
with  the  confirmation  of  the  symptoms  previously  outlined, 
should  be  sufficient  for  diagnosis.  Tuberculous  peritonitis, 
with  its  marked  effusion,  is  often  confused  with  this  disease; 
the  abdominal  tenderness,  the  fever  and  evidences  of  tiiber- 
oulous  involvement  elsewhere  aid  in  the  differentiation.  The 
peritoneal  effusion  in  cirrhosis  is  usually  greater  than  that 
of  peritonitis. 
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Hypertrophic  Cirrhosis. — This  must  be  compared  with  the 
diaeasee  in  which  the  liver  becomes  eni^r^d.  In  cancer  the 
patient  ia  usually  over  forty,  the  enlargement  ia  uneven,  ascites 
ia  more  common,  the  spleen  is  not  enlarged  and  alcoholism 
has  even  leea  influence.  In  amyloid  liver  there  is  a  similar 
aplenic  enlargement,  but  there  is  neither  pain  nor  jaundice  and 
the  etiology  of  amyloid  disease  is  quite  clear.  Echinococcvs 
cyst,  though  presenting  many  similar  symptoma,  is  defined  by 
its  history,  which  points  to  a  definite  infection,  the  absence 
of  marked  emaciation  and  leukocytosis,  and  the  physical  find- 
ing of  the  irregular  hepatic  surface  with  the  hydatid  thrill. 
Chronic  biliary  obstruction  gives  a  history  of  biliary  colic, 
early  jaundice  and  other  evidences  of  biliary  obstruction.  It 
runs  a  more  rapid  course  and  is  liable,  in  chronic  cases,  to 
terminate  in  atrophy.  Hepatic  abscess  has  a  traumatic  or 
pyemic  history,  localized  pain  is  severe  and  constant,  tender- 
ness is  marked,  hectic  fever  with  chills  and  sweating  are  early 
features,  the  course  ia  acute,  the  tumor  is  fluctuating  and  pus 
is  obtained  by  aspiration. 

Ihrofnosis. — Hepatic  cirrhosis  ia  not  a  curable  disease. 
Improvement  depends  upon  the  extent  of  the  cirrhosis  and 
the  removal  of  the  cause.  If  uninterrupted,  it  pursues  a 
progressive  course  until  improvement  is  beyond  hope.  The  disease 
may  remain  in  comparative  abejance  when  the  irritating  csm'.e 
is  eradicated  and  the  compensating  circulation  is  thoroughly 
established.  Death  will  take  place  in  a  few  months  or  at 
least  a  year  after  the  pathology  ia  completely  established. 
Ascites  will  be  the  moat  troublesome  symptom. 

Treatment. — The  alcoholic  habit  should  be  stopped  and  a 
reasonable  amoimt  of  exercise  ahould  be  instituted.  The  diet 
must  be  of  the  simplest  form  and  in  many  instances  it  will 
be  beat  to  use  milk,  Koumiss  and  light  nitrogenous  foods;  the 
starches  and  sngars  should  be  restricted.  Alkaline  mineral 
waters  and  possibly  purges  will  be  beneficial  in  many  respects. 
The  latter  should  be  employed  with  extreme  caution,  as  hepatic 
excitement  is  often  created  when  these  measures  are  too  vigor- 
ous. Cascara,  iridin  (gr.  2-5)  or  chinoidln  (gr.  4-6),  are 
generally  sufficient  for  this  purpose.  It  is  possible  that  mode- 
rate doses  of  calomel,  frequently  repeated,  followed  by  a  saline, 
will  give  at  least  temporary  improvement  in  many  cases. 
Elaterin   (gr.   1/20-1/10)   may  be  used  three  or  four  times 
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daily  for  the  purpose  of  obtaining  pn^use  watery  stools.  By 
the  persistent  use  of  aperient  waters  it  is  possible  to  relieve 
tbe  portal  co'ngeetion  for  a  short  time  at  least.  Diuretics  like 
apocynum,  digitalis,  potassium  acetate,  convallaria,  hydragogin 
and  diuretin  may  be  of  service,  particularly  ■when  the  cardiac 
action  is  weak.  In  such  cases  I  believe  the  employment  of 
strychnia  (gr.  1/60-1/40)  four  times  daily  is  quite  essential. 

The  remedies  pertaining  to  the  gastric  and  intestinal  dis- 
turbances have  already  been  considered  under  separate  topics. 
In  this  respect  we  shall  often  find  use  for  arsenicum,  nux 
vomica,  hryonia,  cinchona,  magnesia,  podophyllum,  iris  and 
other  remedies.  Gastric  lavage  may  be  indicated  as  in  catarrh 
of  the  stomach.  Bemedies,  which  refer  to  the  tissue  changes 
in  the  liver,  like  phosphorus,  mercurius,  chelidonium  and  the 
iodids  may  be  employed  when  the  symptomatology  calls  for 
them.  Goodno  is  partial  to  the  use  of  aurum  muriatictim  in 
the  first  or  third  decimal  triturations  and  to  this  we  might 
also  add  argentum  nitjieum,  nitric  acid,  picric  acid  and  plum- 
bum. GaiUard  reports  a  case  of  cirrhosis  of  the  liver  which 
received  no  benefit  from  internal  medication,  but  which  was 
much  improved  and  finally  cured  by  the  ingestion  daily  of 
150  gm.  (5  oz.)  of  pig's  liver. 

Unfortunately  we  rarely  obtain  much  benefit  by  the  use 
of  our  remedies  and,  in  the  advanced  cases,  we  can  not  expect 
to  relieve  the  ascites  by  any  such  measures.  This  will  invari- 
ably require  the  operation  of  paracentesis  abdominis,  which 
is  essentiallj  a  surgical  procedure  and  demands  strict  aseptic 
precantions  as  well  as  surgical  judgment.  Care  should  be 
exercised  in  order  to  avoid  cardiac  failure  and  vasomotor  paral- 
ysis which  are  always  possible  dangers;  for  this  reason  the 
ascitic  fluid  should  not  be  withdrawn  too  rapidly.  To  per- 
form this  it  will  be  best  to  allow  the  patient  to  sit  up  or  assume 
a  semi-recumbent  position  when  the  trochar  is  used.  The  after- 
treatment  of  the  wound  should  be  in  accordance  with  accepted 
surgical  principles.  The  removal  of  the  fluid  gives  at  least 
temporary  relief,  but  in  no  sense  cures  the  disease.  The  secre- 
tion is  rapidly  renewed  and  it  has  been  my  observation  that  as 
soon  as  tapping  is  instituted  the  debility  of  the  patient  in- 
creaaes  and  the  peritoneum  fills  more  rapidly. 
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DISEASES  OF  THE  PANCREAS. 
PANCREATIC  HEHORRHAOE. 

Pancreatic  apoplexy  hae  been  considered  as  a  distinct  en- 
tity oiilj  during  the  past  few  yean.  Aside  from  its  relation 
to  acute  pancreatitis,  it  must  be  recognized  as  a  cause  of  death 
in  a  email  proportion  of  cases.  When  there  is  extensive  hem- 
orrhage the  entire  glandular  tissue  may  be  destroyed,  while 
the  blood  may  also  invade  the  retroperitoneal  space  or,  if  the 
peritoneal  covering  is  broken,  it  may  enter  the  lesser  peri- 
toneal cavity.  Slight  hemorrhages  which  are  due  to  chronic 
passive  congestion,  hemophilia,  purpura  or  acute  infections 
are  not  included  under  the  head  of  pancreatic  apoplexy. 

The  causes  of  these  hemorrhages  have  not  yet  been  ascer- 
tained though,  no  doubt,  a  necrotic  process  must  be  fonda- 
mental.  Traumatism  has  been  claimed  as  a  factor  and  the 
atheromatous  state,  encouraged  by  alcoholic  excesses  and  a  rich 
diet,  must  be  taken  into  consideration.  The  corrosive  action  of 
an  excessive  or  perverted  pancreatic  secretion  has  been  claimed 
by  some  as  a  cause.  Acute  pancreatitis  and  carcinoma  must 
always  be  counted  upon  as  possible  primary  causes.  The  ma- 
jority of  cases  occur  in  patients  of  advanced  years. 

Symptoms. — The  symptoms,  as  described  by  Prince,  ap- 
pear suddenly  and  without  warning.  The  patient  complains 
of  severe  pain  with  a  sense  of  constriction  in  the  epigastric 
r^ion.  Kausea  and  obstinate  vomiting  immediately  follow, 
but  no  relief  is  experienced.  Tympanites  is  often  an  early 
symptom  and  tenderness  may  be  detected,  particularly  in  the 
epigastrium.  The  patient  becomes  anxious,  reetl^s  and  de- 
pressed, while  a  cold  sweat,  a  small,  weak  and  rapid  pulae, 
with  anemia  if  the  hemorrhage  is  large,  will  confirm  the  sus- 
picion of  sudden  internal  hemorrhage.  With  profound  pros- 
tration  and  syncope  death  may  suddenly  take  place.  The 
suddenness  of  this  is  said  to  be  due  to  shock  through  the  solar 
plexus. 


ACUTE  PANCREATITIS. 

This  disease  is  exceedingly  rare.  We  are  indebted  mostly 
to  Fitz  for  our  knowledge  regarding  it  He  recognized  three 
varieties,  the  hemorrhagic,  the  suppurative  and  the  gangrenous, 
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but  as  these  represeut  different  stages  of  the  same  disease  the 
study  of  each  may  be  undertaken  under  this  one  topic  The 
fibrous  and  fatty  interstitial  tisane  is  affected  by  the  inflam- 
matory inraeion. 

Etlolofy. — Definite  conclusions  respecting  the  etiology  can 
not  be  given  inasmuch  as  it  is  so  rare  that  extensive  study  has 
not  been  given  to  the  subject.  Hemorrhage  into  the  pancreas 
may  result  in  localized  inflammation,  while  traumatism,  gly- 
cosuria, alcoholism  and  gastro-duodenal  catarrh  have  each  been 
deemed  a  factor.  It  is  claimed  by  Opie  that  it  may  be  due 
to  bile  entering  the  pancreatic  duct  during  an  attack  of  biliary 
colic,  while  there  is  no  doubt  that  inflammation  may  extend 
from  the  duodenum  to  the  pancreas.  It  has  been  found  at 
autopsy  in  cases  of  acute  tuberculosis,  the  specific  fevers- and 
pyemic  conditions  and,  therefore,  it  has  been  ascribed  to  an 
infective  agent.  Males  of  advanced  age  seem  to  be  mostly 
predisposed  to  this  disease. 

Padiolo£r< — In  the  early  or  hemorrhagic  stage  the  pan- 
creas is  infiltrated  with  blood  either  in  the  head  or  throu^out 
the  body,  giving  a  red  color  to  the  oigan.  In  case  of  small 
hemorrhagic  foci  we  may  find  alternating  spots  of  fat  necrosis 
and  blood  accumulations.  The  hemorrhage  may  also  extend 
into  contiguous  tissues  and  the  mesentery,  mesocolon,  omentum 
and  more  external  parts  may  be  involved.  Eound  cells  and 
blood  cells  are  found  in  the  ducts  or  acini.  Coagulation  necro- 
sis may  be  observed  in  some  of  the  lobules  and  bacteria  are 
usually  abundant.  In  a  few  days  the  suppurative  or  gangren- 
ous process  supervenes.  When  suppuration  occurs  the  pan- 
creas generally  becomes  enlarged,  very  hyperemic  aud  studded 
with  small  abscesses.  The  suppuration  may  be  diffuse  or  lim- 
ited to  one  large  abscess  should  the  inflammation  tend  to  be- 
come chronic.  Surrounding  tissues  may  be  invaded,  the  liver 
may  become  involved  and  thrombosis  of  the  splenic  and  portal 
veins  may  ensue.  When  the  gangrenous  process  develops  we 
shall  find  a  part  or  the  whole  of  the  organ  degenerated  into 
a  dark  slate-colored  mass  which  is  very  soft  and  shreddy.  This 
degeneration  may  begin  as  soon  as  the  hemorrhage  occurs  and 
in  a  comparatively  short  time  the  organ  may  suffer  complete 
metamorphosis  and  the  dark  and  purulent  extravasations  be 
discovered  in  neighboring  structures.  Fat  necrosis,  peritonitis, 
peritoneal  adhesions  and  thrombosis  of  the  splenic  vein  may  be 
accompanying  conditions. 
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Symptoms. — Acute  pancreatitie  begiAs  suddenly  and  gen- 
erally without  premonitory  symptoms  or  evidence  of  aa  excit- 
ing cause.  Severe  abdominal  pain  is  the  first  suggestiun  of 
its  presence  and  this  is  located  in  the  epigastrium  but  may 
extend  into  the  upper  umbilical  area.  Naugea  and  persistent 
vomiting  are  early  symptoms,  and  the  ejected  matter  is  either 
bilious  or  black.  Constipation  is  often  obstinate,  though  diar- 
rhea may  be  present.  Tenderness  may  be  elicited  over  the 
pancreas  while  tympanites  is  usually  present.  The  tempera- 
ture is  not  high  and  in  some  instances  it  may  be  subnormal. 
Death  usually  takes  place  in  two  or  three  days,  or  at  most 
within  a  week  with  the  appearance  of  sudden  collapse. 

In  the  suppurative  form  life  may  be  prolonged  for  several 
weeks,  and  the  symptoms  will  be  similar,  with  the  exception 
of  collapse.  In  a  few  days,  however,  there  will  be  an  eleva- 
tion of  temperature  which  will  be  characterized  by  its  irregu- 
lar type  and  attended  with  rigors.  The  temperature  may  reach 
104°  or  105°  F.  Slight  jaundice  may  be  observed  and  hepatic 
and  splenic  enlargement  are  not  uncommon.  Emaciation,  in- 
creasing debility,  diarrhea,  ascites  and  anasarca  are  progressive 
symptoms.  The  usual  exacerbations  and  remissions  of  septic 
fever  are  liable  to  appear  and  a  deepseated  peritonitis  may 
exist  with  its  greatest  intensity  in  the  epigastric  region.  In 
the  gangrenous  form  the  gland  may  become  entirely  destroyed, 
the  slough  remaining  in  the  peritoneal  cavity  or  be  discharged 
through  the  bowel.  The  symptoms  do  not  differ  from  those 
of  the  suppurative  form.  Fr<^reBsive  weakness,  localized  peri- 
tonitis, with  vomiting  and  diarrhea,  will  eventually  terminate 
in  death,  which  may  be  preceded  by  sudden  collapse. 

Chronic  Pancreatitis. — This  may  result  from  some  antece- 
dent inflammation  of  that  organ,  but  is  more  frequently  due  to 
catarrh  involving  the  pancreatic  duct.  Diseases  of  the  biliary 
passages  may  produce  it  by  contiguity,  while  alcoholism,  syph- 
ilis, tuberculosis  and  diabetes  have  been  credited  as  causes. 
The  pathology  consists  of  an  interstitial  fibrous  overgrowth  re- 
sulting in  permanent  sclerosis  and  atrophy.  It  may  show  an 
irregular  distribution  with  localized  areas  of  sclerosis  making 
the  surface  of  that  organ  uneven.  The  ducts  are  dilated,  tor- 
tuous or  generally  compressed. 

Symptoms. — These  are  not  prominent  and  point  more 
particularly  to  the  causative  disease.     The  signs  of  pancreatic 
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iarolTemeDt  is  manifested  only  by  slight  pftroxysms  of  deep  epi- 
gastric pain.  The  patient  may  have  an  expression  of  anxiety 
and  at  times  complain  of  faintnesa.  Ascites  and  jaundice  fie 
occasional  symptomB  when  comprdssion  affects  the  portal  circu- 
lation. Free  fat  in  the  bowel  movementB  and  glycosuria  are 
said  to  be  present  in  some  cases.  Circumscribed  resistance 
in  the  pancreatic  area  may  be  determined  in  some  cases.  Pro- 
gressive debility  and  exhaustion  are  eventually  noticed. 

Oiatnoais.— The  diagnosis  is  rarely  made  before  death. 
The  appearance  of  the  forgoing  symptoms,  and  particularly 
circumscribed  tympany,  will  be  guiding  points  in  making  a 
diagnosis.  Obstruelion  of  the  small  intestine  rarely  takes  place 
in  this  region,  fecal  vomiting  would  develop,  and  tympany 
would  be  more  general  Obstruction  of  the  large  intestine 
may  be  settled  by  palpation,  injection  and  inflation.  Perfora^ 
tion  of  the  stomach  will  give  symptoms -of  gastric  ulcer,  while 
biliary  colic  may  be  differentiated  by  the  more  intermitting 
pain  and  the  other  distinctive  symptoms  of  biliary  obstruction. 
Corrosive  poisons  may  be  excluded  by  the  history  and  exam- 
ination of  the  mouth  and  the  vomitus.  Acute  gastro-duodenitis 
will  present  the  history  of  some  stomach  disturbance,  a  gradu- 
ally developing  fever,  with  the  absence  of  the  prostration  and 
sudden  collapse  in  pancreatic  inflammation. 

Profoosis  and  Treatments — The  disease  is  exceedingly 
fatal  and  its  duration  is  short.  A  cure  is  an  apparent  impos- 
sibility. Surgery  is  a  last  resort,  and  some  favorable  records 
are  given  in  this  respect.  Drainage  may  possibly  save  life 
when  there  are  no  inflammatory  degenerations  in  the  pancre- 
atic structure.     Medicinal  treatment  is  not  indicated. 


CARCINOMA  OF  THE  PANCREAS. 

This  disease  is  not  common  and  primary  cancer  of  the 
acirrhua  variety  is  most  frequently  discovered.  Colloid  de^n- 
eration  is  a  rare  occurrence.  It  sometimes  exists  in  the  sec- 
ondary form  as  an  extension  from  the  stomach,  or  duodenum. 
The  head  of  the  pancreas  is  usually  affected  and  the  growth 
may  attain  a  large  size.  Metastatic  involvement  may  cause 
an  invasion  of  the  liver,  gall-bladder,  lymph  glands,  perito- 
neum, stomach  and  the  portal  vessels.  It  occurs  moat  fre- 
quently among  men  of  advanced  years,  though  it  has  been 
observed  in  childhood. 
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STinptoms. ^Reliable  symptoma  are  rarely  obtained,  par- 
ticularly in  the  earlier  stages.  Progressive  etnaciaUon  will  be 
in  evidence  as  the  disease  advances,  and  attending  this  there 
may  be  epigastric  pain  or  digestive  disturbance.  Cachexia 
and  the  gradual  loss  of  strength  will  be  observed.  Vomiting 
and  diarrhea  may  become  uncontrollable  and  collapse  may  sud- 
denly appear.  Jaundice  is  a  frequent  symptom  when  the  en- 
larged pancreatic  head  obstructs  the  common  bile  duct,  "and 
may  be  associated  with  an  enlargement  of  the  gall-bladder 
and  liver.  Ascites  may  develop  when  the  portal  vein  is  com- 
pressed and,  chylous  ascites  has  occurred  when  the  thoracic 
duct  is  compressed  by  the  tumor.  When  the  pressure  affects 
the  vena  cava,  dropsy  may  appear  in  the  lower  part  of  the  body; 
edema  of  the  lower  extremities  may  also  be  present ;  should  the 
duodenum  be  enlarged,  gastrectasis  may  be  a  symptom ;  in  other 
instances  the  compression  may  cause  symptoms  of  intestinal 
obstruction.  Hydronephrosis  of  the  left  kidney  may  be  a  result 
of  pressure  on  the  left  ureter  in  case  the  pancreatic  tail  is 
the  seat  of  the  organic  growth. 

When  emaciation  is  well  advanced  it  is  usually  possible 
to  detect  a  fixed  tumor  in  the  pancreatic  region.  If  this  is 
associated  with  fatty  or  greasy  stools  and  the  symptoms  above 
are  in  evidence,  we  may  diagnose  the  presence  of  pancreatic 
cancer.  It  is  not,  however,  an  easy  matter  in  the  average 
patient  to  define  the  tumor  by  palpation.  Glycosuria  is  re- 
garded as  an  occasional  sequela  and  indican  may  be  present 
in  large  amount  in  the  urine.  The  presence  of  undigested 
meat  fibers  in  the  stools  is  conclusive  evidence  of  impaired 
pancreatic  digestion. 

Diafnosis.— In  making  a  diagnosis  we  must  eliminate  the 
following  diseased:  Abdominal  aortic  aneurysm  will  be  simu- 
lated by  the  aortic  pulsation  caused  by  the  pancreatic  enlarge- 
ment. In  aneurysm,  however,  the  impulse  is  expansile,  while 
the  cachexia,  debility  and  hardness  of  pancreatic  cancer  will  es- 
tablish the  distinction.  Carcinoma  of  the  pylorus  offers  the  fol- 
lowing distinctive  history :  The  tumor  is  more  movable,  while 
dilatation  and  other  gastric  symptoms  are  recognized.  The 
coffee-ground  vomitus,  the  absence  of  HCl  and  the  presence  of 
lactic  acid  in  the  stomach  contents,  the  black  stools  following 
hemorrhage,  the  absence  of  jaundice  and  ascites,  and  tbe  loca- 
tion of  the  tumor  in  the  pyloric  itrea  are  sufficiently  differen- 
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tiating  symptoms.  The  ehronic  coarse  of  pylcwic  growths 
ebould  always  be  compared  with  the  rapid  development  of 
pancreatic  cancer.  Tumor*  of  the  transverse  colon  are  more 
superficial  and  movable,  iRflation  will  usually  locate  the 
ttmior  and  there  will  be  other  substantiating  signs  of  intestinal 
obstruction.  Sarcoma,  adenoma,  lymphoma  and  tuberculous 
growths  may  also  invade  the  pancreas. 


PANCREATIC   CYSTS. 


Pancreatic  cysts  are  caused  by  an  obstruction  of  the  main 
duct  or  its  branches.  Calculi  may,  by  their  impaction,  estab- 
lish small  cysts ;  cicatricial  contraction  of  the  pancreatic  struc- 
ture mAy  cause  stenosis  of  the  duets,  while  the  closure  of  Wir- 
8ung*B  duet  by  concretions  or  inflammatory  contractions  may 
cause  retention  cysts  of  various  sizes.  Tumors  of  adjacent 
viscera  and  biliary  impaction  play  a  minor  part  in  their  pres- 
ence, and  traumatism,  no  doubt,  has  a  direct  or  indirect  in- 
fluence upon  their  development.  Men  and  women  are  affected 
alike,  while  adults  furnish  the  larger  number  of  cases.  Con- 
genital cysts  have  been  reported. 

Patholofy.. — The  cysts  may  be  single  or  multiple,  varying 
decidedly  in  size.  In  some  cases  a  single  cyst  may  contain 
several  gallons  of  fluid.  The  walls  are  generally  thin,  though 
in  long  standing  cases  the  connective  tissue  formation  may  de- 
cidedly thicken  and  indurate  the  enveloping  structure.  The 
inner  surface  of  the  wall  is  smooth,  trabeculated  or  roughened 
by  thickened  patches.  Secondary  cysts  often  communicate 
with  the  original  one.  The  cavity  contains  a  fliiid  which  is 
viscid,  alkaline  and  of  high  specific  gravity  (1010-1024),  In 
the  early  stages  the  contents  resemble  the  normal  pancreatic 
fluid.  The  hemorrhagic  feature  is  usually  recognized  and  in 
some  instances  a  hematoma  may  be  converted  into  a  serous 
cyst  Analysis  of  the  cystic  contents,  obtained  by  exploratory 
puncture,  show  it  to  consist  of  epithelium,  blood  corpuscles  and 
the  ferments  which  transform  starch  into  sugar  and  emulsify 
fats.     The  fluid  is  albuminous  in  character. 

The  cysts  may  develop  rapidly  or,  in  exceptional  cases, 
pursue  a  very  chronic  course.  It  is  possible  for  them  to  be- 
come stationary.  The  enlargement  of  the  cysts  may  produce 
atrophy   of   surrounding   tissues,   crowd   the   stomach    out   of 
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place  or  form  extensive  adhesions  to  its  posterior  wall.  The 
contents  of  a  large  cyst  may  rupture  into  the  stomach  or  the 
peritoneal  cavity. 

Symploms. — The  diagnostic  symptoms  are  rarely  discov- 
ered until  the  tumor  has  attained  considerable  size.  Pain  may 
then  be  experienced  in  the  epigastrium,  the  left  hypoebondrium 
or  about  the  left  shoulder.  When  the  tnmor  is  large  jaundice 
and  ascites  are  not  uncommon.  Nausea,  vomiting,  constipa^ 
Hon  or  fatty  diarrhea  are  occasional  symptoms.  The  stools 
are  clay-colored  and  offensive  while  albumin  and  sugar  may 
be  found  in  the  urine.  As  the  cyst  attains  a  large  size,  local 
tenderness  or  a  sense  of  pressure  is  experienced  in  the  epigas- 
trium. Prostration  typifies  the  general  condition,  and  ema- 
ciation becomes  noticeable. 

Physical  examination  reveals  a  smooth  and  elastic  tumor 
to  the  right  of  the  median  line  when  the  head  is  involved,  and 
to  the  left  of  the  same  point  when  the  growth  is  in  tlie  tail 
of  the  pancreas.  When  the  cyst  is  very  large  it  will  cover 
a  larger  area  and  fluctuation  may  be  elicited.  It  may  be 
slightly  movable  during  inspiration  and  it  is  often  possible 
to  grasp  it  in  the  hand.  A  murmur  may  be  detected  by  auscul- 
tation when  there  is  aortic  compression.  The  results  of  me- 
chanical pressure  depend  upon  the  size  of  the  cyst. 

Dia^oais. — The  physical  examination,  the  deep-seated 
tumor  behind  the  stomach,  the  character  of  the  pancreatic  fluid 
obtained  by  aspiration  and  the  fact  that  it  will  digest  albumins 
and  emulsify  fats  will  substantiate  the  diagnosis.  Malignant 
tumors  of  the  pancreas  have  early  emaciation,  cachexia  and 
pain;  the  tumor  is  solid  and  has  an  irregular  surface.  Aneu- 
rysm will  be  distinguished  by  its  expansile  pulsation  and  tho 
fact  that  pulsation  in  the  case  of  pancreatic  cyst  is  relieved 
when  the  patient  assumes  the  genu-pectoral  position.  Hydro- 
ox  pyo-nepkrosis  will  be  determined  by  the  history,  the  urin- 
ary examination  and  the  lower  and  more  lateral  location  of 
the  tumor.  Echinococcvs  cysts  are  usually  multilocular  while 
the  pancreatic  cyst  may  be  either  multilocular  or  unilocular. 
The  former  is  also  defined  by  the  peculiar  fremitus  and  the 
presence  of  booklets  in  the  aspirated  fluid.  Circumscribed 
peritonitis  gives  a  history  of  snddeu  onset,  fever,  pain  and  local- 
ized tenderness,  while  ascites,  dropsy  of  the  gall-bladder  and 
ovarian  cyst  must  be  determined  by  their  characteristic  differ- 
entiations. 
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Prognosis  and  Treatmettt — The  danger  of  rupture,  hem- 
orrhage aad  suppurative  inflammation  are  always  present  Un- 
der surgical  treatment,  which  is  our  only  resource,  a  fair 
number  of  cases  may  recover  after  proper  drainage. 


PANCREATIC  CALCULI. 

Pancreatic  calculi  are  due  to  the  precipitation  of  the  in- 
sfiissated  pancreatic  juice,  the  cause  of  which  is  unknown.  A 
catarrhal  invasion  of  the  duct  is  without  doubt  predisposing, 
while  pancreatiq  cyats  and  other  forma  of  obstruction  have,  no 
doubt,  an  influence.  It  is  a  very  uncommon  condition.  The 
concretions  have  the  chemical  composition  of  calcium  carbonate 
or  phosphate,  they  are  grayish-white  in  color  and  they  may 
be  very  small  or  relatively  very  large  in  size,  and  irregular 
in  shape.  Tbey  are  liable  to  create  dilatation  of  the  ducts, 
abscess  formation,  chronic  pancreatitis  and  fistulous  openings 
into  surrounding  parts.  The  secondary  changes  in  the  pan- 
creas may  terminate  in  atrophy. 

Symptoms. — Paroxysms  of  pain,  similar  to  gall-stone  colic, 
will  develop  when  the  calculi  are  passed  from  the  duct  into 
the  duodenum.  The  pain  generally  radiates  to  the  left  side  and 
is  deepseated.  Free  fat  is  found  in  the  stools  and  glycosuria 
is  invariably  present.  The  calculi  may  be  found  in  the  stools. 
Jaundice  is  a  rare  symptom  and  when  present  the  differentia- 
tion from  gall-stones  is  somewhat  difficult,  A  conservative 
prognosis  must  be  given  and  the  treatment  will  be  symptomatic 
and  palliative.     Operation  should  be  considered. 


DISEASES   OF   THE   SPLEEN. 

These  are  for  the  most  part  secondary  to  other  diseases, 
particularly  blood  diseases,  and  their  study  will  naturally  come 
under  the  head  of  other  affections.  There  are,  however,  a 
few  conditions^  distinctively  splenic,  which  require  separate 
discussion. 

Dislocatioo  of  tho  spleen  or  floating  spleen  may  be  the 
result  of  abnormal  enlargement,  tight  lacing,  traumatism  or 
relaxation  of  the  splenic  ligaments.  Abdominal  ptosis  and 
pressure  from  the  enlargement  of  the  left  lobe  of  the  liver 
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ma;  drag  or  force  tlie  organ  out  of  place.  The  symptonu  maj 
anggest  inflaimaatory  coDilitioiis  of  nei^boring  organs,  but 
usually  are  indicative  of  pressure.  Physical  examination  will 
detect  the  pendant  organ  below  its- normal  location.  Percus- 
sion reveale  the  absence  of  the  normal  area  of  dulnesB,  while 
palpation  locates  the  mobile  tumor  and  detects  its  peculiar 
outline. 

The  diagnosis  must  differentiate  the  floating  spleen  from 
splenic  enlargement,  and  a  movable  kidney  must  be  excluded 
by  its  exclusive  physical  signs.  In  case  of  abdominal  tumors 
the  normal  splenic  dulness  is  unchanged.  The  prognosis  is 
not  generally  unfavorable  unless  twisting  of  its  vessels  leads 
to  necrosis,  or  intestinal  obstruction  follows  from  pressure. 
The  treatment  consists  of  mechanical  means  of  support  or 
possible  resort  to  splenectomy. 

Splenic  Hyperemia.^ — Acute  hyperemia  exists  as  the  result 
of  the  acute  infections  diseases,  amenorrhea,  or  in  many  cases 
from  injury.  The  spleen  rapidly  enlarges  except  in  cases 
of  circumscribed  hyperemia.  It  is  darker  in  color  and  softer 
in  consistency  than  normal. 

Chronic  or  Passive  Hyperemia. — This  follows  any  ob- 
struction of  the  portal  circulation  and  may,  therefore,  be  due 
Ui  pressure  from  tumors,  or  to  enlargement  of  the  heart  or 
liver ;  pulmonary  disease  and  pylephlebitis  may  also  be  contrib- 
uting factors.  The  organ  is  enlarged,  firm  and  dark  red  in 
color;  the  capsule  is  somewhat  thickened. 

The  symptoms  are  expressed  by  a  sense  of  weight,  ful- 
ness and  pressure.  Tenderness  may  be  discovered  by  palpa- 
tion and  the  spleen  may  be  found  below  the  free  margin  of 
the  ribs ;  percussion  dulness  may  be  increased  in  area  over  the 
splenic  region.  The  extent  and  character  of  the  symptoms  de- 
pends upon  the  causative  disease. 

New  Qrowtlis  in  tlie  Spleen. ^-Gummata,  carcinoma,  sar- 
coma, hydatids  and  tubercles  are  associated  with  similar  forma- 
tions in  other  parts  of  the  body.  They  are  of  exceedingly  rare 
occurrence  and  are  usually  discovered  only  at  autopsy. 

Amyloid  Degeneration  of  the  Spleen. — This  is  generally 
secondary  to  a  similar  degeneration  in  the  liver  and  kidneys. 
It  may  attend  such  wasting  diseases  as  tuberculosis,  empyema, 
hip- joint  disease,  osteomyelitis  or  syphilis.  The  spleen  is 
enlarged,  smooth  and  yielding  to  the  touch.     In  the  "sago" 
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iorsa  of  degeneration  the  Malpigliian  bodioe  on  Bection  rL>8<^'iuble 
sago  granules ;  in  the  diffvse  iorm  the  whole  parenchyma  pre- 
sents a  waxy  appearance.  The  symptoms  are  defined  hy  the 
general  waxy  appearance,  the  enlargement  of  the  organ  and 
the  size  of  amyloid  degeneration  in  other  organs.  The  prog- 
nosis is  unfavorable  and  the  treatment  conforms  to  that  in 
similar  involvements  of  other  organs. 

Hemorrhatic  Infarct  of  the  Spleen.~This  may  appear  in 
the  non-infectious  form  following  an  embolism  from  the  heart 
in  case  of  endocardial  involvement  or  from  clots  from  large 
aneurysms.  Infectious  hemorrhagic  infarct  usually  creates  an 
abscess.  In  the  latter  case  chills,  fever,  vomiting  and  painful 
enlargement  are  present. 

Splfloltis. — This  is  an  inflammation  of  the  spleen  which 
may  be  acute  or  chronic,  and  may  assume  a  hyperplastic  or 
suppurative  character.  The  acute  form  develops  after  acute 
infections  like  typhoid  and  malaria.  The  chronic  form  fol- 
lows repeated  attacks  of  splenic  anemia,  passive  conges- 
tions and  leukocythemia.  The  suppurative  form  is  due  to  in- 
fectious hemorrhagic  emboli  as  described  under  hemorrhagic 
infarct. 

The  symptoms  are  similar  to  those  of  other  splenic  dis- 
orders, though  the  sense  of  weight,  tenderness  and  tension  may 
be  magnified.  Septic  fever  is  present  in  the  infectious  form. 
Sudden  pain  will  be  experienced  in  the  gastric  region  and  it 
may  be  followed  by  the  vomiting  of  pus  and  blood  when  an 
abscess  ruptures  into  the  stomach.  Enlargement,  increased  dul- 
ness  on  percussion,  and  fluctuation  may  be  detected  by  physi- 
cal examination. 

Diagnosis  and  Prognosis. — If  the  findings  of  the  primary 
disease  are  carefully  studied,  the  secondary  splenic  enlarge- 
ment will  not  be  mistaken.  In  case  of  abscess  formation  an 
exploratory  puncture  may  settle  the  diagnosis.  The  enlarge- 
ment of  chronic  splenitis  often  resembles  the  growths  which 
affect  neighboring  organs  and  this  will  call  for  a  careful  dis- 
crimination of  symptoms  and  physical  signs.  Pleural  effu- 
sions at  the  left  aide  and  fecal  impaction  of  the  splenic  flexure 
of  the  colon  must  be  differentiated  by  the  signs  already  dis- 
cussed under  those  subjects.  The  results  of  splenitis  depend 
decidedly  upon  the  primary  cause.  An  abscess  is  liable  to 
rupture  and  cause  general  peritonitis.  The  chronic  non-infec- 
tious form  may  pursue  a  harmless  and  protracted  oonree. 
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The  treatment  also  pertains  to  the  primary  cause.  Infec- 
tions must  be  treated  in  accordance  with  the  principles  already 
outlined  in  that  respect.  Abscess  will  require  surgical  inter- 
ference; and  splenectomy  may  be  advisable  in  rare  instances, 
though  the  results  are  not  always  encouraging.  Much  de- 
pends upon  the  physical  conditions  and  operation  is  never  to 
he  undertaken  in  leukemic  enlargement 


DISEASES  OF  THE  PERITONEUM. 
ACUTE  PERITONITIS. 

Etiology. — Acute  inflammation  of  the  peritoneum  may  be 
primary  or  secondary  in  character,  may  he  circumscribed  or 
diffuse,  simple  or  infective.  Pathologically  it  is  characterized 
by  an  inflammatory  exiidate.  The  average  case  is  recognized 
as  a  secondary  peritonitis,  having  its  origin  in  contiguous 
organs,  or  resulting  from  tramnatism.  The  latter,  however, 
has  been  reduced  to  the  minimmn  on  account  of  aseptic  sur- 
gery in  abdominal  operations  and  the  care  of  wounds.  Peri- 
tonitis is  not  uncommonly  the  result  of  perforation  in  gastric 
ulcer  or  cancer  and  it  may  he  a  sequence  of  intestinal  perfo- 
ration following  typhoid  fever,  appendicitis  and  dysentery. 
Diseases  of  the  liver,  gall-bladder,  spleen  and  remote  abscesses 
may  also  be  the  means  of  establishing  peritoneal  inflammation. 
A  common  source  of  peritoneal  inflammation  is  the  genito- 
urinary tract  in  women. 

The  inflftnmiatory  irritant  in  secondary  peritonitis  is  in- 
fectious. The  organisms  which  play  a  prominent  part  in  peri- 
toneal infections  are  the  streptococcus  pyogenes,  the  staphylo- 
coccus pyogenes  aureus  or  albus,  the  bacillus  coli  communis 
and  the  tubercle  bacillus.  The  ameba  coli  may  be  found  in 
cases  of  amebic  dysentery.  Pyemic  peritonitis  ia  the  result 
of  more  distant  foci  of  suppuration.  Peritonitis  may  also 
exist  as  the  result  of  pleurisy  through  the  communication  of 
the  lymph  vessels. 

Pathology. — In  acute  generalized  peritonitis  the  peritoneal 
surface  is  hyperemic  and  covered  with  flakes  of  lymph.  The 
exudate  may  be  plastic  or  fibrinous,  sero-fibrinous  or  more  fre- 
quently purulent.     Putrefactive  decomposition  may  create  a 
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thin,  foul  Bmelling  and  sanious  fluid.  OffenBive  gases  often 
exist  as  the  result  of  intestinal  perforation  or  the  extreme 
decomposition  of  the  purulent  exudate.  Blood  maj  be  in  evi- 
dence as  the  result  of  traumatism,  cancerous  or  tuberculous 
complications.  The  inflammatory  exudate  is  often  excessive 
in  quantity.  The  intestinal  changes  are  characterized  by  an 
inflammatory  thickening  of  the  coats,  functional  paralysis  and 
an  associate  intestinal  catarrh. 

In  acute  localized  peritonitis  the  purulent  formation  is 
limited  by  the  rapid  formation  of  adhesions,  and  thus  the  pus 
is  walled  off  from  the  rest  of  the  peritoneal  cavity.  The  milder 
forma  of  plastic  and  aero-fibrinous  peritonitis  in  their  slower 
development  may  also  form  protective  adhesions.  Lai^  ab- 
scesses may  break  through  the  circumscribed  wall  and  escape 
into  the  general  peritoneal  cavity  producing  sudden  collapse 
and  death  from  generalized  peritonitis. 

Symptoms. — Acute  general  peritonitis  is  rec(^ized  by  the 
sudden  and  excruciating  abdominal  pain  which,  though  diffuse 
usually,  has  its  maximum  intensity  at  the  point  of  origin. 
Tenderness  is  the  next  symptom  and  this  is  generally  limited 
at  first  but  soon  becomes  diffuse.  The  patient  assumes  Uie 
dorsal  decubitus  with  the  thighs  flexed  upon  the  abdomen  and 
is  decidedly  sensitive  to  the  slightest  disturbance  from  motion 
or  respiration.  Tympanites  follows  as  the  result  of  paralysis 
of  the  muscular  coat  of  the  intestine.  Vomiting,  eructations 
or  hiccotigh  may  appear.  Constipation  is  a  usual  condition, 
though,  in  exceptional  cases,  diarrhea  may  be  bothersome.  The 
temperature  shows  a  moderate  elevation  (102''-104''  F.).  In 
ease  of  perforation,  which  is  liable  to  occur  in  typhoid  or 
appendicitis,  the  symptoms  of  collapse  suddenly  appear.  This 
will  be  recognized  by  the  extreme  exhaustion,  the  cold  and 
clamlny  surfaces,  the  frequent,  small  and  feeble  pulse,  the 
rapid  respiration,  the  subnormal  temperature,  the  hippocratic 
expression  and  suppression  of  urine. 

Should  the  patient  survive  the  early  symptoms,  the  phys- 
ical signs  of  effusion  will  be  presented.  Inspection  recognizes 
the  increasing  abdominal  distention.  Palpation  detects  the 
tenderness,  the  abdomiual  distention  and,  in  some  cases  of 
perforation,  the  rigidity  of  the  abdominal  wall.  Pereuaaion 
gives  an  exa^^rated  tympanitic  note  in  the  banning  and 
dulness,  which  is  due  to  effusion,  over  the  most  dependent 


.y  Google 


ACUTE  PERITONITIS.  796 

parts  later;  thU,  however,  may  be  obscured  by  the  tympanitic 
distention ;  the  dulness  will  also  vary  with  the  change  of  decu- 
bitus. In  pronounced  effusions  the  upward  pressure  may 
modify  the  normal  liver,  cardiac  and  splenic  dulness.  This, 
however,  may  be  restored  by  turning  the  patient  on  the  side. 
This  obliteration  will  be  even  more  marked  in  case  of  pneu- 
mo-peritonitis. 

Acirte  Circninscribed  Peritonitis. — The  symptoms  of  this 
form  of  peritonitis  are  similar  to  those  of  the  general  form, 
though  not  80  extreme  in  character.  Pain  is  circumacribcd, 
but  not  quite  so  severe.  Vomiting  and  other  gastro-intestinal 
symptoms  are  not  so  marked.  The  fever,  however,  is  inclined 
to  go  higher,  and  partakes  of  the  septic  character.  Rigors  and 
other  pyemic  signs  are  usually  present,  though  not  always 
pronounced.  The  danger  of  general  peritoneal  inflammation 
from  rupture  is  always  present.  The  localized  involvement 
and  fluctuation  are  generally  recognized  in  the  physical  exam- 
ination. The  varieties  of  these  abscesses  are  termed  peri- 
nephric, pelvic,  subdiaphragmatic  and  periappendicular. 
Death  may  take  place  from  sudden  rupture  or  the  case  may 
pursue  a  subacute  or  chronic  course  with  the  constant  danger 
of  severe  constitutional  symptoms. 

DiafDOsis. — In  making  a  diagnosis  the  previous  history 
is  of  inestimable  value.  In  the  sthenic  form  the  sudden  ab- 
dominal pain,  the  tympany,  tenderness  and  vomiting,  will 
make  the  diagnosis  comparatively  clear.  In  the  asthenic  type, 
however,  the  diagnosis  is  not  so  easily  made.  The  early  symp- 
toms are  not  so  indicative,  but  the  increased  abdominal  tension 
and  the  more  profound  collapse  in  case  of  a  ruptured  abscess 
will  be  valuable  guiding  signs.  Localized  fluctuation,  and  evi- 
dence gained  by  the  exploring  needle,  establish  the  presence 
of  abscess.  In  differentiation  we  must  exclude  several  simu- 
lating diseases.  Acute  intestinal  obstruction  bears  a  close  re- 
semblance to  peritonitis,  particularly  as  the  symptoms  of  the 
tatter  are  liable  to  appear  in  its  later  stages.  The  pains,  how- 
ever, are  more  of  the  colicky  kind  and  are  not  accompanied 
by  BO  much  tenderness;  vomiting  is  often  stercoraceous  and 
projectile  in  character,  while  the  obstruction  is  a  distinct  feat- 
ure. In  acute  enteritis  the  pain  is  colicky  and  marked  by 
exacerbations,  diarrhea  generally  prevails,  and  the  constitu- 
tional symptoms  of  peritonitis  are  not  present.     In  enteralgia 
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the  pain  is  relieved  by  pressure,  fever  is  absent  and  none  of 
the  causes  which  induce  peritonitis  is  present.  In  rerud  colic 
the  paroxysmal  pain  starts  in  the  lumbar  region,  radiates  down 
the  ureters  and  is  associated  with  signs  of  calculus,  hematuria 
and  other  urinary  findings.  Biliary  colic  has  a  different  loca- 
tion, the  pain  is  paroxysmal  and  signs  of  jaundice  appear 
early.  Uterine  colic  is  related  to  the  menstrual  period,  but 
tubal  pregnancy,  with  rupture,  requires  most  painstaking  study 
of  the  differentiating  symptoms.  Hysteria  may,  for  a  timd, 
cause  some  confusion,  but  the  peculiar  features  should  settle 
the  uncertainty  after  a  little  study  of  the  case.  Typhoid  fever 
should  cause  no  difficulty  in  differential  diagnosis.  The  diag- 
nosis of  peritonitis  in  children  presents  many  difficulties, 
though  it  may  be  commonly  associated  with  traumatism  or 
appendicitis. 

Prognosis. — The  prognosis  in  general  peritonitis  is  always 
unfavorable.  Surgery  may  save  a  number  of  otherwise  fatal 
cases  wheu  it  results  from  perforation  in  typhoid  fever,  gastric 
ulcer,  appendicitis,  cbolelitbiaais.  Otherwise  death  usually  oc- 
curs in  a  few  days.  In  localized  peritonitis  there  is  a  much 
better  prtMpect.  Here  we  may  save  life  by  prompt  surgical 
measures  directed  to  the  focus  of  infection. 

Treatmettt. — In  general  peritonitis  we  are  expected  to 
do  all  within  our  power  toward  the  relief  of  symptoms.  In 
the  majority  of  cases,  particularly  in  the  localized  form,  we 
may  obtain  best  results  from  surgical  aid  and  this  help  should 
be  sought  early.  Rest  in  bed  ia  imperative.  Liquid  nourish- 
ment is  all  that  will  be  tolerated  and  pancreatized  milk  in 
small  quantities  at  frequent  intervals  ia  probably  the  best  diet 
If  this  should  disturb,  nutrient  enemas  may  be  resorted  to. 
Egg  albumen,  meat  juices  and  prepared  foods  are  usually  well 
borne.  The  starvation  method  as  suggested  for  appendicitis  may 
be  more  advisable.  Saline  purgatives  have  been  recommended 
on  the  theory  that  they  encourage  the  exosmosis  of  serum  from 
the  blood  vessels  of  the  intestine,  thus  relieving  the  peritoneal 
congestion  and  at  the  same  time  promoting  rapid  absorption. 
In  this  way  it  is  possible  also  to  limit  the  danger  of  adhesions 
by  increasing  the  peristalsis.  This,  however,  would  be  dan- 
gerous in  case  of  intestinal  perforation  and,  therefore,  'it  is  a 
questionable  procedure  inasmuch  as  we  are  not  always  sure 
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of  the  exact  condition.  It  is  more  practical  to  use  the  salines 
after  laparotomy  rather  than  before. 

The  employment  of  morphin  and  opium  are  sometimes 
necessary  for  relief  of  extreme  pain,  but  their  indiscriminate 
use  is  liable  to  obscure  the  diagnostic  symptoms  and  at  the 
same  time  interfere  with  nature's  effort  toward  recovery.  In 
hopeless  cases  and  particularly  when  surgical  measures  are 
impossible,  the  physician  may  regard  this  as  justifiable.  High 
normal  salt  enemas  often  give  good  results  by  increasing  elim- 
ination. In  collapse  the  normal  salt  solution  should  be  used 
subcutaneously  or  intravenously  at  a  temperature  of  105°- 
115'  F. 

Local  treatment  has  been  resorted  to  in  the  majority  of 
cases,  though  there  is  a  wide  difference  of  opinion  as  to  its 
efficacy.  The  icebag  is  certainly  of  value  in  the  early  stages 
for  the  relief  of  pain,  though  in  some  cases  hot  applications 
act  better.  These  may  be  used  in  the  form  of  hot  poultices 
or  by  the  application  of  flannels  wrung  out  in  hot  water.  A 
new  cellulose-glycerin  plastic  dressing  gives  promise  of  good 
results.  Leeches  applied  to  the  abdomen  are  advised  by  some 
authorities.  Tympany  is  often  relieved,  as  in  typhoid  fever, 
by  the  application  of  turpentine  stupes  and  the  high  saline 
enema  containing  ten  to  fifteen  drops  of  turpentine  in  emulsion. 

When  vomiting  is  persistent  it  may  be  alleviated  by  the 
swallowing  of  bits  of  ice,  carbonated  water  or,  better  than 
all,  by  the  free  drinking  of  hot  water.  Remedies  like  ipecac, 
arsenicum  and  nvx  vomica  may  help  in  this  respect.  Should 
the  vomiting  persist  after  all  of  these  expedients  have  been 
employed,  the  hypodermatic  use  oi- morphin  should  be  tried. 
Chlaretone  (gr.  5-15),  because  of  its  anesthetic  effect  upon 
the  gastric  mucous  membrane,  is  worthy  of  trial.  Cerium 
oxalate,  cocain,  menthol  and  dilute  carbolic  acid  may  also  be 
considered. 

Internal  remedies  are  certainly  of  service  in  this  disease. 
Aconite  conforms  to  the  peculiar  features  of  anxiety,  excite- 
ment, restlessness  and  the  temperature  of  the  early  stage. 
Belladonna  is  indicated  here  as  elsewhere  when  the  infiamma- 
tion  is  accompanied  by  a  rapid,  full  pulse  with  the  character- 
istic flushing  of  the  face  and  extreme  local  tenderness.  It 
also  meets  the  delirium,  should  that  be  present,  and  many  of 
the  subjective    symptoms   which     attend   an   acute    invasion. 
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Bryonia  naturally  follows  these  two  remedies  and  it  is  most 
useful  as  the  effusion  begins.  It  is  claimed  that  it  promotes 
absorption  and,  therefore,  lessens  the  tendency  to  excessive  effu- 
sion. It  may  to  a  great  extent  relievo  the  eharp  and  lancinat- 
ing pains  which  are  always  exaggerated  by  the  slightest  mo- 
tion. Thirst  is  another  symptom  which  calls  for  this  remedy ; 
the  patient  calls  for  large  quantities  of  water  as  the  lips,  mouth 
and  tongue  are  very  dry.  Cantharis  is  such  a  useful  remedy 
in  my  practice  when  there  is  acute  inflammation  of  a  serous 
membrane  that  I  always  compare  it  with  bryonia.  Its  action 
is  expressive  of  intense  inHammatiou  and  its  symptoms  are 
characterized  by  severe  cutting  and  burning  pain.  A^  may 
be  compared.  ,Mercu'rius  corrosimts  has  been  lauded  in  a 
similar  respect  as  a  remedy  which  relieves  the  intensely  acute 
inflammation  of  the  peritoneum.  It  refers  at  the  same  time 
to  many  of  the  associate  symptoms  of  gastric  and  intestinal 
disturbance.  Veratrum  viride  probably  covers  more  of  the 
extreme  febrile  symptoms  than  any  other  remedy;  it  is  espe- 
cially indicated  in  infective  inflammations.  We  may  often 
And  use  for  arsenic,  china,  hepar  sulphur,  sulphur,  silicea  and 
possibly  poiassium  iodid.  Typhoid  symptoms  will  call  for 
such  remedies  as  baptisia,  rhvs  tox,  echinacea  and  muriatic  acid. 
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Chronic  inflammation  of  the  peritoneum  may  exist  in  sev- 
.eral  forms  and  it  will  be  recognized  as  a  local  or  diffuse  process. 

Chroalc  Localized  Peritonitis. — This  is  a  very  common 
condition  and  involve  not  seldom  the  spleen,  kidneys  and 
liver,  resulting  in  adhesions.  The  region  of  the  appendix  is 
particularly  affected.  As  a  result  of  the  inflammation  adhes- 
ions unite  contiguous  viscera  and  are  frequently  the  cause  of 
intestinal  obstruction.  Localized  acute  peritonitis,  associated 
with  an  inflammatory  disease  of  the  organ  implicated,  is  gen- 
erally the  primary  cause. 

Ocnenl  Adhesive  Peritonitis. — Chronic  |;ieritonitis  may 
exist  in  the  diffuse  form  when  the  peritoneal  surfaces  are 
thickened  and  adherent;  the  intestinal  coils  also  are  adherent 
one   to   another.     It  follows   acute   attacks   which   assume   a 
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chronic  form.     Sheumatism  is  considered  as  a  factor  and  trau- 
matism  may  be  an  inciting  influence. 

ProliferatiTe  Peritonitis.— This  is  described  by  Osier  ae 
an  excessive  thickening  of  the  peritoneal  layers  without  much 
adhesion.  Cirrhosis  of  the  stomach,  cecum  and  ascending  colon 
are  associate  conditions.  The  liver  and  spleen  may  be  adher- 
ent to  the  thickened  peritoneum  or  a  chronic  perihepatitis  or 
perisplenitis  may  develop  a  thick  band  of  connective  tiesne 
about  these  oi^ns  and  create  a  subsequent  sclerosis.  The 
omentum  is  rolled  and  forms  a  thick  mass  between  the  stomach 
and  colon.  The  peritoneum  ia  universally  thickened,  though  it 
may  show  excessive  infiltration  in  patches.  The  effusion  is 
slight  though  in  exceptional  instances  there  may  be  some  ascites. 
In  alcoholic  patients  with  long  continued  ascites,  the  serous 
surfaces  are  thickened  and  present  an  opaque  and  dead-white 
appearance.  In  case  of  associate  cancerous  growths  there  may 
be  a  bloody  and  chylous  liquid  exudate. 

Chronic  Tubercnlons  Peritonitis.— This  ia  a  common  form 
of  chronic  peritonitis  which  is  due  to  tuberculous  infection. 
The  inflammatory  thickening  of  the  peritoneum  is  further  com- 
plicated by  the  deposition  of  tubercles  and  by  subsequent  case- 
ous degeneration.  The  liquid  effusion  varies  in  accordance 
with  the  extent  of  the  inflammation  and  degeneration.  He- 
patic cirrhosis  is  often  an  associate  complication.  Blood- 
stained effusions  are  characteristic  of  this  fonn  of  chronic  peri- 
tonitis— though  we  must  differentiate  the  hemorrhagic  peri- 
tonitis described  by  Virchow  in  which  there  are  layers  of  new 
connective  tissue,  between  which  are  areas  of  extravasated 
blood.  A  similar  condition  may  exist  from  the  use  of  the 
trochap. 

Symptoms. — Local  peritonitis  may  not  present  any  marked 
symptoms  unless  there  ia  an  excessive  thickening  and  a  tumor- 
like swelling.  This  may  be  detected  by  palpation  and  may  be 
attended  by  pain  which  is  very  intense  and  colicky  in  char- 
acter. Should  intestinal  strangulation  be  caused  by  the  fibrous 
bands,  signs  of  obstruction  will  appear. 

The  symptoms  of  the  diffuse  form  are  also  insidious  and 
the  diagnosis  is  frequently  in  doubt  prior  to  autopsy.  Ali- 
mentary disorders  may  be  present  and  constipation  is  a  com- 
mon symptom,  except  in  the  tuberculous  form,  when  diarrhea 
may  be  present.     Obstructive  jaundice  and  ascites  develop 
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whenever  the  adhesions  cause  sufficient  pressure  upon  the 
common  duct  or  portal  vein.  A  sense  of  abdominal  resirUtion 
and  pain  is  often  present.  Hectic  fever  is  not  uncommon ;  this 
is  pronounced  when  there  is  tubereulons  involvement  and  we 
shall  invariably  find  other  signs  of  this  infection.  Qeneral 
emaciation  and  increasing  exhaustion,  together  with  many  ner- 
vous phenomena,  are  usually  observed. 

The  physical  signs  are  not  always  reliable.  Inspection 
reveals  an  irregular  abdominal  enlargement,  unless  there  is 
great  tension  of  the  walls.  Fluctuation  may  be  detected  over 
limited  areas  by  palpation.  The  rolled  up  and  shrunken  omen- 
tum and  the  thick  bands  of  adhesion  may  often  be  determined 
by  palpation,  Peretission  dulness  often  alternates  with  a  tym- 
panitic Booind  and  varies  with  the  amount  of  the  effusion,  the 
peritoneal  thickening  and  the  position  of  the  patient.  Friction 
fremitus  is  sometimes  detected  and  a  resistance  to  percussion 
is  invariably  discovered  over  the  area  of  dulnese. 

Prognosis. — The  disease  is  always  grave  and  the  prognosis 
should  be  guarded.  The  milder  cases  may  pursue  a  chronic 
course  which  terminates  in  a  condition  of  extreme  asthenia. 
While  tuberculous  peritonitis  has  heretofore  been  considered 
almost  uniformly  fatal,  there  is  recent  evidence  that  under 
modern  treatment  fully  .'iO  per  cent  recover  (Teo). 

Treatmeal. — The  medical  treatment  should  embrace  many 
of  the  measures  outlii:e<1  nixicr  the  acute  form.  A  highly 
nutritious  and  easily  digested  diet,  with  the  use  of  tonics  and 
stimulants  for  the  increasing  debility,  must  be  prescribed. 
Individual  symptoms  may  call  for  special  remedies  such  as  the 
iodids,  calcareas,  argentum  tiitricum,  chlorid  of  gold,  mercurius 
and  sulphur.  The  pain  is  .wmctimo-si  relieved  by  local  applica- 
tions of  heat  or  more  particiilarly  from  the  use  of  belladonna 
or  icktkyol  cerates.  When  the  effusion  is  excessive  paracentesis 
may  he  resorted  to.  Teo,  of  London,  has  used  with  great  suc- 
cess iodin  or  iodoform  applied  frcc-ly  and  persistently  to  the 
abdomen.  These  were  also  administered  infernally.  A  mixture 
of  equal  parts  of  iodoform  ointment  and  cod-liver  oil  is  rubbed 
thoroughly  over  the  abdominal  surface  twice  daily.  Internally, 
he  gave,  three  times  daily,  iodoform  (gr.  1/4)  and  creo8ote(m. 
1/2)  combined  in  a  pill.  Inunctions  of  nnguentuni  Credg 
have  been  rceommendcd.  Surgeons  have  performed  successful 
laparotomies  in  this  disease  and  it  is  hoped  that  a  further  ad- 
vance in  this  science  may  give  even  better  results. 
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Tuberculous  deposits  and  tuberculous  peritonitis  may  be 
included  under  the  head  of  new  growths,  but  have  already 
been  discussed.  Cancer  of  the  peritoneum  is,  therefore,  the 
typical  form  which  demands  consideration.  Primary  cancer 
probably  exists  ae  an  endothelioma.  The  majority  of  growths 
are  secondary  to  a  similar  disease  of  the  stomach,  liver  or  pelvic 
organs.  All  forma  of  cancer  are  represented  in  a  malignant 
peritonitis.  They  are  usually  characterized  by  numerouB  roamd 
tiimora,  the  most  of  which  are  small,  a  few  only  being  large,  and 
are  distributed  throughout  the  peritoneum.  Colloid  formations 
often  attain  a  very  large  size  and  are  generally  found  in  the 
omentum  which  is  indurated  and  forms  a  transverse  fold  which 
may  be  palpated.  The  disease  is  transmitted  to  other  parts  by 
way  of  the  lymph  current  or  by  continuity.  It  appears  in  later 
life  and  women  seem  to  be  affected  more  than  men. 

Symptoms. — The  history  of  a  localized  cancerous  involve- 
ment will  be  a  confirming  symptom,  though  the  early  signs 
of  peritoneal  invasion  may  not  be  clearly  distinguished.  The 
early  evidence  of  cancerous  carh'xia  may  be  depended  upon, 
while  localized  pain  and  discomfort  will  also  be  suggestive.  If 
the  liquid  effusion  is  not  excessive,  nodules  may  be  detected  by 
palpation.  Emaciation,  exhaustion,  anemia  and  ascites  are 
frequently  accompanying  s\'mptoms.  In  the  colloid  variety  a 
semi-solid  and  non-fluctuating  mass  may  take  the  place  of  the 
liquid  effusion.  Blood  may  be  found  both  in  the  cancerous  and 
the  tuberculous  effusion,  which  necessitates  microscopic  con- 
firmation and  a  careful  study  of  the  differentiating  symptoms. 
Fever  is  frequently  present.  The  abdomen  always  shows  en- 
largement, but  it  is  not  always  easy  to  tell  whether  it  is  a  colloid 
or  ascitic  distention.  Fibromata  and  lipomata  may  also  invade 
the  peritoneum. 

Protnosls. — The  prognosis  is  always  unfavorable  and 
treatment  is  only  palliative. 


Ascites  is  an  accumulation  of  serous  fluid  in  the  peri- 
toneal cavity  as  the  result  of  some  obstruction  to  the  portal 
circulation. 
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EUolofy. — The  local  conditions  which  produce  preaaure 
upon  the  portal  branches  are  quite  numerous.  It  ma;  arise 
from  a  compreesion  within  the  liver  in  caae  of  cirrhoBis,  ab- 
scess, chronic  passive  hepatitis,  or  it  may  be  the  result  of 
similar  pressure  outside  of  that  organ.  This  may  be  produced 
by  enlargement  of  glands  in  the  fissure,  hydatids,  carcinoma  or 
organic  growths  in  adjacent  organs.  Pylethrombosis,  aneurysm 
or  pressure  upon  the  inferior  vena  cava  are  occasional  causes. 
Chronic  inflammation  of  the  peritoneum,  either  of  the  simple, 
cancerous  or  tuberculous  form,  may  also  cause  ascitic  accum- 
ulation. 

The  general  causes  include  heart  disease,  pulmonary  cir- 
rhosis and  emphysema,  Bright's  disease  and,  in  exceptional 
instances,  leukemia,  malaria,  syphilis  and  cancer.  In  cases 
due  to  these  causes  extensive  impairment  of  nutrition  and  gen- 
eral circulatory  disturbance  while  serous  effusion  will  also  be 
in  evidence  in  other  parts  of  the  body.  Chylous  ascites  is  a 
rare  occurrence  from  leakage  of  the  lacteals  or  from  obstruc- 
tion of  the  thoracic  duct. 

Pathology, — The  peritoneum  does  not  show  much  pathol- 
ogy in  the  average  case.  It  may  be  sliglitly  tbiclcened  and 
edematous  and,  in  cases  of  long  standing,  the  thickening  and 
opacity  are  pronounced.  In  eases  of  peritoneal  adhesions  the 
effusion  may  be  encapsulated.  The  amount  of  ascitic  fluid  is 
variable,  often  exceeding  several  gallons.  It  is  clear  and  trans- 
parent, having  a  specific  gravity  of  1.010-1.016  and  alkaline 
in  reaction.  The  color  will  be  modified  by  the  presence  of 
blood,  bile,  chyle  or  fat.  When  allowed  to  stand  for  a  while 
the  lowest  layer  contains  leukocytes,  red  blood  corpuscles,  fat 
cells,  endothelium  and  cholesterin  crystals.  Fibrin  may  lead 
to  the  formation  of  a  clot.  Albumin  is  commonly  detected  in 
the  fluid  and  is  evidenced  by  the  specific  gravity,  the  latter 
being  higher  when  the  amount  of  albumin  is  increased 
(1,015-1.024).  When  the  effusion  is  due  to  peritonitis  the  per- 
centage of  albumin  is  usually  high. 

Symptoms. — The  symptoms  are  both  subjective  and  ob- 
jective, though  they  may  be  unnoticed  when  the  effusion  is 
slight.  The  former  refer  to  the  general  signs  which  are  ad- 
duced by  the  primary  pathologic  defect  and  the  disturbances 
from  ascitic  accumulation.  The  patient  may  complain  of  a 
sense  of  weight,  fulness  and  distress.    There  may  be  a  dragging 
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pain  in  the  loiiis,  gastro-intestinal  diaturbances  and  dyspnea. 
Exertion  and  the  recumbent  poBition  will  aggravate  all  of  these 
aymptoms.  When  the  aceumulation  is  large,  the  liver  and  ab- 
dominal viscera  are  crowded  upward,  while  the  heart  and 
lungs  may  be  similarly  displaced.  As  a  result  of  this,  atelee- 
tasie  may  be  established,  the  apex  beat  displaced  upward  and 
to  the  left,  while  cardiac  and  respiratory  embarrassment  is 
marked.  Similar  pressure  upon  the  bladder  and  kidneys  is 
liable  to  exist  when  the  erect  position  is  assumed  for  any  length 
of  time.     Syncope  may  take  place  at  any  stage  of  the  asoitea. 

The  physical  signs  are  quite  distinctive  when  the  e£Fusion 
is  excessive.  Inspection  reveals  a  uniform  abdominal  promi- 
nence which  varies,  however,  in  accordance  with  the  position 
assumed.  In  the  dorsal  decubitus  there  will  be  bulging  in  the 
flanks,  while  on  standing  or  sitting  the  fluid  seeks  the  lower 
part  of  the  abdomen.  When  the  patient  is  lying  down  the 
thoracic  organs  may  be  displaced  upward,  the  respiration  will 
be  labored  and  purely  thoracic  in  character.  The  distention 
stretches  the  skin,  which  becomes  thin  and  shining;  the  cutis 
may  rupture  and  give  rise  to  reddish-blue  or  rosy-red  stripes, 
which  later  become  white  and  simulate  the  lineae  albicantes  of 
pregnancy.  The  umbilical  depression  ia  eliminated  or  everted 
and  abdominal  hernia  is  not  uncommon.  The  superfloial  veins 
of  the  abdomen  are  frequently  enlarged. 

Palpation  detects  fluctuation  when  there  is  a  large  effu- 
sion; when  the  fluid  is  small  in  quantity  the  patient  must 
stand  in  order  to  discover  this.  Palpating  the  adjacent  organs 
will  be  a  difficult  task.  Percussion  gives  a  dull  or  flat  sound 
over  the  fluid,  though  this  may  be,  at  times,  modified  by  in- 
testinal resonance.  The  dulness  always  varies  in  accordance 
with  the  patient's  position.  When  lying  down  it  ia  most 
evident  upon  the  sides,  while  in  the  standing  position  it  gravi- 
tates to  the  bottom  of  the  sac.  When  the  patient  is  placed 
upon  the  hands  and  knees  a  zone  of  dulness  may  be  detected 
around  the  umbilicus.  Intestinal  adhesions  and  other  compli- 
cations may  greatly  modify  the  percussion  sounds.  Resonance 
may  be  detected  as  high  as  the  fourth  rib  in  the  cardiac  region 
and  auscultation  may  reveal  a  basic  systolic  murmur. 

Dlafnosla. — The  diagnosis  rests  on  the  detection  of  ab- 
dominal fluctuation  and  movable  dulness,  together  with  the 
associate  evidence  of  the  primary  cause.     When  ascites  is  well 
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eBtablished,  the  physical  Bigne  are  couvinciog.  Differentia- 
tions muBt  be  made  as  follows :  In  unilocular  ovarian  cyst  tte 
general  health  does  not  show  au  early  impairment,  uterine  dis- 
turbances usually  precede  and  the  swelling  is  ujiilateral  in  the 
primary  stage.  As  a  cyst  develops,  the  enlargement  is  irregular 
and  the  area  of  dulness  shows  a  convexity  toward  the  head  of 
the  patient.  When  in  the  recumbent  position  the  abdomen 
protrudes  and  fluctuation  will  be  confined  to  the  limits  of  the 
tumor.  A  vaginal  examination  may  confirm  the  fact  that  the 
ovary  is  involved.  Chronic  peritonitis  furnishes  a  previous 
history  of  acute  peritonitis.  Pain  and  temperature  are  typical 
symptoms,  the  abdomen  is  irregularly  prominent  in  case  of 
effusion,  fluctuation  is  limited  and  dulness  is  not  changeable. 
A  distended  bladder  will  not  be  suspected  after  a  catheter  has 
been  used,  while  a  dilated  stomach  presents  downward  displace- 
ment and  gastric  symptoms  which  should  be  distinctive. 

Prognosis. — As  ascites  is  a  symptom  of  some  other  patho- 
logical disturbance,  the  prognosis  depends  upon  the  primary 
cause.  Usually  it  is  an  unfavorable  sign  and,  though  relief 
may  be  obtained  by  tapping,  the  fluid  generally  returns.  In 
exceptional  instances  the  accumulation  has  not  recurred  after 
the  use  of  the  trochar.  When  the  fluid  is  not  removed,  death 
may  occur  from  syncope  with  asphyxia  and  atelectasis  as  associ- 
ate causes. 

Treatmeat. — The  first  aim  in  treatment  should  be  to  re- 
move the  primary  cause,  which,  however,  is  usually  an  impos- 
sibility. In  cardiac  and  in  some  renal  diseases  we  may  ac- 
complish this  quite  effectually,  though  the  ascites  usually 
recurs.  In  such  cases  diuretics  are  useful  and  these  have  been 
already  mentioned  in  the  treatment  of  cardiac  diseases. 
Diuretin  (grs.  10),  digitalis  tincture  (m.  10-15)  and  hydra- 
gogin,  in  similar  dosage,  given  three  or  four  times  daily,  are 
our  most  useful  agents  in  this  respect.  Strychnia'  is  often  a 
valuable  adjuvant  in  connection  with  these  remedies.  Diu- 
retic waters,  a  light  nitrogenous  diet  and  a  complete  absti- 
nence from  stimulants  are  absolute  essentials.  Purging  and 
hot-air  treatments  for  procuring  active  akin  elimination  are 
recommended  by  some  authors,  but  these  measures,  together 
with  extreme  diuresis,  are  often  dangerous,  on  account  of  the 
reactions  which  may  follow.  In  my  experience,  with  the 
exception  of  primary  heart  disease  and  its  secondary  nephritis. 
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I  have  yet  to  record  a  pronounced  succeas  in  the  treatment  of 
ascites. 

Paracentesis  is  our  most  reliable,  though  only  a  palliative, 
measure.  In  cirrhosis  of  the  liver  this  coustitutes  the  only 
source  of  relief,  and  at  best  it  will  be  only  temporary.  Care 
should  be  exercised  not  to  withdraw  the  fluid  fast  enough  to 
cause  syncope,  and  strict  asepsis  should  always  be  observed. 
The  internal  medication  will  look  only  to  the  relief  of  symp- 
toms, and  the  possible  correction  of  the  primary  cause.  Rem- 
edies which  apply  in  ascitic  and  edematous  conditions  are 
always  to  be  considered,  Arsenicum  is  a  remedy  which  applies 
when  there  is  a  general  anemia  with  gastro-intestinal  dis- 
turbances; it  is  also  useful  when  edema  follows  cardiac  dis- 
turbances, but  for  the  direct  effusions  of  the  peritoneum  it  is 
not  applicable.  In  renal  diseases  it  has  a  tendency  to  correct 
the  scanty  urine  and  the  elimination  of  albumin.  Apis  mellifica 
refers  to  the  edematous  condition  of  the  tissues.  It  is  also  effi- 
cient in  dropsical  effusion  and  anasarca  dependent  upon  a 
systemic  infection  or  an  inflammation  of  the  kidneys.  Apocy- 
num  has  for  a  long  time  been  regarded  as  a  valuable  agent  in 
dropsy.  It  is  given  in  the  tincture,  decoction,  or  the  fluid  ex- 
tract. Though  this  may  increase  the  amount  of  urine  excreted, 
I  have  never  as  yet  found  an  appreciable  reduction  of  an  ascitic 
fluid  by  its  use.  My  experience  has  been  similar  with  stigjnata 
maydis  and  remedies  of  this  character. 

Hellebore,  cantharis,  cannabis  sativa  and  Pulsatilla  have 
their  sphere  of  usefulness,  particularly  when  there  is  a  sup- 
pression of  urine.  Cinchona,  cedron  and  eupatorium  may  be 
considered  when  malarial  and  other  infections  give  rise  to 
primary  splenic  enlargement.  Remedies  which  have  hereto- 
fore been  mentioned  in  connection  with  hepatic  congestions  and 
the  treatment  for  cirrhosis  of  the  liver  may  also  bo  applied. 
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DISEASES  OF  THE  KIDNEY. 


ABNOKHAL  NOBILITY  OF  THE  KIDNEY. 

Normally  the  lower  pole  of  the  kidney,  eepeciaUy  the  ri^t, 
can  be  palpated  by  the  conjoined  method.  It  is  called  a  mova- 
ble kidney  when  the  upper  end  of  the  crgaji  may  be  fait  during 
deep  inspiration  and  when  it  can  be  crowded  down  no  lower 
than  the  umbilicus.  A  floating  kidney  is  one  which  is  mova- 
ble to  a  greater  degree  than  the  movable  kidney  and  may  be 
palpated  below  the  umbilicus. 

Etlology.~The  movable  kidney  is  rarely  congenital,  being 
more  frequently  acqiiirod  when  the  supporting  tisauefl  are  re- 
laxed sufficiently  to  allow  sudden  physical  effort  or  traumatism 
to  force  it  out  of  its  normal  position.  Women  are  afflicted 
oftener  than  men,  as  frequent  pr^nanciee  favor  the  abdominal 
relaxation,  and  the  strain  of  labor  may  easily  force  the  organ 
out  of  place.  Tight  lacing,  violent  straining  at  stool,  heavy 
lifting,  and  occupations  which  predispose  to  sudden  and  violent 
exertion  are  alike  conducive  to  the  renal  mobility.  It  is  claimed 
that  an  abnormally  long  renal  artery  favors  displacement,  while 
emaciation,  with  consequent  wasting  of  the  fatty  capsule,  is 
also  an  occasional  canse.  Organic  increase  in  the  size  of  the 
organ  predisposes  to  its  displacempnt  by  the  gravity  of  its  own 
weight  and  adjacent  tumors  may  accomplish  the  same  by  pres- 
sure. The  right  kidney,  on  account  of  its  relation  to  the  liver 
and  its  anatomic  position,  is  more  liable  to  dislocation  than  the 
left.  Enteroptosis  and  visceroptosis  are  also  common  factors 
in  producing  these  conditions.  The  influence  of  rraumatism 
should  never  be  foi^tten  in  this  condition. 
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Symptoms. — In  the  majority  of  ioBtaocea  no  marked  die- 
tress  ia  experienced  as  the  result  of  renal  displacement  and  fre- 
quently it  exiets  without  manifest  sjmptomB.  Hany  cases  are 
revealed  by  accidental  physiical  findings  and  often  the  condi- 
tion is  never  discovered  until  autopsy.  The  direct  or  local 
aympioma  are  often  defined  as  a  sense  of  heaviness  or  pressure 
in  the  loins  or  abdomen  after  violent  exercise  or  standing  on 
the  feet  for  a  long  time.  This  dragging  sensation  is  often 
reflected  into  the  sacral  region  and  it  may  assume  the  character 
of  violent  or  colicky  pain.  There  is  rarely  any  complaint  of 
pain  directly  over  the  seat  of  the  kidney  unless  there  is  some 
obstruction  of  the  ureter  or  congestion  arises  from  pressure. 

The  reflex  symptoms  are  often  the  most  prominent  signs 
of  the  displacement,  especially  in  moderate  mobility.  Indiges- 
tion, vomiting,  nausea,  cardiac  palpitation,  constipation,  flatu- 
lence, dysmenorrhea,  irritable  bladder  and  similar  disturbances 
are  traceable  to  this  cause.  The  symptoms  of  appendicitis  are 
often  simulated.  Pressure  jaundice,  gastric  dilatation  from 
pressure  of  the  kidney  upon  the  duodenum,  and  edema  of  the 
lower  extremities  from  pressure  upon  the  inferior  vena  cava 
are  rare  signs  of  this  condition.  Dietl's  crises  or  severe  attacks 
of  abdominal  pain  with  chills^  nausea,  vomiting,  fever  and  col- 
lapse are  not  uncommon  features  of  the  symptomatology.  It 
was  Dietl's  theory  that  these  crises  were  due  to  torsion  of  the 
areter  or  to  twists  or  traction  in  the  renal  vessels  and  nerves 
on  account  of  the  extreme  mobility.  An  acute  and  transitional 
hydronephrosis  may  thus  develop.  Pyonephrosis  is  a  rare 
sequence.  The  urine  is  usually  concentrated  and  may  contain 
uric  acid  and  calcium  oxalate  in  excess.  In  case  of  enteropto- 
sis  (Qlenard's  disease)  the  gastro-intestinal  and  nervous  symp- 
toms may  be  a^ravated.  In  all  eases  the  nervous  symptoms  are 
often  pronounced,  a  marked  neurasthenia,  hysteria  or  melan- 
cholia characterizing  the  mental  features,  while  backache,  head- 
ache, paresthesia,  neuralgia  and  nervous  dyspepsia  may  also  be 
pronounced. 

The  physical  signs  are  uncertain  except  those  obtained  by 
palpation.  By  the  bimanual  method,  with  the  patient  in  a 
semi-recnmbent  position,  it  is  possible  to  detect  a  movable 
kidney  in  the  flank  just  below  the  ribs  or  a  floating  kidney  in 
the  inguinal  or  umbilical  region.  Pulsation  of  the  renal  artery 
is  a  rare  physical  finding.     A  knee-elbow  position  may  allow 
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more  satisfactory  palpation  than  the  semi-recumbent  posture. 
In  some  cases  the  upright  position  favors  detection  of  a  mov- 
able kidney. 

Diafnosls. — A  c&reful  consideration  of  the  symptoms  al- 
ready outlined,  together  with  the  physical  examination,  usually 
makes  the  diagnosis  secure.  A  floating  kidney  is  easily  deter- 
mined, but  the  slighter  displacements  are  often  overlooked.  A 
wandering  spleen  is  usually  differentiated  by  the  presence  of 
the  splenic  notch,  the  absence  of  renal  artery  pulsation  and  the 
absence  of  a  tympanitic  note  over  the  intervening  colon ;  more- 
over, it  is  a  rare  affection.  Tumor  of  the  gail-bladder  is  most 
difficult  of  differentiation,  as  it  may  coexist  with  renal  dis- 
placement, and  there  are  so  many  signs  common  to  both.  When 
the  gall-bladder  is  involved,  jaundice  is  more  liable  to  be  a 
leading  symptom,  emaciation  and  nervous  disorders  are  less 
common,  the  tumor  is  not  so  easily  palpated  and  is  more  uni- 
form in  size.  When  the  gall-bladder  contains  calculi  it  has 
a  firmer  feel  and  in  these  patients  crepitus  may  be  obtained. 
The  displacement  of  the  gall-bladder  is  lateral  and  not  so 
marked  as  in  case  of  floating  kidney,  and  the  tumor  always 
descends  with  inspiration. 

PraCoosls  ind  TreatmeDt. — There  is  rarely  any  danger 
to  life  and  a  cure  is  possible  by  surgical  procedure.  Any  local 
treatment  aside  from  nephrorrhaphy  is  usually  only  palliative. 
There  are,  however,  instances  in  which  an  operation  can  not 
be  performed,  and  thus  we  are  obliged  to  palliate  to  the  beat  of 
our  ability.  Vigorous  exercise  and  work  which  excites  abdom- 
inal strain  must  be  interdicted.  The  "rest  cure"  is  often  essen- 
tial after  the  kidney  has  been  restored  to  its  normal  position. 
Pads,  binders  and  corsets  are  often  serviceable  and  may  be 
employed  when  it  is  not  advisable  to  operate  or  the  patient  ia 
opposed  to  it.  Postural  treatment  and  the  increase  of  nutrition 
to  encourage  the  deposit  of  perirenal  fat  are  worthy  of  trial. 
In  the  crises  of  Dietl  relief  is  obtained  by  the  hypodermatic 
use  of  morphin  and  afropin  and  external  heat. 


CnCULATOHY  DISORDERS  OF  THE  KIDNEY. 
Actlre  Hrperemia. — This  is  a  condition  of  acute  or  active 
congestion  of  the  kidneys  following   an   abnormal   influx   of 
arterial  blood.     The  etiological  causes  are  many.     It  may  be  a 
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temporary  state  following  exposure  to  cold,  or  it  may  attend 
such  natural  functions  as  menstruation.  It  may  be  the  result 
of  the  ingestion  of  a  large  amount  of  fluids,  it  often  follows 
the  extirpation  of  one  kidney  or  may  exist  in  consequence  of  an 
operation  on  other  parts  of  the  urinary  tract.  It  is  always  a 
condition  which  precedes  acute  inflammatory  invasion  of  the 
kidneys.  Cardiac  hypertrophy,  excessive  exertion  such  as 
football  demands  or  any  condition  which  raises  the  arterial 
tension  favors  its  development.  The  most  frequent  non-surgi- 
cal cause  is  traced  to  Lnfections  like  the  eruptive  fevers  and 
poisoning  by  such  drugs  as  copaiba,  cantharides,  turpentine, 
chloroform,  etc.  Prolonged  renal  congestion  is  liable  to  ter- 
minate in  acute  nephritis. 

The  pathologic  condition  is  characterized  by  a  normal  or 
slightly  enlarged  kidney  which  has  a  deep-red  color  and  is  en- 
gorged with  blood  which  flows  freely  upon  section*  The  Mal- 
pighian  tufts  appear  as  dark-red  points  in  the  cortex.  The 
characteristic  feature  o^  the  morbid  process  is  located  in  the 
renal  arteries  and  the  arteries  of  the  Malpighian  tufts. 

SyiDptoillS. — When  the  infections  are  causative  factors, 
fever  may  be  present.  Headache,  nausea  and  vomiting  are 
occasional  symptoms,  while  prostration  may  be  pronounced. 
Pain  in  the  loins,  or  along  the  line  of  the  ureters  and  tender- 
ness upon  pressure  are  usual  complaints.  If  the  hyperemia  is 
due  to  poisons  like  cantharides,  turpentine,  etc.  there  may  be 
frequent  micturition  with  urging  and  vesical  tenesmus,  or 
there  may  be  complete  suppression.  The  urine  is  dark-«oIored, 
its  specific  gravity  is  increased,  blood  is  present  sparingly  in 
mild  cases  and  abundantly  in  severe  cases,  with  corresponding 
albuminuria ;  there  may  be  a  few  small  hyaline  tube  casts  and 
the  solids  are  first  decreased  then,  later,  increased.  The  amount 
of  urine  is  at  first  increased  and  later  it  is  deficient. 

Diafnosls. — We  may  differentiate  from  acute  nephritis 
by  the  absence  of  tube  casts,  dropsy  and  uremic  symptoms.  It 
may  be  distinguished  from  passive  hyperemia  of  the  kidney 
by  the  absence  of  cardiac  lesions  and  absence  of  passive  con- 
gestion of  the  liver. 

Profnosls, — The  prognosis  is  usually  favorable,  but,  of 
course,  much  depends  upon  the  cause.  As  a  functional  dis- 
turbance it  should  be  a  transitory  disorder.  Any  infection 
which  is  prolonged  or  any  irritating  poison  which  is  liable  to 
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cause  suppreseioQ  or  induce  uremia  ib  naturally  an  unfavorable 
cause.  A  previous  nephritic  disease  and  a  surgical  operation 
under  chloroform  unfavorahly  predispose.  Repeated  attacks 
are  liable  to  induce  acute  nephritis.  Suppreflsion  of  urine, 
convulsions  and  coma  are  always  danger  signs. 

Treatment. — Best  in  bed,  warmth,  a  liquid  diet  and  the 
drinking  of  a  free  amount  of  water  are  essentials.  Hot  foot 
baths,  hot  applications  to  the  region  of  the  kidneys,  hi^  normal 
salt  enemas,  saline  laxatives  and  in  some  cases  mucilaginous 
drinks  are  generally  very  serviceabla  In  the  early  stages 
copious  sweating  should  be  induced  by  hot-drinks,  the  hot  com 
pack  and  other  methods  of  inducing  a  sweat.  Venesection  is 
also  recommended.  Otherwise  the  patient  should  be  cared  for 
as  if  experiencing  an  acute  febrile  diseasa 

The  remedies  which  are  of  early  advantage  are  principally 
aconitei  belladonna,  berberix  vulgaris,  puisatUla,  caniharides 
and  cannabis  saliva.  Clifford  Mitchell  speaks  highly  of  tere- 
binth when  there  is  a  scanty  and  dark-colored  urine  containing 
blood  and  albumin.  Helonias  may  be  similarly  considered. 
These  remedies  should  be  used  in  small  material  doses.  Lithia 
is  serviceable  in  the  milder  cases  when  the  the  "urine  is  not 
suppressed  and  contains  no  albumin."  Five  grain  doses  of 
lithium  citrate,  four  times  daily,  is  the  best  form  for  adminis- 
tration. The  ethereal  extract  of  eucalypiva  is  also  recom- 
mended in  drop  doses  every  two  or  three  hours.  Glonoin  is  of 
service  for  prompt  relief  in  cases  of  acute  hyperemia  when  there 
is  an  underlying  condition  of  chronic  nephritis.  This  may  be 
used-  (gr.  1/250-1/100)  either  by  mouth  or  hypodermatically 
three  or  four  times  daily  until  there  is  a  free  passage  of  urine. 
Arnica,  hamamelis,  baptisia,  veratrum  viride  and  many  other 
indicated  remedies  may  he  useful. 


PASSIVE  BYPEBEMIA. 


This  is  a  chronic  congestion  or  venous  engorgement  of  the 
kidney,  which  is  secondary  to  some  other  visceral  diseases. 
It  is  also  termed  cyanotic  induration.  The  etiologic  causes 
are  found  in  a  general  venous  engorgement  due  particularly  to 
chronic  cardiac  disease  and  less  frequently  to  pulmonary  or 
hepatic  disease.  A  lesion  of  the  mitral  valve  accompanied 
by  failing  compensation   is   the  most  frequent  direct  cause. 
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Aortic  aneuTysni,  emphyBema,  fibroid  phthiais,  chronic  adhesive 
pleuritis  and  cirrboBis  of  the  liver  are  also  causes.  The  disease 
may  be  occasionally  traced  to  tumors,  pregnancy,  ascites  and, 
more  rarely,  to  thrombosis  of  the  inferior  vena  cava  or  of  the 
renal  veins. 

The  pathology  varies  according  to  the  duration  of  the  con- 
gestion. In  the  early  stage  the  kidneys  "are  enlarged,  firm  and 
of  a  dark  bluish-red  color."  The  capsule  is  generally  non-ad- 
herent, the  renal  surface  is  smooth  and  its  substance  is  hard. 
T%e  marked  changes  are  found  in  the  medullary  structure,  the 
bases  of  the  pyramids  having  a  dark-red  appearance,  and  the 
congested  vessels  resembling  striae.  In  ease  of  thrombosis, 
edema  as  well  as  hyperemia,  may  exist.  Microscopic  examina- 
tion reveals  the  congested  veins,  the  prominent  Malpighian 
bodies,  with  an  occasional  ruptured  tuft  capillary  and  more  or 
less  distention  of  Bowman's  capsule.  The  epithelium  is  either 
unchanged  or  only  slightly  cloudy  and  swollen  or  later  fatty. 
In  the  older  cases  the  kidneys  become  smaller,  harder  and 
darker  as  the  result  of  granular  atrophy.  Hence,  the  term 
"cyanotic  induration"  has  been  applied.  The  capsule  is  adher- 
ent in  spots,  the  renal  surface  presents  wedge-shaped  patches 
of  hard  tissue,  the  substance  is  fibroid,  and  the  IMalpi^ian 
bodies  are  atrophied  within  these  patches.  There  is  micro- 
scopic evidence  of  a  thickening  of  the  capillaries,  veins  and 
rarely  the  arteries,  the  glomeruli  being  occasionally  atrophied. 
The  tubular  epithelium  is  slightly  degenerated  and  in  part 
detached  from  the  basement  membrane,  while  there  is  some  evi- 
dence of  round  cell  infiltration  in  spots.  In  extreme  states  a 
condition  known  as  "hypostatic  contraction"  may  exist. 

STmptoins. — The  early  and  prominent  symptoms  pertain 
to  the  primary  disease,  which  is  iisually  a  cardiac  disorder. 
With  this  there  is  generally  some  evidence  of  hepatic  engorge- 
ment. Thus  edema  of  the  lower  extremities  is  a  characteristic 
symptom,  while  dyspnea,  cardiac  palpitation,  a  rapid  and  ar- 
rhythmic pulse  are  also  attending  symptoms.  The  cough  which 
indicates  pulmonic  congestion  is  always  present,  the  patient  is 
exhausted  and  cyanosis  is  sometimes  present.  The  urine  is  di- 
minished, high  in  specific  gravity  and  of  a  dark-red  color.  It 
contains  a  small  amount  of  albumin,  some  blood  corpuscles,  a 
few  hyaline  casts,  a  few  yellow  or  pale  granular  casts,  seldom 
dark  granular  casta  unless  nephritis  complicates,  according  to 


nOOgle 


BI2  DISEASES    OF    THE    URINARY    SYSTEM. 

the  ehronicity  and  degree  of  the  congestion.  The  uric  acid  ia 
relatively  increased  and  there  is  a  marked  sediment  of  urates. 

Diatnosis. — As  in  all  diseases  of  the  kidney,  a  knowl- 
edge of  the  primary  disease  is  necessary  for  the  sake  of  diag- 
nosis as  well  as  treatment.  In  this  disease  the  real  tronble 
is  likely  to  be  in  the  heart.  Differential  diagnosis  will  con- 
sider aTiemia  of  the  kidneys,  active  hyperemia  and  primary 
chronic  interstitial  nephritis.  Clifford  Jlitchell  has  enu- 
merated the  following  differential  points  in  case  of  the  latter: 
Compared  with  this,  passive  hyperemia  is  similar  so  far  as 
the  albumin  and  casts  are  concerned,  but  the  volume  of  the 
urine  is  decreased,  the  specific  gravity  is  high,  the  sediment 
is  abundant,  dropsy  is  an  early  sign,  there  is  no  high  tension, 
there  are  no  visual  disorders  or  chronic  uremia,  cyanosis  may 
be  present  and  nocturnal  urination  is  uncommon. 

Pro^osis. — Everything  depends  upon  the  primary  cause, 
cardiac  compensation  being  essential  to  recovery.  There  is  a 
constant  danger  of  acute  intercurrent  nephritic  attacks,  and 
exacerbations  are  always  liable  to  occur  should  the  patient 
indulge  in  any  excess  or  suffer  sudden  exposure  to  cold.  In 
such  instances  the  albumin  and  blood  may  be  increased.  Sup- 
pression of  the  urine  may  take  place  if  the  heart  is  not  prop- 
erty stimulated.  Chronic  nephritis  is  the  greatest  complicating 
danger.     Death  may  occur  from  cardiac  paralysis. 

TrMtment. — The  early  and  principal  treatment  should 
apply  to  the  cardiac  disorder.  Without  extensive  repetition  of 
the  remedies  which  are  mentioned  under  the  subject  of  cardiac 
diseases,  it  ia  sufficient  to  say  that  cardiac  compensation  and 
renal  elimination  must  be  induced  by  the  prompt,  thorough  and 
persistent  use  of  such  remedies  as  hydragogin,  digitalis,  siro- 
phanihus,  crategus,  convallaria,  apocynum,  giiarana  and  strych- 
nia. Strychnia  is  generally  given  as  often  as  every  three  or 
four  hours  (gr.  1/60)  and  the  other  remedies  should  be  given 
in  the  tincture  (m.  5-10)  three  or  four  times  daily,  as  the  case 
may  demand.  When  the  heart  needs  stimulation  we  must  not 
hesitate  to  stimulate  it  sufficiently  or  we  accomplish  no  result. 

Best,  moderate  exercise  and  general  improvement  of  the 
health  are  also  mandatory  requirements.  The  diet  should 
include  readily  digestible  foods  which  are  well  cooked.  Foods 
that  have  bulk  or  excite  flatulency  should  be  omitted.     The 
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meals  should  come  at  regular  hours  and  the  patient  should  eat 
with  due  care  for  the  digestive  apparatus.  In  case  of  dropsy 
an  exclusive  milt  diet  is  required  for  several  weeks.  Two  to 
six  ounces  may  be  taken  at  each  feeding,  every  four  hours 
the  first  week,  and  ten  to  sixteen  ounces  per  feeding  during  the 
second  week.  The  quantity  may  be  increased  to  twenty  ounces 
four  times  daily  during  the  third  week.  Salines  and  possibly 
stronger  cathartics  may  be  used  regularly  for  a  time.  The 
morning  sponge  is  of  great  importance,  the  patient  should  drink 
plenty  of  pure  water  and  if  suppression  of  urine  takes  place, 
a  corn  or  alcohol  sweat  is  indicated.  If  the  heart  is  the  only 
cause  of  the  dropsy,  the  latter  may  be  entirely  overcome  by  the 
persistent  use  of  the  remedies  just  mentioned  in  full  doses.  , 
Guarana  in  the  fluid  extract  (drams  2)  is  often  given  every  two 
to  four  hours,  while  caffein  (grs.  2-5)  may  be  given  four 
times  daily.  Strychnia  (1/60-1/30)  hypodermatically  is  our 
most  reliable  remedy  for  quick  results.  Camphor  (grs.  5)  in 
sterile  almond  or  olive  oil  may  be  required.  The  suprarenal 
extract  (grs.  3-5)  morning  and  night  may  be  demanded  when 
there  is  a  relaxation  of  the  peripheral  vessels.  JUrgot  (m.  5-20) 
should  not  be  overlooked.  Basham's  mixture  is  a  popular  rem- 
edy with  many  practicians. 

The  indicated  homeopathic  remedies  are  aconite,  phos- 
phorus, arnica,  craiegiia,  apocynum,  digitalis,  convallaria,  adonis 
vemalis,  belladonna  and  veratrum  viride. 


PATHOLOGIC  STATES  OF  THE  URINE. 

Hematiiria. — This  is  characterized  by  the  presence  of 
blood  in  the  urine.  The  renal  causes  include  "congestions, 
acute  inflammations,  acute  exacerbations  of  chronic  nephritis, 
embolic  hemorrhagic  infarction,  renal  calculi  and  pyelitis, 
tuberculosis,  malignant  renal  disease,  diffuse  myxangiomatous 
condition  of  the  pelvic  submucous  tissue  (Jfyles),  actinomy- 
cosis (Israel),  hydatids,  traumatism  and  parasites  (the  filaria 
sanguinis  hominis  and  distoma  hematohium.)" 

The  urinary  tract  may  be  the  origin,  as  the  ureter  may  be 
lacerated  in  operation  or  the  bladder  may  contain  calculi  or 
be  affected  by  malignant  tumors,  cystitis  or  ulceration  and  rup- 
ture of  varicose  veins  at  the  neck.  The  urethra  also  may  be 
the  seat  of  hemorrhage  as  a  sequence  of  gonorrhea,  calculi,  par- 
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asites  aud  traumatiBm.  General  diseases  such  as  specific  fevers, 
purpura,  gout,  scurvy,  hemophilia,  malaria  and  leukemia  may 
produce  hematuria.  Another  cause  may  be  found  in  the  renal 
congestion  which  follows  chronic  cardiac,  pulmonary  or  hepatic 
disease,  and  Senator  claims  that  there  is  such  a  condition  as 
"renal  hemophilia,"  while  it  is  also  possible  that  the  condition  is 
sometimes  congenital  and  again  vicarious.  Drug  effects  from 
turpentine,  copaiba  and  cantharides  should  not  be  overlooked. 

Diafoosis, — This  concerns  the  discovery  of  the  blood  and 
the  source  of  the  hemorrhage.  Blood  in  the  urine  will  vary  in 
quantity,  coagulability  and  disposition.  A  slight  discoloration 
will  indicate  only  a  small  amount  in  the  urine,  while  a  con- 
siderable amount  may  be  detected  in  its  passage  or  it  may  exist 
as  a  dark  and  coagulated  sediment.  The  microscope  will  dis- 
close the  presence  of  blood  corpuscles  in  the  urine.  Should  the 
red  corpuscles  be  associated  with  tube  casts,  we  may  justly 
suspect  renal  hemorrhage.  In  ammoniacal  urine  or  urine  with 
low  specific  gravity  the  corpuscles  are  pale  and  after  remain- 
ing in  acid  urine  they  lose  their  disc-like  shape.  Blood  always 
gives  the  chemical  test  for  albumin. 

The  source  of  the  hemorrhage  is  an  important  diagnostic 
point.  Hemorrhage  from  the  ureter  may  appear  in  long  clots 
and  from  the  bladder  in  'Targe,  irregular  bright-red  blood  clots." 
When  the  bladder  is  irrigated  until  the  fluid  returns  perfectly, 
clear  and  a  repeated  irrigation  returns  very  red  we  know  that 
the  blood  comes  from  that  viacus.  Prostatic  hemorrhage  is 
common  after  straining  at  stool.  Urethral  blood  is  discharged 
before  the  urine  or  it  may  be  milked  out.  In  renal  hemorrhage 
the  blood  is  mixed  with  the  urine,  giving  a  uniform  "smoky" 
or  brown  color  with  blood  casts  and  leukocytes,  A  few  red 
blood  corpuscles  in  concentrated  urine  may  signify  only  renal 
congestion.  In  profuse  renal  hemorrhage  clots,  moulded  in 
the  renal  pelvis  and  ureters,  may  appear.  The  hemorrhage 
from  calculi  is  usually  slight  and  appears  at  intervals. 

A  knowledge  relative  to  the  existence  of  chronic  alcohol- 
ism, or  venereal  disease  is  always  essential.  The  immediate 
and  family  history  often  point  to  the  probable  cause  and  the 
evidence  of  tuberculosis  must  always  be  taken  into  consid- 
eration. 

Pro^osla  and  Treatment. — The  prognosis  depends  upon 
the  history  of  the  ease,  the  extent  and  duration  of  the  hemor- 
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rhage  and  the  response  to  treatment.  The  U-eaitnent  will  in- 
clude local  measures  so  far  as  the  seat  of  the  trouble  may  be 
located.  Internal  hemostatics  such  as  the  extract  of  hamamelis, 
extract  of  hydrastis,  fiuid  extract  of  red  gum,  adrenalin  ehlorid, 
gallic  acid,  lead  acetate,  calcium  ehlorid,  ergot  and  opium 
have  been  used  with  varying  success.  Internal  remedies  maj 
be  employed  from  a  symptomatic  standpoint.  In  the  latter 
sphere  we  shall  have  recourse  to  such  remedies  as  ipecac,  ham- 
amelis, cantkaris,  hydraatis,  terebinth,  geranium,  millefolium, 
phosphorus,  crotalus  and  thlaspi  bursa  paatoris. 

Hemoiloblnarli. — This  is  characterized  by  the  presence 
of  blood  pigments,  especially  methemoglobin,  in  the  urine,  the 
result  of  red  corpuscle  dissolution  and  the  excretion  of  hemo- 
globin. The  cause  of  the  hemolysis  is  principally  toxic.  Irri- 
tant poisons  or  those  of  infectious  diseases,  particularly  malaria, 
are  tlte  most  common  factors.  It  may  be  secondary  to  degener- 
ations from  tuberculosis  and  syphilis,  while  diseases  of  the 
blood  lite  purpura  and  scurvy  are  occasional  causes.  It  is 
rarely  due  to  exposure  to  cold  and  violent  physical  exertion. 
Epidemic  hemoglobinuria  (Winckel's  disease)  has  been  ob- 
served in  the  new-bom.  Paroxysmal  hemoglobinuria  Is  a  rare 
form  without  any  known  cause.  It  has  been  attributed  to  sus- 
ceptibility to  cold,  violent  physical  exertion,  syphilis,  uricacid- 
emia  and  [Raynaud's  disease. 

Symptanu. — Anemia  ia  usually  a  marked  symptom  and 
jaundice  is  sometimes  manifest  In  paroxysmal  hemoglobinuria 
the  attacks  appear  suddenly,  have  a  short  duration  and  tend  to 
iutermittency.  Severe  cases  are  preceded  by  a  chill  and  fever. 
Colicky  pains  in  the  abdomcii,  headache,  nausea  and  vomiting, 
lumbar  pains,  thirst,  exhaustion  and  coma  are  occasionally 
present  Urticaria  and  purpura  have  been  noticed  and  nephri- 
tis is  claimed  as  an  occasional  result. 

Diagnosis. — The  urine  has  a  reddish-brown  color,  a  red- 
dish-brown or  a  brownish-black  sediment  and  is  somewhat  tur- 
bid. The  specific  gravity  is  lowered  slightly  and  the  reaction 
is  acid.  The  microscope  settles  the  difference  between  this 
and  hematuria.  In  hemoglobinuria  there  are  few  or  no  red 
corpuscles  and  the  few  that  are  present  are  colorless  and  frag- 
mentary. Brownish-black  flakes  of  disintegrated  hemoglobin 
are  found  and  brown-tinged  easts  and  epithelium  are  occa- 
sionally discovered.     The  chemical  examination  of  the  urine 
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will  reveal  the  presence  of  albumin.  The  blood  serum  has  a 
red  color  on  account  of  the  dissolved  hemoglobin.  Hemoglob- 
inuria is  "further  marked  by  the  aplasticity  of  the  red  cor- 
pusclcB,  by  their  pallor,  by  poikilocytosis  and  by  the  presence 
of  Uie  irregular  ^akes  of  hemoglobin."  The  urine  gives  the 
chemical  test  for  hemoglobin,  but  the  microscope  fails  to  find 
blood  corpuscles  iu  dense  masses  as  in  hematuria. 

Protnvsis  and  Treatment. — Much  depends  upon  the 
cause.  The  ordinary  paroxysmal  form  is  favorable.  Fatal 
cases  have  occurred  as  the  result  of  malaria.  The  treatment 
is  similar  to  that  of  acute  nephritis.  Terebinth  is  highly  rec- 
onmiended  and  phosphorus,  croiaiua  and  ferrum  phos.  have 
also  been  su^^iested.  In  malarial  hemoglobinuria  treatment 
should  be  directed  to  tlie  liver.  Quinin  apparently  is  not  useful 
even  when  malaria  is  the  cause  and  may  cause  death  from 
quinin  poisoning  and  from  uremia.  lodida  may  be  of  service 
when  syphilis  is  a  factor.  In  the  paroxysmal  forms  due  con- 
sideration must  be  given  to  rest,  quiet  and  external  warmth. 

'Albmniniiria. — By  this  term  is  meant  the  presence  of 
albumin  in  the  urine.  The  pathology  and  etiology  relate  to 
"the  immediate  escape  of  the  normal  blood  elements,  serum- 
albumin  and  senim-globulin  from  the  vessels  into  the  renal 
tubules."  This  is  due  to  a  transient  or  permanent  disturbance 
of  the  nutrition  of  the  epithelium  of  the  tuft  capillaries  or 
of  the  cells  surrounding  the  glomeruli.  This  point  is,  how- 
ever, disputed  by  many,  the  claim  being  made  that  a  philo- 
logical albuminuria  may  follow  extreme  muscular  exercise,  the 
ingestion  of  food  rich  in  albumin,  violent  emotions,  cold  bath- 
ing, dyspepsia,  etc.  It  is  also  held  that  it  may  be  due  to  a  nutri- 
tional disturbance  of  the  membrana  propria  of  the  epithelium 
of  the  uriniferous  tubules.  The  causes  of  albuminuria  are 
many.  It  attends  acute  and  chronic  nephritis,  renal  conges- 
tions, certain  toxemias,  the  amyloid,  fatty  and  suppurative 
conditions  of  the  kidneys  and  also  renal  tumors.  It  is  pres- 
ent also  in  marked  blood  changes,  it  is  often  a  feature  of  preg- 
nancy and  it  may  attend  certain  perversions  of  the  nervous 
system.  An  accidental  albuminuria  attends  the  presence  of 
pus  or  blood  in  the  urine,  it. may  be  present  in  hyperpyrexia 
and  a  physiological  albuminuria  of  transient  endurance  may 
attend  the  functional  disturbance  of  the  kidney.  Cyclic  albu- 
s  characterized  by  albuminuric  paroxysms  which  take 
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place  at  times  when  the  renal  and  urinary  functions  are  quite 
normal.  Extreme  physical  exercise,  hearty  meals  and  certain 
vocations  apparently  predispose.  It  is  noticed  also  in  old 
people  who  suffer  from  anemia  and  a  dyspeptic  or  neurotic 
cause  is  often  underlying.  While  these  conditions  are  often 
innocent,  the  presence  of  albumin  in  the  urine,  even  in  minute 
quantity,  may  presage  a  gradual  degeneration  of  the  renal 
structure.  In  no  sense  is  the  persistent  presence  of  albumin 
to  be  regarded  as  an  innocent  symptom. 

Albomosnrla. — This  is  a  condition  in  which  atbumoses 
are  voided  in  the  urine.  It  is  known  to  occur  in  septic  condi- 
tions, in  osteomalacia,  myxedema  and  multiple  bone  tumors. 
Albumose  is  a  "body  more  or  less  closely  allied  to  peptones, 
globin,  histon  and  the  digestion  albumoses,  but  it  displays  cer- 
tain characteristics  unknown  to  these  substances."  Albumo- 
suria may  occur  at  difFerent  periods  of  the  day,  but  is  usually 
transitory  and  rarely  remittent.  It  is  usually  combined  with 
serum-albuminuria,  but  tube  casts  are  rarely  found.  Bone 
pain  is  a  common  symptom. 

Indicumria. — Indican  may  be  found  in  normal  urine  in 
small  quantities.  Its  excess  is  indicative  of  intestinal  dis- 
orders, particularly  those  of  the  small  intestine.  The  path- 
ologic significance  will  be  recognized  when  large  quantities  of 
albuminous  matter  are  decomposed.  When  the  caliber  of  the 
small  intestine  is  reduced  by  an  obstruction,  there  is  a  stagna- 
tion of  its  contents  and  decomposition  takes  place  from  bacterial 
action.  "Thus  indol,  phenol  and  skatol  are  formed  and  the 
former,  being  absorbed  and  oxidized  into  indoxyl,  finally  ap- 
pears in  the  urine  in  combination  with  potassium  sulphate." 
It  may  be  found  also  in  acute  peritonitis,  chronic  constipation, 
wasting  diseases  and  cachetic  conditions.  Tumors  which  press 
upon  the  small  intestines  may  cause  an  excess  of  indican  in 
the  urine.  The  treatment  of  indicanuria  embraces  the  elimi- 
nation of  the  products  of  albuminous  decomposition  in  the  in- 
testines. For  this  purpose  I  have  obtained  good  results  with 
the  salicylates,  the  sulphocarbolates  and  zymeoid.  Thlese 
should  be  given  in  doses  of  five  to  fifteen  grains  three  or  four 
times  daily,  plenty  of  water  always  being  used. 

Pyuria. — This  term  refers  to  the  presence  of  pus  in  the 
urine.  It  is  due  to  suppurative  inflammation  along  the  genito- 
urinary tract  or  it  may  appear  in  the  urine  in  consequence 
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of  the  rupture  of  au  abscess  into  this  tract.     For  further  con- 
sideration refer  to  the  subject  of  pyelitis. 

Chylarla. — This  refers  lo  the  presence  of  chyle  in  the 
urine  and  is  either  parasitic  or  nun  parasitic  in  its  origin. 
The  parasitic  form  is  observed  commonly  in  tropical  countries 
and  is  due  to  the  obstruction  of  the  thoracic  duct  or  its  branches 
by  the  filaria  sanguinis  hominis,  causing  thereby  a  rupture 
of  the  lymph  vessels  of  the  bladder  or  kidney.  It  is  claimed 
also  as  a  sequence  of  lymphatic  duct  injury  and  it  is  sup- 
posed to  be  asBociated  with  pr^paancy. 

The  urine  is  increased  in  quantity  and  has  a  milky  or 
opalescent  appearance,  due  to  the  emulsified  fat.  A  creamy 
film  of  &t  may  often  be  observed  on  the  surface  of  the  urine. 
Polyuria  is  a  characteristic  while  albumin  and  fibrin  are  also 
present.  Hematuria  is  usually  an  associate  symptom  when 
there  is  a  parasitic  cause.  The  findings  of  a  microscopic 
examination  resemble  the  fine  granules  and  fat  droplets  of 
milk.  Chyluria  often  appears  intermittently  and  it  may  con- 
tinue for  a  long  time.  In  the  non-parasitic  form  there  is  no 
danger  as  to  life,  but  a  cure  is  rare.  The  coagulation  of  chyle 
in  the  pelvis  of  the  kidney  may  cause  renal  colic.. 

Choloria. — The  presence  of  bile  in  the  urine,  or  choluria, 
attends  any  disease  in  which  there  is  an  occlusion  of  the  bile 
ducts.  The  urine  varies  in  color  from  a  greenish-yellow  to 
a  brown  or  brownish-black  color,  the  predominating  color  being 
yellow.  Albumin  is  often  present  in  slight  quantity  and  bile- 
stained  hyaline  and  finely  granular  casta  are  occasionally  ob- 
served. The  urine  -ia  particularly  foamy.  Bile  pigment  in 
the  urine  must  be  differentiated  from  the  yellow  urine  caused 
by  such  drugs  as  santonin  and  rhubarb.  These  do  not  respond 
to  the  tests  for  bile  and  there  ia  usually  no  yellow  foam. 

Urobllinnria. — This  is  a  condition  manifested  by  the  pres- 
ence of  urobilin  in  appreciable  quantities  in  the  urine.  It 
gives  the  urine  a  reddish-brown  color  and  is  seen  most  fre- 
quently in  fevers  and  hepatic  diseases.  It  may  appear  fol- 
lowing the  resorption  of  effusions ;  the  hemorrhagic  diathesis, 
purpura,  pernicious  anemia  and  acute  chlorosis  may  be  caus- 
ative factors.  UrobtUnicterus  is  a  discoloration  of  the  skin 
caused  by  the  deposit  of  urobilin  in  the  tissues. 

Olycosnria. — By  this  term  is  meant  the  presence  of  sugar 
(glucose)   in  the  urine  and  it  ia  always  a  question  whether 
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"  thiB  is  a  sign  of  disease  or  whether  it  is  dependent  upon  the 
excessive  use  of  saccharine  or  starchy  foods.  The  most  nat- 
ural suspicion  excited  bj  the  appearance  of  sugar  in  the  urine 
is  that  we  have  a  case  of  diabetes  tnellitus.  This,  however, 
is  not  always  true,  aa  explained  under  that  subject.  Many 
of  the  infectious  diseases  may  give  an  intermittent  or  parox- 
ysmal glycosuria  while  a  disease  of  the  nervous  system  which 
excites  tiie  floor  of  the  fourth  ventricle  may  likewise  induce 
it.  It  is  also  well  known  that  mental  excitement— grief,  worry, 
shock,  etc.,  often  develop  a  temporary  glycosuria,  while  trau- 
matism and  operations  upon  the  brain  are  occasional  factors 
in  its  appearance.  Convulsions,  meningitis,  hemorrhages  and 
concussion  are  liable  to  incite  a  temporary  elimination  of  sugar 
which  has  no  marked  significance.  Pregnancy,  such  drugs 
as  morphin,  phloridzin  and  chloroform,  obesity,  pancreatic  dis- 
ease, exophthalmic  goitre  and  several  other  diseases  have  been 
known  temporarily  to  disturb  the  glycolytic  function,  and 
thereby  induce  the  passage  of  sugar  in  the  urine.  The  use 
of  alcohol,  carbohydrates  or  glucose  in  excess  may  often  ex- 
plain its  presence.  In  simple  glycosuria  the  urine  may  be 
only  slightly  changed  from  the  normal  and  its  presence  may 
not  be  suspected  without  chemical  examination. 

Acetonoria,  Dlacetlcacldiuia  and  ^-oxybatyricacldoria.— 
These  three  conditions  are  almost  inseparable  and  are  closely 
associated  with  glycosuria  and  diabetic  coma.  Acetonuria 
may  be  present,  in  slight  degree,  in  normal  conditions.  It 
is  also  observed  in  autointoxication,  diabetes,  carcinoma,  fevers 
and  some  nervous  diseases.  Diaceticacidnria  and  ^-oxybviyric- 
aciduria  are  always  pathologic  expressions,  being  associated 
with  acetonuria  in  diabetic  coma  and  rarely  foimd  in  fever. 
Von  Jaksch  claims  that  they  are  expressive  of  an  independent 
disease.  It  is  now  held  that  ^'-oxybutyric  acid  is  the  direct  cause 
of  diabetic  coma. 

Uthoria. — This  condition  refers  to  the  presence  of  an 
excess  of  uric  acid  and  urates  in  the  urine.  Many  causes  may 
be  given  which  predispose  to  this  condition,  the  "lithic  acid" 
or  gout^  diathesis  being  most  prominent.  Kheumatism,  fever, 
leukemia,  pulmonary  and  other  diseases,  as  well  as  an  exces- 
sive nitrogenous  diet  are  mentioned  as  predisposing  factors. 
A  temporary  high  acidity  and  a  deficiency  in  mineral  salts 
may  diminish  the  solubility  of  uric  acid  and,  therefore,  favor 
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the  condition  of  lithuria.  The  urine  has  a  high  Bpecific  grav- 
ity, a  dark-red  color  and  an  acid  reaction.  The  uric  acid  will 
deposit,  when  the  urine  is  allowed  to  stand,  in  a  bright,  cayenne 
pepper-like  fonnation.  According  to  the  theory  of  various 
German  observera,  the  nature  of  this  diseased  condition  ia 
an  excessive  nuclein-catabolism.  The  clinical  features  may  be 
enumerated  as  follows:  Mental  irritability,  depression  and 
exhaustion;  headaches,  insomnia  and  restlessness  at  night; 
occasional  neuralgic  pains  here,  and  there,  often  over  the 
symphysis  pubis,  backache  and  gouty  phenomena. 

In  the  treatment  of  this  condition  the  patient  will  be  re- 
quired to  abstain  from  intoxicants  of  all  kinds  and  vigorous 
outdoor  exercise  must  be  regularly  instituted.  Baths,  well- 
ventilated  sleeping  apartments,  massage,  hydrotherapy,  elec- 
tricity and  the  tonics  are  often  essential.  An  abundance  of 
alkaline  water  must  be  consumed  and  the  patient  should  con- 
stantly avoid  the  heavier  proteids  and  the  use  of  any  article 
of  food  which  is  in  the  least  stimulating.  Meat  should  be 
eaten  sparingly,  though,  as  Croftan  says,  the  "increased  nutri- 
tion and  resisting  powers  that  accrue  from  an  animal  diet 
are  essential."  A  change  of  climate  is  often  advantageous  to 
the  successful  treatment  and  the  alkaline  waters  of  many  of 
our  springs  are  conducive  to  a  favorable  result  if  freely  and 
properly  used.  Laxatives  such  as  Carlsbad  salt,  sodium  phos- 
phate, Thialion  salt,  Hunyadi  and  Kubinat  waters  aad  many 
of  the  well  known  salines  are  also  efHcaciouB  and  should  be 
used  in  a  systematic  manner. 

Remedies  should  be  prescribed  according  to  their  indica- 
tions. Bryonia,  cimicifvga,  cedron,  pulsatUla,  colchicin,  agar- 
icvn  and  mercurius  are  often  indicated  for  the  wandering  pains. 
The  lithium  compounds  have  been  extensively  employed,  though 
it  is  questionable  how  much  good  is  obtained  from  these. 
Lithium  benzoate  (gr.  2-10)  three  or  four  times  daily,  is 
recommended  by  Clifford  Mit<iiell,  the  object  being  to  dis- 
solve the  sediment  of  urates  and  to  increase  the  urea-uric  acid 
ratio.  Nux  vomica,  ignaiia,  arsenicum,  iris  versicolor,  cheli- 
donium  and  cocculus  are  often  indicated  when  there  are  gastric 
and  hepatic  disorders.  Nitro-muriatic  acid  dilute  and  hydro- 
chloric acid  dilute  (m.  5-10)  in  one-half  glass  of  water  after 
meals,  are  also  useful  in  chronic  gastritis  or  tardy  digestion. 
The  glycero-phoaphaies  may  be  prescribed  when   there  is  a 
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low  urea-uric  acid  ratio  and  a  high  ratio  of  urea  to  phosphoric 
acid.  When  anemia  is  a  factor,  as  it  often  is,  arsenicj  iron 
and  many  of  the  standard  iron  preparations  may  be  employed 
to  advantage. 

Oxalniia. — Thia  term  is  employed  with  reference  to  the 
persistent  excess  of  calcium  oxalate  in  the  urine.  The  asso- 
ciation of  nervous  symptoms,  indigestion,  jaundice  and  sperma- 
torrhea is  frequently  observed.  Certain  articles  of  food,  such 
as  plums,  strawberries,  tomatoes,  apples,  bananas  and  rhubarb 
favor  the  formation  of  oxalate  crystals.  The  precipitation  of 
these  ciyatals  is  due  to  the  absence  of  sodium  phosphate  which 
keeps  them  in  solution.  Their  presence  in  the  urine  does 
not  always  imply  an  increased  excretion  of  this  salt.  They 
appear  most  commonly  as  "minute,  regular,  highly-refracting 
octahedra  or,  more  rarely,  as  hour-glass  and  dnmb-bell  shaped 
crystals." 

The  etiology  and  paihology  of  oxaluria  has  been  consid- 
ered by  some  as  a  distinct  disease  characterized,  aside  from. 
the  urinary  findings,,  by  the  symptoms  of  neurasthenia,  dys- 
pepsia and  hypochondriasis.  It  has  also  been  accounted  for 
as  a  disturbance  of  metabolism  particularly  of  the  fats  and 
carbohydrates.  It  is  found  also  in  wasting  diseases  like  dia- 
betes mellitus,  tuberculosis  and  cancer.  It  has  also  been  no- 
ticed in  paresis  of  the  insane,  catarrhal  jaundice  and  calculi. 
Sediments  of  urates  or  uric  acid  frequently  show  the  oxalate 
in  large  quantity.  The  greatest  immediate  danger  from  the 
presence  of  these  crystals  is  the  formation  of  a  calculus,  while 
nephritis   from   prolonged   irritation   is   a   remote   possibility. 

The  treatment  should  include  a  change  of  climate  for  the 
betterment  of  the  general  health  and  vigorous  attention,  to 
the  diet  and  elimination.  The  diet  should  exclude  those  articles 
of  food  which  are  rich  in  oxalic  acid,  as  previously  mentioned, 
and  sweets  should  also  be  restricted.  Distilled  water  should 
be  used  freely.  Meat  should  not  be  used  in  excess.  Remedies 
which  have  been  mentioned  by  experienced  practicians  are  nitro- 
kydrochloric  acid  (m.  5-10)  in  water  three  or  four  times  daily 
after  meals.  Basham's  mixture,  lifhiated  hydrangea,  lithiated 
sorghum  and  lysidin  are  frequently  used.  Oxalic  acid,  picric 
acid,  kali  sulpK,  kali  carb.,  senna  and  berberis  vulgaris  have 
been  advocated  as  frequently  indicated  homeopathic  remedies. 
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PhosphatBria. — The  voiding  of  urine  containing  an  ex- 
oesa  of  phosphates  ocwurs  under  various  conditions.  Excess 
of  earthy  phosphates  is  not  of  any  serious  consequence  as  far 
aa  known.  The  excess  of  the  phosphoric  acid  combined  with 
the  alkalies  may  be  of  some  serious  moment.  Indigestion 
established  by  hyperchlorhydria  and  food  or  drinks  which  are 
abundant  in  alkaline  salts  are  also  causes.  There  is  an  in- 
crease of  phosphates  in  wasting  diseases  like  tuberculosis,  leu- 
kemia and  chronic  articular  rheumatism. 

The  clinical  features  are  generally  characterized  by  a 
pronounced  mental  and  physical  exhaustion,  sexual  weakness 
and  ill  defined  pains  in  the  back  and  limbs.  The  patient  is 
also  inclined  to  be  neurasthenic  and  many  times  a  state  of 
hypochondriasis  intervenes.  In  a  majority  of  cases  there  arc 
no  well  defined  or  positive  symptoms  which  are  indicative 
of  phosphaturia.  The  voiding  of  urine  containing  a  sediment 
of  phosphates  is  a  constant  feature  of  phosphaturia. 

The  treatment  of  this  condition  should  be  directed,  first 
of  all,  to  dietetic  and  hygienic  improvement.  Hard  water 
should  be  avoided  and  a  light  but  nutritious  diet  should  be 
adopted.  Hest  and  a  proper  amount  of  exercise  are  essentials 
for  the  sake  of  the  exhausted  nervous  system.  Among  the 
remedies  we  may  mention  hypophosphites,  glycero-phospkates, 
arsenicum,  berberis  aqmfolium,  kali  mur.,  and  phosphoric 
acid.  Other  remedies  which  relate  to  the  prediaposing  causes 
are  always  to  be  used  according  to  their  indications. 

CyBlinnria. — This  refers  to  the  rare  condition  of  an 
excess  of  cystin  in  the  urine.  While  the  causes  are  not  well 
understood,  it  is  usually  noticed  after  infectious  diseases,  rheu- 
matic fever  being  the  most  common  cause.  Syphilis  is  also 
regarded  as  a  possible  cause.  Hereditary  influences  are  also 
supposed  to  be  important  factors,  while  a  disturbed  metabolism 
as  seen  in  gout,  obesity  and  allied  conditions  may  establish 
it.  Brieger  has  referred  to  the  relation  of  ptomains  to  cys- 
tinuria,  and  it  is  likely  that  these  may  account  for  it  in  many 
instances. 


This  term  is  employed  to  define  a  condition  manifested 
by  stupor,  coma,  convulsions  or  paralysis  together  with  gastro- 
intestinal disturbances. 
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Etlolotfy  and  Patholofy. — The  tme  cause  of  aremia  is  not 
underBtood.  It  ia  generally  held  that  the  condition  is  due  to 
diminished  renal  activity  and  the  consequent  retention  of 
metabolic  products.  It  usually  arises  from  renal  disease.  The 
theory  entertained  by  Treube  to  the  effect  that  the  symptoma 
of  uremia  are  due  to  acute  cerebral  edema  with  anemia  may 
aocount  for  some  cases.  The  theory  of  the  retention  of  effete 
material  also  fails  fully  to  explain  the  disease,  inasmuch  as 
a  complete  ligation  of  the  renal  arteries  and  ureters  in  ani- 
mals does  not  establish  uremia.  The  injection  oi  urea  and 
healthy  urine  into  the  circulation  also  fails  to  cause  uremia. 
Impaired  renal  activity  does  not  sufficiently  explain  these  symp- 
toms. The  claim  that  the  kidney  has  an  internal  secretion 
which  govema  metabolism  is  refuted  because  ligation  of  the 
renal  vessels  does  not  result  in  uremia.  A  more  recent  and 
more  plausible  claim  is  to  the  effect  that  a  poison  ia  developed 
in  the  body  as  the  result  of  nephritis.  Whether  this  arises 
from  the  development  of  a  micro-organism  or  dependa  upon 
perverted  metaboliam  has  not  yet  been  determined.  Lazarus- 
Barlow  says  "the  symptoms  of  uremia  are  not  immediately  due 
to  renal  condition,  but  to  the  disoi^anizatiou  of  the  hepatic 
function  of  formiug  urea  from  ammonium  carbamate,  which 
the  renal  disease  brings  about  owing,  perhaps,  to  the  absence 
of  an  internal  secretion.  Ammonium  carbamate,  therefore, 
collects  in  the  blood  and  when  a  certain  degree  of  fermentation 
has  been  produced  it  acts  upon  the  brain  with  the  result  that 
convulsions,  coma,  etc.,  supervene."  Those  interested  in  the 
theoretical  considerations  of  uremia  are  referred  to  the  experi- 
menta  of  Hahn,  !Massen,  Nencki  and  Pawlow, 

SjrmptomB. — In  the  common  form  of  uremia  the  patient 
becomes  drowsy  and  passes  into  coma  which  may  be  preceded 
by  delirium.  In  this  condition  there  is  some  twitching  of 
the  muaclea.  A  convulsive  type  ia  a  more  severe  manifestation 
of  acute  uremia.  In  this  form  the  patient  is  suddenly  seized 
with  an  epileptoid  attack,  the  muscular  twitchings  and  con- 
vulsions beginning  in  the  face  or  fingers  and  soon  spreading 
over  the  entire  body.  One  attack  rapidly  follows  another  or  the 
patient  may  remain  in  a  state  which  simulates  the  "status  epi- 
lepticus."  Unconsciousneaa  ia  the  distinctive  feature  and 
should  there  be  intervale  of  paroxysmal  relief  mental  impair- 
ment will  be  noticed.     The  temperature  usually  falls,  the  knee- 
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jerk  18  greatly  exaggerated  and  the  pupils  are  contracted.  ThiB 
form  of  uremia  is  moat  commonly  observed  in  the  toxemic 
eclampsia  of  pregnant  women. 

The  respiratory  form,  is  characterized  by  marked  dyspnea. 
In  this  form  asthma  is  simulated  and  a  peculiar  feature  is  the 
socalled  "expiratory  hiss."  CyanosiB  is  present  only  to  a 
slight  degree  unless  there  is  an  attending  cardiac  disorder. 
There  is  usually  no  mental  perversion  and  the  patient  com- 
plains constantly  of  the  difficult  breathing.  In  aggravated 
cases  the  "Cheyne-Stokes"  respiration  is  apparent,  but  here 
it  is  not  such  a  serious  sign  as  it  is  in  other  diseases.  The 
maniacal  form  of  uremia  is  fortunately  not  so  common.  In 
this  the  patient  is  extremely  restless,  excited  and  often  vio- 
lent. Drowsiness  finally  ensues  and  the  patient  passes  into  a 
terminal  coma. 

A  paralytic  form  ie  of  occasional  occurrence.  This  is 
characterized  by  hemiplegia  or  a  suddenly  developed  mono- 
ple^a,  the  paralysis  taking  place  as  the  result  of  an  intoxica- 
tion of  the  nerve  centers  controlling  the  muscles  involved. 
Cerebral  apoplexy  may  occur  at  the  same  time.  Another  form 
of  uremia  characterized  by  cordinuoiis  insomnia  is  occasionally 
met  with.  Associated  with  this  there  is  usually  pronounced 
muscular  irritability  or  cramps  and  a  persistent  hiccough. 
Often  the  uremia  is  attended  by  violent  gastro-intestinal  dis- 
turbances, vomiting,  intense  nausea,  and  sometimes  purging. 

Uremic  amaurosis  is  the  feature  of  some  cases.  In  this 
there  is  a  sudden  development  of  blindness  which  is  usually 
bilateral.  The  amaurosis,  in  favorable  cases,  lasts  only  for 
a  few  days  and  in  many  cases  only  a  few  hours.  The  vision 
is  liable  to  return  as  suddenly  as  it  disappeared  and  the  prt^ 
nosis  is  invariably  favorable  as  to  the  return  of  vision.  There 
is  no  pronounced  retinal  change  excepting  an  edematous  con- 
dition. Acute  nephritis  following  eruptive  fevers  is  the  moat 
frequent  precursor  of  this  form  of  uremia. 

The  skin  of  the  patient  is  usually  pale  in  uremic  coma 
and  pruritus  may  sometimes  attend.  The  peculiar  odor  of  the 
uremic  breath  is  very  characteristic  and  may  at  times  be  am- 
moniacal.  The  dropsy  attending  an  existing  renal  disease  is 
usually  increased,  though  in  many  instances  it  may  show 
a  marked  reduction  when  the  uremic  symptoms  appear. 
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Diagnosis  and  Prognosis. — When  uremia  assumes  an  acute 
fonn  the  coma  and  convuleions  do  not  last  long,  as  death  usu- 
ally comes  within  24  to  T2  hours.  The  chronic  fonn  may 
continue  longer  with  symptoms  of  dyspnea,  nausea,  and  mus- 
cular twitchings  lasting  intermittently  for  weeks.  Albumin- 
uria, with  tube  casts,  arteriosclerosis  and  accentuation  of  the 
aortic  second  sound  and  the  other  symptoms  above  described  are 
sufficient  to  make  a  diagnosis.  While  uremia  is  always  a  grave 
condition  it  is  not  necessarily  fatal,  as  it  may  often  be  over- 
come by  prompt  and  vigorous  treatment.  Uremic  monoplegia 
and  hemiplegia  caused  by  the  rupture  of  a  blood  vessel,  or  by  an 
embolus  or  thrombus  must  always  bo  differentiated.  In  cere- 
bral hemorrhage  the  pupils  are  dilated  or  unequal,  and  the  ster- 
torous breathing,  the  hemiplegia,  the  sudden  and  more  com- 
plete loss  of  consciousness,  the  persistent  slow  pulse,  the  athe- 
romatous condition  of  the  arteries  and  negative  urinary  find- 
ings are  the  chief  symptoms  which  differentiate  it  from  uremia. 
In  alcoholic  narcosis  the  pupils  are  generally  contracted,  there 
is  no  stertorous  breathing,  the  odor  of  alcohol  is  detected  in  the 
breath,  paralysis  is  not  in  evidence,  complete  unconsciousness 
rarely  exists,  the  pulse  is  frequent  and  feeble  and  there  are  no 
convulsions.  We  may  observe  a  combination  of  true  uremia 
and  alcoholic  narcosis.  In  opium  poisoning  the  pupils  are  con- 
tracted and  there  is  often  some  evidence  of  drug  taking.  In 
meningitis  the  character  of  the  onset,  the  rigidity  of  the  neck, 
the  photophobia,  the  fever,  the  mild  delirium  and  Kemig's 
sign  will  guide  in  making  the  differentiation.  Diabetic  coma, 
typhoid  asthenia  and  acute  miliary  tubercvlosis  must  be  de- 
termined according  to  the  characteristic  symptoms  outlined  un- 
der the  discussion  of  those  diseases. 

Troatmont. — This  is  taken  up  to  a  considerable  extent 
under  the  treatment  of  diseases  of  the  kidney.  The  prompt 
elimination  of  the  poison  which  creates  it  is  of  first  importance 
and  this  must  be  accomplished  or  helped  by  catharsis,  diuresis, 
diaphoresis  and,  if  necessary,  by  venesection.  The  early  ad- 
ministration of  a  saline  purge,  like  citrate  of  magnesia,  or  a 
more  vigorous  cathartic  like  calomel  (grs.  1-3)  should  be 
early  resorted  to.  The  high  normal  salt  enema  in  large  quan- 
tities (quarts  1-2)  and  repeated  if  it  is  not  retained  is  usually 
a  good  emergency  measure.  To  encourage  copious  perspira- 
tion this  should  be  used  at  as  high  a  temperature  as  practic- 
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able  (105°-115°  F.).  The  intravenous  and  Bubcutaoeoiis  in- 
troduction of  this  is  still  preferred  by  many  experienced  prac- 
ticians. In  case  of  profound  weakuese  and  collapse  the 
alcohol  sweat,  the  com  sweat,  or  the  establishment  of  prompt 
and  copious  perspiration  by  the  application  of  outside  heat 
is  usually  efiicaciouB  for  temporary  relief  at  least.  In  all  of 
these  the  bed  must  be  prepared  so  that  the  patient  rests  be- 
tween woolen  blankets  and  has  an  abundance  of  outer  cover- 
ing. The  ice  bag  or  a  cool  cloth  should  be  kept  constantly 
on  the  head  during  this  procedure  and  the  patient  should,  if 
not  unconscious,  be  given  bits  of  ioe  frequently  or  sips  of 
cool  water.  Lumbar  puncture  has  been  recommended.  PHo- 
carpin  (gr.  1/12-1/8)  hypodermatically  will  often  start  elim- 
ination when  other  measures  fail.  The  heart  must  be  con- 
stantly watched  and  in  case  of  failure  nitroglycerin  (gn.  1/200- 
1/100)  should  be  given  hypodermatically  every  three  or  four 
hours.  Strychnia  (gr.  1/60-1/30)  given  in  the  same  manner 
is  often  efficacious.  Pulmonary  edema  is  often  a  serious  sign 
and  should  always  be  guarded  against,  strychnia  and  atropin 
(gr.  1/150-1/100)  usually  being  the  best  emergency  remedies 
in  these  conditions.  Remedies  and  specific  treatment  arc  re- 
ferred to  under  the  heading  of  acute  nephritis. 


.     AMYLOID  DISEASE  OF  THE  KIDNEYS. 

Amyloid  or  waxy  degeneration  of  the  kidneys  is  usually 
a  feature  of  a  similar  process  affecting  other  organs.  The  renal 
change  is  characterized  by  the  "deposit  of  lardacein  in  the  sub- 
intimal  stratum  of  the  blood  vessels,  in  the  glomeruli  and,  to 
a  lesser  degree  in  the  connective  lisstie  of  the  tubules."    (Hare.) 

Eliolttiy. — A  suppurative  process  of  long  standing  or  any 
prolonged  toxemia  is  liable  to  produce  this  condition.  Sup- 
puration of  bone  tissue  as  observed  in  Pott's  disease  and  hip- 
joint  disease  is  a  common  factor.  Tuberculosis  of  the  lungs 
with  cavity  formation,  or  of  the  intestine  is  often  the  primary 
diseaae.  The  changes  incident  to  a  chronic  diffuse  paren- 
chymatous nephritis  may  be  considered  as  etiolt^ic  possibil- 
ities, while  syphilis  and  malaria  are  frequently  the  predispos- 
ing diseases.  Gout,  leukemia,  cancer  and  rarely  chronic  endo- 
carditis have  also  been  regarded  as  factors. 
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PaUlolofy. — The  kidDeya  are  eolKi^ed  and  on  section  pre- 
sent a  polished  appearance.  If  there  is  connective  tissue  in- 
crease the  kidneys  may  be  small.  The  cortex  is  pale  in  color 
while  the  pyramids  have  a  deep-red  color,  the  glomeruli  being 
markedly  visible.  An  aqueous  solution  of  iodin  applied  to 
the  cut  surface  of  the  areas  undergoing  amyloid  change  gives 
a  deep  mahogany-red  color;  if  a  dilute  aqueous  solution  of 
aulpbaric  acid  is  applied  this  brown  hue  is  changed  to  blue. 
A  microscopical  examination  will  reveal  the  fact  that  the  tufts 
in  the  capsules,  being  mostly  affected,  are  changed  into  a 
waxy  mass.  The  "disease  also  involves  the  afferent  and  effer- 
ent blood  vessels  of  the  tuft  and  the  atraigbt  or  direct  vessels 
of  the  kidney."  The  connective  tissue  of  the  tubules  is  in- 
creased, the  epithelial  cells  are  often  granidar  or  fatty  and 
in  advanced  cases  much  of  the  secretory  structure  becomes  atro- 
phied. Other  organs,  particularly  the  liver  and  spleen,  reveal 
a  similar  pathologic  condition.  The  heart  always  suffers  an 
hypertrophy  if  it  does  not  partake  of  the  amyloid  change. 

Symptoms. — The  symptoms  vary  according  to  the  degree 
of  the  amyloid  degeneration.  Often  no  distinctive  symptoms 
are  in  evidence  other  than  the  peculiar  pallor  which  affects  the 
skin.  Dropsy,  to  a  alight  degree,  may  be  recognized  and  symp- 
toms of  cardiac  enfeeblement  prevail  in  the  inajority  of  ad- 
vanced cases.  Diarrhea  is  sometimes  present  as  a  result  of 
amyloid  infiltration  of  the  intestines.  The  urine  is  voided 
freely,  is  clear  and  has  a  low  specific  gravity,  while  albumin 
is  generally  present  in  large  quantities,  globulin  being  increased 
out  of  proportion  to  the  serum-albumin.  Waxy  caaU  are  in 
evidence,  though  fatty  and  hyaline  may  also  be  present.  Other 
symptoms  of  nephritis  may  be  present. 

ProfnosiB. — The  prognosis  depends  upon  the  gravity  of 
the  primary  cause  and  the  degree  of  the  pathologic  change  in 
the  kidney.  Other  organs  are  liable  to  succumb  to  the  amy- 
loid change  before  the  kidneys.  When  the  casts  and  albumin 
are  abundant  and  there  is  evidence  of  wasting  and  exhaustion 
a  fatal  termination  may  be  expected. 

Treatmeot. — Little  may  be  expected  from  remedies  or 
specific  treatment  in  well  advanced  cases.  The  treatment 
should  apply  to  the  primary  cause  so  far  as  possible.  Hygienic 
measures,  tonics  and  the  iodids  have  been  advised.     Phosphorus 
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18  probably  our  beet  indicated  homeopathic  remedy.  If  a 
aeptic  focuB  is  the  underlying  factor  surgical  measures  are 
indicated. 


NEPHROLITHIASIS. 


This  term  relates  to  the  formation  of  calculi  in  the  kidney 
substance  or  renal  pelvis,  the  concretions  being  composed  of 
solids  derived  from  the  urine. 

Etiolofy  and  Patholofy. — These  concretions  very  decid- 
edly in  size  and  character,  re::al  sand,  gravel  or  stone  existing 
under  different  circumstances.  The  larger  calculi  may  com- 
pletely fill  the  renal  pelvis,  project  into  the  ureter  and  crowd 
upon  the  calices  and  infundibula.  The  smaller  calculi  are 
often  voided  with  the  urine  or  become  engaged  in  their  pas- 
sage through  the  ureter  thus  causing  excruciating  pain  and 
obstruction  to  the  free  pass^e  of  urine.  The  formations 
may  invade  the  renal  tissues  also.  The  tips  of  the  pyramids 
may  be  irritated  by  the  formation  of  uric  acid  after  birth 
and  cause  much  suffering  in  the  early  days  of  child-life. 
Sodium  and  ammonium  urates  are  also  found  at  the  tips  of 
the  pyramids  in  adults  when  gout  is  a  factor  and  lime-salts 
may  be  deposited  in  the  same  part  of  the  kidney  in  elderly 
people. 

Several  varieties  of  these  concretions  are  formed  from  the 
urinary  solids  and  become  foreign  bodies  of  patholt^ic  char- 
acter when  there  is  an  abnormal  tendency  to  crystallization 
and  an  albuminoid  substance  is  present  to  hold  the  particles 
leather.  The  uric  acid  calculi  are  of  most  common  occurrence. 
They  are  found  frequently  in  old  people  with  scanty  urine 
or  with  those  whose  urine  is  diminished  on  account  of  abnor- 
mal perspiration.  "As  a  consequence  of  concentration  and 
high  activity  of  the  urine,  the  uric  acid  and  urates  are  read- 
ily separated  in  solid  form  and  held  together  by  the  albumin- 
ous matrix."  Such  stones  have  a  reddish  appearance,  are  very 
hard  and  their  surface  is  smooth. 

Phosphatie  calculi  occur  more  frequently  in  the  bladder 
than  in  the  kidney.  They  are  composed  of  calcium  phosphate, 
ammonio-magnesiimi  phosphate  or  both  and  are  the  result  of 
bladder  disease  when  the  urine  is  ammoniacal. 

Calcium  oxalate  concretions  are  of  rare  occurrence  in  the 
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kidney  forming  the  so-called  mulbeiTy  calculi.  They  often 
develop  about  a  nucleus  of  uric  acid,  are  very  hard,  rough 
and  are  dark  in  color.  When  these  exist  there  is  usually  an 
abundance  of  oxalate  in  the  urine  and  digestive  or  metabolic 
diHorders  are  at  fault 

Other  concretions  compoaed  of  cystin,  xanikin,  carbonate 
of  lime,  fatty  or  saponacemis  matters,  indigo  and  fibrin  are  of 
rare  occurrence. 

Secondary  lesions  or  the  sequelae  of  nephrolithiasis  are 
characterized  usually  by  a  pyelitis  which  may  be  either  catar- 
rhal, diphtheritic  or  purulent.  Often  the  stone  may  exist  with- 
out the  knowledge  of  the  patient  unless  some  accident  causes 
injury  of  the  kidney  structure  and  then  hematuria  takes  place. 
Should  the  stone  be  dislodged  renal  colic  ensues.  Pyelo- 
nephritis or  paranephric  abscess  may  be  sequelae  in  severe 
cases.  Hydronephrosis  may  likewise  exist  when  the  ureter  is 
closed  by  a  calculus,  pressure-necrosis  and  perforation  occa- 
sionally following  this. 

The  causes  of  these  abnormal  formations  are  not  well 
understood.  In  advanced  life  the  uric  acid  form  is  most  fre- 
quently observed.  Men  are  apparently  predisposed  more  than 
women,  gout,  excessive  meat  eating,  and  the  sedentary  life 
invariably  having  a  favorable  influence.  Heredity  is  consid- 
ered a  factor  in  some  cases.  In  certain  parts  of  the  country 
the  mineral  ingredients  of  the  drinking  water  may  account 
for  the  prevalence  of  such  cases.  The  precipitation  of  insol- 
uble ingredients  in  excess,  as  the  result  of  changes  in  the  urine, 
is  a  condition  favorable  to  the  formation  of  renal  calculi.  The 
real  factor,  however,  is  the  presence  of  some  substance  in 
the  urinary  tract  which  acts  as  a  nucleus  for  these  forma- 
tions. A  highly  acid  urine,  an  excess  of  uric  acid,  a  defi- 
ciency of  salines  and  of  normal  urinary  coloring  matter  are  also 
favorable  factors. 

Symptoms. — When  a  calculus  causes  any  trouble  it  is  man- 
ifested by  renal  colic.  This  occurs  (1)  when  the  dislodged 
calculus  blocks  the  ureter  and  causes  an  obstruction  to  the 
urinary  flow  and  consequent  distention;  or  (2)  when  the 
pressure  of  the  urine  on  the  stone  forces  it  down  into  the 
ureter;  or  (3)  when  the  walls  of  the  ureter  spasmodically 
contract  on  account  of  the  stone's  presence.  The  latter  is 
probably  more  frequent  than  the  other  two  conditions.     The 
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pain  18  tearing  in  character  and  occurs  in  agonizing  spasms 
which  respond  to  nothing  but  anodynes.  It  starts  from  the 
lumbar  region  and  extends  down  the  ureter  into  the  groin 
and  often  into  the  genitalia.  The  paroxysms  may  hare  tem- 
porary remissions  but  are  liable  to  recur  until  the  calculus  has 
passed  the  point  of  impingement.  The  patient  usually  pre- 
sents the  signs  of  collapse,  perspiration  is  marked,  the  pulse 
is  small,  rapid  and  feeble,  nervous  symptoms  are  pronounced 
and  the  convuiaions  may  end  in  complete  syncope.  Fever  is 
not  generally  present  except  when  pyelitis  develops  and  then 
cliills  will  exist.  The  urine  is  scanty,  suppressed  or  bloody 
and  frequent  attempts  at  micturition  are  made.  In  case  of 
pyelitis,  pus  and  pelvic  epithelium  may  be  found  in  the  urine. 
The  results  of  the  mechanical  irritation  are  reflected  in  the 
sequelae. 

Chronic  nephrolithiasis  may  exist  for  years  without  marked 
symptomatology,  though  in  some  cases  the  renal  colic  may 
recur  at  various  intervals.  During  the  interparoxysmal  stage 
the  patient  may  enjoy  good  health  with  the  exception  of  fre- 
quent and  irritating  urination  and  the  passage  of  minute  uric- 
acid  crystals.  Fain  in  the  re^on  of  the  imbedded  stone  is 
liable  to  exist.  In  cases  of  long  standing  hematuria  or  at 
least  smoky  urine  is  observed.  Sometimes  a  renal  intermU- 
tent  fever  is  detected.  The  general  health  of  the  patient  is, 
however,  usually  very  grvod.  Gastric  disturbances,  headache 
and  other  evidences  of  renal  trouble  may  be  in  evidence. 

Diatnosls. — The  renal  colic  with  the  peculiar  radiation 
of  pain  into  the  groin,  genitalia  and  the  inside  of  the  thigh 
is  characteristic  diagnostic  fealnre.  The  systemic  and  renal 
conditions  which  predispose  must  also  be  taken  into  account 
and  these  will  only  be  understood  after  careful  and  frequent 
physical  and  urinary  examinations.  When  a  concretion  is 
found  in  the  voided  urine  the  colicky  pains  are  explained. 
Differential  diagnosis  must  be  carefully  made.  Biliary  colic 
has  a  pain  referred  to  the  upper  abdominal  zone  and  the 
radiation  is  toward  the  back.  There  is  no  urinary  disturb- 
ance, hematuria  is  not  present  while  jaundice,  gastric  dis- 
turbance, the  characteristic  stools  with  the  possible  presence 
of  gall-stones  and  other  hepatic  symptoms  usually  settle  the 
diagnosis.  Vesical  calculi  cause  some  confusion  in  diagnosis, 
but  these  give  rise  to  a  pain  located  in  the  bladder  region  and  not 
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limited  to  ODe  side.  With  vesical  calculi  the  urine  ie  usually 
alkaline,  while  with  renal  calculi  the  urine  is  acid.  Appendic- 
ular colic  may  aimulate  renal  colic  on  the  ri^t  side  but  the 
latter  is  more  paroxysmal,  less  uniform  in  location,  rigidity 
is  not  observed  and  the  other  classical  signs  of  appendicitis 
are  usually  absent.  Neuralgia  of  the  lumbo-abdominal  form 
will  often  cloeely  simulate  renal  colic  but  the  hematuria  and 
other  urinary  symptoms  are  absent.  Pleurisy  will  be  differ- 
entiated by  the  localized  pain,  the  fixation  of  the  diaphragm 
and  the  friction  sound  in  many  cases.  Rejml  tuberculosis  will 
require  careful  study  to  interpret  the  meaning  of  hematuria 
and  pyuria.  Intestinal  colic  is  not  bo  sharply  defined  as  renal 
colic  and  does  not  present  the  same  urinary  features  or  the 
retraction  of  the  testicle.  At  present  the  Roent^n  rays  are 
of  some  service  in  locating  the  tumor.  The  diagnosis  of  renal 
calculus  by  means  of  ureteral  catheterization  should  be  applied 
if  possible.  The  scratch-marks,  if  obtained,  will  furnish  posi- 
tive evidence  if  precautions  are  taken  in  the  operation. 

fniaoais, — An  attack  of  renal  colic  may  be  fatal  but  it 
is  rarely  so.  The  prognosis  should,  however,  be  guarded  in 
every  case  for  the  disease  may  run  a  chronic  course,  which 
greatly  undermines  the  patient's  health.  The  complications 
are  also  liable  to  be  serious.  If  a  surgical  operation  is  pos- 
sible we  may  expect  relief.  A  large  calculus  remaining  in 
the  kidney  is  liable  to  induce  pyelonephritis,  hydronephrosis, 
paranephric  abscess,  nephritis  and  uremia. 

Treatment. — Prevention  of  the  formation  of  calculi  should 
in  every  way  be  studied.  The  habits  of  the  patient  sbould 
be  r^ulated  and  the  diet  should  exclude  rich  foods  and  par- 
ticularly the  heavy  meats.  Vegetables  and  fruits  should  be 
eaten  freely.  Clifford  Mitchell  calls  attention  to  the  error 
of  beef  eating  and  beer  drinking,  particularly  after  exercise 
and  profuse  perspiration.  Pure,  soft  water  in  abundance 
should  be  a  part  of  the  simple  dietary.  Massage,  consistent 
physical  exercise,  sufficient  rest  and  recreation,  the  daily  bath 
or  cool  shower  and  every  measure  which  develops  a  healthy 
physical  resistance  should  be  a  part  of  the  general  treatment. 
Alcohol  should  not  he  permitted,  though  some  authors  claim 
that  whiskey  may  be  allowed.  Sweet  wines  and  beer  should 
be  interdicted. 

To  diminish  the  size  of  ike  stone  should  be  a  primary 
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object  in  the  treatment.  To  do  this  requires,  eo  far  as  pos- 
aible,  a  knowledge  of  the  character  of  the  sediment.  Uric  acid 
is  dissolved  bj  alkalies  and  the  object  should  be  to  alkalize 
the  urine  as  much  as  possible.  When  there  is  a  phosphatic 
stone  this  is  contraindicated.  Calcium  oxalate  is  insoluble 
in  both  acids  and  alkalies  but  as  it  is  produced  under  the  same 
cooditions  as  the  uric  acid  sediments  the  treatment  may  be 
the  same.  The  free  use  of  alkaline  mineral  waters  for  the 
solution  of  uric  acid  is  of  service.  These  are  obtained  at 
many  of  the  popular  springs.  In  this  country  we  have  many 
waters  of  the  kind  on  the  market.  Tjondonderry,  Buffalo, 
Geneva,  Waukesha  and  Saratoga  waters  are  well  known  and 
there  are  also  many  other  good  ones.  These  may  be  made 
more  active  by  the  addition  of  alkaline  salts  such  as  the 
citrate  of  potassium  and  the  bicarbonate  of  potassium  and 
Uthia,  say  five  to  ten  grains  to  each  glass  of  water.  It  is 
not  best  to  allow  the  patient  to  flood  the  system  with  these 
waters,  one  quart  every  twenty-four  hours  being  sufficient  for 
the  average  ease.  Liquor  potassae  (U,  S.  P.)  will  overcome 
the  acid  tendency.  It  may  be  given  (1-2  c.c.)  in  milk  at 
suitable  intervals.  Piperazin  (gra.  5)  two  or  three  times 
daily,  is  of  evident  value,  though  this  is  disputed  by  some. 
Lycetal,  dimethyltartrale,  (grs.  3-5)  four  times  daily  is  also 
recommended.  Lysidin  (m.  10  of  a  50  per  cent  solution) 
may  be  used,  largely  diluted  with  water,  three  times  daily. 
The  solution  of  the  oxalate  calculi  calls  for  similar  treatment. 
Calcium  carbonate  (grs.  10-20)  three  or  four  times  daily  is 
highly  recommended  by  Von  Noorden,  Croftan  and  others. 

The  phosphatic  foifnationa  are  not  so  easily  managed,  as 
our  means  for  acidifying  the  urine  are  limited.  The  mineral 
acids,  though  they  do  not  always  obtain  the  result  desired, 
may  be  used  to  counteract  the  high  degree  of  alkalinity.  In 
these  cases  the  object  desired  is  attained,  in  a  limited  degree, 
by  the  use  of  benzoic  acid  and  boric  acid.  Five  to  ten  grains 
of  each  may  be  given  three  or  four  times  daily  if  the  stomach 
is  not  disturbed.  Diluent  drinks,  particularly  distilled  water, 
may  be  used  freely.  When  the  character  of  the  stone  is  un- 
known the  neutral  mineral  waters  should  be  used.  Even  in 
uric  acid  conditions  the  too  free  use  of  alkaline  waters  may 
encourage  the  deposit  of  phosphates  and,  in  some  instances, 
stones  may  exist  with  alternate  layers  of  uric  acid  and  phos- 
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phatic  depositions.  When  the  uriue  is  alkaline  and  cloudy 
from  phosphatic  deposits  urotropin,  in  five  grain  doses,  may  be 
used  three  or  four  times  daily  with  benefit. 

The  treatment  of  renal  colic  will  tax  the  physician's  capa- 
bilities to  afford  the  patient  relief.  Often  this  is  not  obtained 
until  (Jie  stone  is  dislodged.  Morphin  hypodermatically  ad- 
ministered (gr.  1/4-1/2)  is  invariably  demanded  though  it 
sometimes  fails  to  relieve,  A  hot  bath  may  give  greater 
relief.  Nitroglycerin  hypodermatically  (gr.  1/200-1/100) 
may  mitigate  the  pain  somewhat,  as  it  relaxes  the  spasm. 
Atropin  (gr.  1/100)  and  hyoacin  (1/200)  together  hypoder-. 
matically  will  often  cause  such  relaxation  as  to  permit  the 
stone  to  pass  through  the  ureter  or  more  reasonably,  to  fall  back 
into  the  pelvis  of  the  kidney.  Chloroform,  if  the  heart  will 
endure  it,  may  give  temporary  suppression  of  pain.  High 
enemas  of  hot  normal  salt  solution  are  always  indicated.  Clif- 
ford Mitchell  advises  the  internal  use  of  glycerin  (1-4  ounces)  ; 
this  be  claims  will  shorten  the  attack,  relieve  the  pain  and 
possibly  prevent  its  repetition.  Such  specific  remedies  as 
uva  ursi,  vestcaria,  helladonrta,  hyoscyamus,  codein,  sweet  spirit 
of  nitre,  bvchu,  belladonna,  pulaatilla  and  stigmata  maydis 
have  been  recommended.  Hemorrhage  may  demand  ergot 
(m.  5-30),  alum  (grs.  10-15),  galiic  acid  (grs.  10-20),  hama- 
melts,  geranium  or  trilUum  in  material  doses. 

The  surgical  treatment  is  often  demanded  and  in  serious 
cases  when  relief  is  possible  in  this  way  the  patient  should 
not  be  allowed  to  suffer  without  such  interference.  In  re- 
peated attacks  with  evidence  of  pyelitis,  surgery  should  not  be 
delayed.  In  simple  case's  a  nephrotomy  or  nephro-lithotomy 
may  be  performed  but  when  the  kidney  is  badly  damaged 
by  the  stone  nephrectomy  may  be  re(]uired. 

The  symptomatic  treatment  of  nephrolithiasis  may,  accord- 
ing to  Clifford  Mitchell,  call  for  the  following  remedies:  Ber- 
beris,  when  the  renal  colic  is  attended  by  sharp  and  stitching 
pains  in  the  renal  region  with  red  sediment  in  the  urine; 
argentum  nitrtcum,  when  there  is  a  dull  aching  pain  across 
the  back  and  extending  to  the  bladder,  the  urine  being  acid 
and  containing  uric  acid;  canihans  for  the  pain  and  conges- 
tion during  the  passage  of  calculi;  coccus  cacti  for  vesical 
tenesmus,  lancinating  pains  and  red  sand  in  the  urine;  can- 
nabis with  urging  to  urinate  (camphor,  apis  and  copaiba  may 
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be  compared) ;  dioacorea  with  pains  shooting  into  the  testicle 
and  lower  extremities  (colocynth,  chamomilla  and  bryonta  may 
be  compared) ;  nitric  acid  in  oxalate  calculi;  nux  vomica  with 
painful  and  ineffectual  desire  to  urinate  and  tearing  pains 
at  the  neck  of  the  bladder;  phosphorus  when  the  urine  is  brown 
and  contains  red  sand,  with  smarting  and  burning  in  the 
urethra;  aarsaparilla  with  frequent,  scant;  and  painless  dis- 
charge of  urine;  sepia  with  turbid  urine  and  constant  desire 
to  urinate;  pareira  (m.  3-5)  when  the  renal  colic  starts. 


ACUTE  NEPBBITIS. 


This  term  is  used  to  cover  that  class  of  cases  characterized 
by  an  acute  diffuse  inflammation  of  the  kidneys.  It  has  been 
referred  to  as  acute  Bright's  disease  and  may  be  mild  or  aevera 
in  form.  It  often  borders  closely  upon  acute  hyperemia  which 
has  already  been  described. 

Etlolotfy. — Acute  nephritis  may  occur  at  any  time  of  life, 
though  it  is  more  inclined  to  affect  those  who  have  not  reached 
middle  life.  Males  are  more  frequently  predisposed  on  ac- 
count of  exposure  to  cold  and  the  more  irre^lar  and  intem- 
perate life.  The  free  or  excessive  use  of  alcohol  ia  also  a 
factor. 

The  exciting  causes  first  include  those  which  affect  the 
skin.  This  refers  not  only  to  skin  diseaBes  or  affections  of  the 
skin  like  burns,  but  it  may  also  include  any  condition  like 
exposure  to  cold  or  alcoholiBm  which  affects  the  normal  func- 
tion of  the  skin.  A  preexisting  perversion  of  renal  function 
may  also  attend  this  sudden  disturbance  of  skin  function. 
Toxic  agents  most  naturally  favor  the  disease  and  among  these 
we  may  give  precedence  to  the  acute  infections.  Scarlet  fever 
has  been  regarded  as  the  most  common  precursor  of  the  disease, 
but  any  infectious  disease  may  be  the  inciting  cause.  Among 
the  other  causative  infectious  diseases  we  may  mention  typhoid, 
influenza,  pneumonia,  diphtheria,  measles,  chicken-pox,  septico- 
pyemia, meningitis,  rheumatic  fever  and  tuberculosis;  syphilis 
and  malaria  apparently  are  not  common  causes.  The  nephritis 
may  occur  as  a  primary  disease.  Chemical  toxic  agents  may 
induce  the  nephritis  by  a  direct  irritation.  Common  irritants 
of  this  kind  are  turpentine,  cantharides,  carbolic  and  salicylic 
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acids,  mineral  acids,  potaasium  chlorate,  phosphorus,  lead, 
arsenic,  mercury,  etc.  Under  this  head  may  also  be  included 
the  highly  spiced  and  adulterated  foods,  alcoholic  excess  and 
the  irritations  which  may  arise  from  anesthetics.  Pregnancy 
which  produces  renal  engorgement  by  mechanical  pressure  is 
also  a  frequent  factor  in  acute  nephritis.  The  nutritional 
changes  and  the  blood  condition  which  prevails  at  this  time 
are  also  favorable  to  the  development  of  the  disease.  Trau- 
maiism  has  been  considered  as  a  cause  and  without  doubt  it 
has  its  influence,  but  how  great  this  may  be  is  a  matter  of 
conjecture.  Some  acute  attacks  may  he  dependent  upon  a 
latent  form  of  chronic  nephritis. 

Pathology. — The  pathologic  manifestations  depend,  to  a 
great  extent,  upon  the  previous  condition  of  the  kidneys,  the 
character  of  the  irritating  cause  and  the  severity  of  the  in- 
flammatory invasion.  Mild  caees  may  display  only  slight 
anatomic  changes.  The  microscopic  appearance  is  usually  char- 
acterized by  the  enlarged,  swollen  and  somewhat  softened  kid- 
ney. These  findings  depend  largely  upon  the  extent  of  the 
inflammatory  edema  and  the  interstitial  exudation.  In  ap- 
pearance the  kidney  is  usually  red  and  will  present  a  bloody 
character  upon  section.  In  other  instances  it  is  pale  and 
mottled.  When  congestion  is  pronounced  it  is  possible  to  dis- 
cover a  hemorrhage  beneath  the  capsule,  or  hyperemio  patches 
on  the  outer  and  cut  surfaces  may  alternate  with  the  opaque 
and  whitish  portions.  The  cortex  is  hyperemic  or  deeply 
mottled  in  severe  cases  or  only  slightly  congested  in  mild  cases. 
The  pyramids  are  generally  intensely  red,  the  surfaces  are 
smooth  and  the  capsule  is  not  adherent. 

The  microscopical  changes  will  reveal  a  cloudy  swelling 
or  a  granular  degeneration  of  the  epithelium  of  the  Malpighian 
tufts.  Bowman's  capsule  and  of  the  cortical  uriniferous  tubules, 
when  there  are  exudative  changes  in  the  interstitial  tissue. 
The  acute  parenchymatous  changes  may  he  limited  to  the 
glomeruli.  "The  cells  are  swollen,  opaque  and  irregular  in 
shape  while  the  cell  contents  are  granular.  A  further  advance 
in  the  process  is  seen  in  cellular  coagulation,  necrosis  or  dis- 
integration, desquamation  of  the  cells  and  hyaline  degenera- 
tion of  masses  of  them  in  the  tubules.  Acute  degenerative 
changes  are  frequently  found  in  the  acute  infectious  diseases 
or  when  inorganic  poisons  have  been  introduced  into  the  body." 


lOOgle 


886  DISEASES    OF    THE    URINARY    SYSTEM. 

Fatty  degeneration  maj  take  place  in  case  of  pliospborua  poi- 
soning and  a  rapid  cell-necrosiB  may  be  incident  to  very  severe 
cases. 

The  characteristic  changes  are  not  found  alone  in  the  renal 
parenchyma  but  the  inflammatory  exudate  is  also  discovered 
between  the  tubules,  in  the  tubules  and  the  Malpighian  bodies. 
The  tubules  may  be  dilated  and  "choked  with  d^;enerated 
cells  or  hyaline  casts."  Different  patholc^c  stages  *re  usually 
in  evidence  in  various  parts  of  the  kidney.  In  some  parts 
these  may  be  only  a  slight  cellular  infiltration  of  the  inter- 
tubular  tissues ;  in  other  parts  desquamated  epithelial  cells, 
hyaline  casts  in  the  tubules  and  interstitial  exudate  are  in 
evidence.  The  epithelium  of  the  glomeruli,  particularly  in 
the  tuft  capillaries,  is  swollen  and  opaque  while  the  capillaries 
are  not  normal  in  shape  and  size.  The  function  of  the  glom- 
eruli is  not  generally  lost,  as  the  epithelium  is  usually  soon 
restored.  In  the  acute  cases  the  intertubular  new  tissne  is 
generally  cellular  while  in  the  subacute  cases  it  is  more  flbrous 
in  character.  In  the  extreme  cases  of  acute  nephritis  anasarca, 
peritoneal,  pericardial  and  pleural  dropsy  are  probable  while 
many  complicating  conditions  may  arise. 

Symploma. — The  symptoms  are  usually  characterized  by 
a  sudden  onset  which  often  appears  in  connection  with  an  in- 
fectious disease  or  the  sudden  exposure  to  cold.  A  chill  or 
chilliness  may  be  followed  by  a  fever  which  is  not  usually  high. 
Nausea,  pain  in  the  back  and  other  reflex  disturbances  may 
announce  the  onset  In  children  a  convulsion  of  uremic  diar- 
acter  ie  not  uncommon.  The  urtiie  is  generally  scanty  or 
suppressed  and  an  edematovs  puffiness  about  the  eyes  and  on 
the  face  is  attended  by  a  peculiar  pallor  of  the  skin  due  to 
the  rapidly  developing  anemia.  Swelling  about  the  ankles, 
which  develops  into  a  general  anasarca  in  extreme  cases,  is 
often  noticed.  The  scrotum  and  penis  are  often  involved. 
When  the  edema  is  particularly  marked,  a  rapid  efFusion  of 
fluid  may  take  place  into  the  peritoneal  cavity  or  possibly 
into  the  pleural  Bpaces,  after  which  pulmonary  edema  will 
develop  rapidly.  Prostration  is  generally  pronounced  but  in 
mild  cases  the  disease  may  be  overlooked,  unless  the  urine  is 
examined. 

The  characteristics  of  the  urine  must  be  taken  into  con- 
sideration.    The  quantity  is  greatly  reduced,  the  specific  grav- 
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ity  is  increased  in  the  early  stage,  the  color  is  unusually  dark, 
varying  according  to  the  amount  of  blood  voided.  The  urea 
and  gross  solids  are  diminished,  the  reaction  is  aoid  and  a 
large  precipitate  of  albumin  will  be  found  upon  boiling  the 
urine.  The  microscopic  examination  will  reveal  the  presence 
of  blood,  renal  epithelium,  hyaline,  epithelial  and  leukocyte 
casts  and  granular  debris. 

The  ptthe  is  often  hard,  tense,  and,  in  the  later  stages  of 
an  extreme  case,  very  rapid.  This  depends  upon  the  cardiac 
condition.  In  grave  cases  acute  cardiac  dilatation  may  take 
place  and  this,  together  with  the  pulmonary  congestion,  leads 
often  to  a  sudden  death.  In  the  average  case  with  any  gravity 
the  high  arterial  tension,  the  accentuated  aortic  second  sound 
and  a  feeble  first  sound  at  the  apex  will  be  recognized.  Uremic 
manifestations  may  occur  at  any  time. 

In  the  milder  cases  which  are  secondary  to  any  infection 
except  scarlet  fever,  albuminuria,  dropsy,  uremia  and  anemia 
are  not  so  marked.  A  slight  amount  of.  albumin  and  a  few 
hyaline  casts  are  all  that  are  clinically  expressive  of  the  dis- 
ease except  the  mild  subjective  symptoms.  A  typhoid  condi- 
tion may  follow  a  degenerative  nephritis  incident  to  acute 
toxemia.  The  nephritis  of  pregnancy,  though  always  a  con- 
stant danger,  may  be  characterized  only  by  its  gradual  onset 
and  the  presence  of  a  slight  amount  of  albumin  and  a  few 
hyaline  casts.  "In  that  form  of  acute  or  productive  nephritis 
in  which  there  is  a  tendency  to  the  formation  of  patches  or 
wedges  of  fibrous  tissue"  high  fever,  cerebral  and  circulatory 
disturbances,  a^^avated  urinary  findings,  extreme  dropsy, 
dyspnea,  vomiting  and  diarrhea  may  precede  the  convulsions 
and  coma  which  end  in  death.  One  danger  of  an  acute  nephri- 
tis is  its  termination  in  the  chronic  form  from  the  lac^  of 
proper  care  and  treatment 

DlMnosis. — ^Every  case  which  shows  a  pallor  of  the  skin, 
pnflfy  eyeMds  and  prostration  should  cause  us  to  suspect 
acute  nephritis.  The  careful  examination  of  the  urine  will 
always  make  the  diagnosis  certain.  In  acute  diffuse  nephri- 
tie,  headache,  restleesne&s,  muscular  twitchings,  i^usea 
and  vomiting,  a  tense  pulse,  slight  fever,  dyspnea,  dropsy 
and  anemia  will  be  confirmative  symptoms.  The  constant  pres- 
ence of  albumin,  tube-casts,  red  and  white  corpuscles  in  the 
urine,  together  with  a  diminished  amount  of  dark  colored  urine 
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will  usually  explain  the  cause  of  illneBS,  particularly  when  the 
history  of  the  case  is  known. 

FrotfDOsls. — The  ordinary  case  of  nephritis,  resulting  from 
such  slight  causes  as  exposure  to  cold  has  a  duration  of  ft 
few  days  t«  three  or  four  weeks.  The  albuminuria  gradually 
diminishes,  the  casts  disappear  by  degrees,  the  daily  excretioa 
of  urea  is  increased,  the  amount  of  urine  also  increases  and 
the  acute  symptoms  soon  subside  under  appropriate  care  and 
treatment.  The  prognosis  depends  largely  upon  the  severity 
of  the  renal  inflammation  and  the  primary  cause.  Scarla- 
tinal nephritis  is  usually  regarded  as  serious  and  the  same  is 
true  when  the  disease  follows  many  of  the  more  severe  infec- 
tions like  yellow  fever,  cholera,  etc.  Phosphorus,  mercurial 
or  arsenical  poisoning  also  may  cause  an  incurable  nephritis 
by  the  "extensive  necrosis  of  renal  epithelium.  Acute  nephritis 
which  attends  such  infectious  diseases  as  typhoid  fever,  pneu- 
monia and  diphtheria  frequently  responds  readily  to  treatment. 
In  these  cases  when  the  urinary  symptoms  improve,  the  dropsy 
gradually  subsides,  the  anemia  fades  away  and  the  patient 
begins  to  take  on  a  normal  appearance.  In  some  instances  the 
dropsy  may  subside,  while  the  albumin,  in  slight  amount, 
persists  for  some  time.  Rarely  the  acute  affection  terminates 
in  a  chronic  parenchymatous  nephritis.  A  serious  phase  of 
the  disease  is  apparent  when  uremia,  with  cerebral  manifesta- 
tions, coma  and  convulsions,  is  recognized.  Severe  and  per- 
sistent edema  and  such  complications  as  pleuritis,  pneumonia, 
peritonitis,  meningitis,  hydrothorax,  and  cardiac  disease  are 
always  to  be  feared.  Suppression  of  the  urine  is  also  an 
imf avorable  sign. 

Treatment. — In  the  management  of  acute  nephritis  it  is 
necessary  to  give  much  attention  to  the  primary  disease  but 
the  direct  treatment  must  relate  to  the  condition  of  the  kidney 
alone.  The  first  object  of  treatment  should  be  to  restore  the 
normal  secretory  function  and,  therefore,  we  are  often  obliged 
to  resort  to  diaphoretics  and  cathartics  to  force  the  skin  and 
the  bowels  to  perform  the  elimination  which  the  kidneys  tem- 
porarily fail  to  do.  Care  should  be  exercised  not  to  crowd 
this  feature  of  treatment  beyond  the  proper  requirement. 
Powerful  diuretics  are  not  demanded  in  the  average  case  of 
acute  nephritis.  Simple  diluent  drinks  and  a  mild  cathartic 
in  conjunction  with  the  indicated  remedy  are  often  sufBcient 
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in  this  respect.  Distilled  water  may  be  taken  for  this  pur- 
pose. Many  of  the  popular  "mineral  waters"  which  are  essen- 
tially pure  spring  water  may  be  freely  preacribed,  the  object 
being  to  increase  the  elimination  of  urine  to  normal  or  a  little 
above  the  normal  standard.  It  is  not  wise  for  the  patient  to 
drink  an  abnormal  amount  of  water,  particularly  when  drop- 
sical symptoms  are  present,  to  the  extent  that  the  kidney  is 
overtaxed  in  its  eliminating  function.  Colon  flushing,  followed 
by  the  rectal  injection  of  a  pint  of  normal  salt  solution,  may 
be  demanded  in  uremic  states.  Active  pui^tion  is  not  always 
required  but  in  case  of  extreme  constipation  it  is  demanded. 
This  supplements  the  kidney  function  to  a  certain  extent. 
When  hepatic  and  intestinal  relief  are  attained  in  this  man- 
ner there  is  less  toicin  absorption  and  the  action  of  reme- 
dies will  be  more  perfect.  Should  it  be  necessary  to  obtain 
more  active  catharsis  I  know  of  no  better  remedy  for  this 
purpose  than  elaterin  (grs,  1/20-1/10)  three  or  four  times 
daily  until  a  free  watery  movement  is  obtained.  Then  the 
remedy  may  be  gradually  dispensed  with.  Hot  baths,  or 
better,  tepid  baths,  may  be  given  daily  or  twice  daily,  pro- 
viding great  care  is  exercised  lest  the  patient  be  chilled.  Fric- 
tion should  be  thoroughly  applied  during  and  after  the  bath 
and  the  patient  should  be  well  protected  with  bed  clothing 
when  placed  in  bed  after  the  bath.  Some  patients  will  not 
enduro  this  exposure  and  in  such  instances  the  daily  te^iid 
sponge  may  be  sufficient  in  this  respect. 

The  diet  ia  of  great  importance  in  treatment  for  no  food 
should  he  allowed  which  will  irritate  the  kidneys  or  increase 
the  toxin  supply.  Therefore  the  amoimt  of  proteids  should 
be  reduced  to  the  minimum.  Milk  is  allowable  in  most  ca.ies, 
but  should  not  be  used  when  the  urine  is  very  scanty  or  sup- 
pressed. Even  during  convalescence  the  proteids  should  he 
resumed  with  greatest  care  according  to  the  exigency  of  the 
case.  One  to  two  quarts  may  be  given  at  regular  and  fre- 
quent intervals  in  the  average  case.  It  is  best  to  boil  the 
milk  and  it  may  be  diluted  with  Vichy  water  and  a  little 
lime  water  may  be  added.  Clifford  Mitchell  advisee  the  use 
of  arrow-root  gruel  and  claims  that  this  should  be  the  only 
diet  when  the  urine  is  "nearly  or  wholly  suppressed."  When 
improvement  is  established  he  advises  the  use  of  fresh  but- 
termilk, milk-gruel  with  rice,  flour-gruel,  malted  milk,  Kumyss, 
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Kazol,  barley-water  and  oatmeal-water.  In  the  later  etages 
of  convalescence  he  recommends  clear  vegetable  soups,  light 
broths  from  pigeon,  fowl  or  veal  and  also  hen^B  ^gs  in  modera- 
tion if  they  agree.  No  red  meat  extracts  should  be  permitted. 
Two  or  three  weeks  later  when  recovery  is  evidently  established 
a  light  diet  of  solid  food  may  be  given  with  caution.  Fruit 
juices  may  be  freely  prescribed.  If  albumin  haa  not  disap- 
peared or  is  not  decidedly  decreasing  even  this  diet  should  not 
be  allowed.  It  is  a  safe  procedure  to  continue  the  milk  and 
gruel  diet  until  all  danger  signs  have  disappeared.  If  thirst 
is  extreme  and  the  urine  is  not  scan^  or  the  dropsy  increasing, 
a  large  amount  of  water  may  be  taken,  and  it  is  well  to  have 
this  hot.  Should  nausea  and  vomiting  be  troublesome,  the 
liquid  food  and  the  water  may  be  given  in  smaller  quantities 
but  mtore  frequently. 

The  old  method  of  cupping  is  not  a  feature  of  modem 
treatment  though  it  may  be  indicated  in  some  cases.  The 
dietetic,  hygienic  and  saline  treatment  are  usually  sufficient 
as  local  measures.  Leeching  is  also  abandoned  by  present-day 
practicians  and  venesection  is  only  required  when  cardiac  con- 
ditions demand  it.  The  hot  wet-pack,  the  steam-bath  and  the 
hot-air  sweat  may  be  required  in  some  cases.  The  alcohol- 
sweat  and  the  corn-sweat,  described  elsewhere,  are  also  indi- 
cated in  some  cases.  Aspiration  may  be  required  in  conditions 
of  hydrothorax,  hydro-pericardium  or  ascites,  while  the  exces- 
sive edema  may  demand  the  relief  of  multiple  skin  incisions 
in  the  ankles. 

When  the  nephritis  has  persisted  for  some  time  and  the 
daily  amount  of  excreted  mine  is  not  increased,  it  may  be  nec- 
essary to  use,  in  addition  to  the  water,  some  of  the  standard 
diuretics.  In  this  line  we  shall  have  use  for  potassium  biiat^ 
traie  or  acetate  (grs.  10-20)  three  or  four  times  daily,  sodium 
benzoate  (grs.  10-15)  or  the  more  prompt  acting  diuretics, 
diuretin  (grs.  10),  or  agurvn  (grs.  8-15)  every  three  hours. 
Should  the  heart,  by  its  weakness,  become  a  factor  in  the 
suppression  of  the  urine  it  will  be  necessary  to  use  some  of 
the  cardiac  stimulants  like  digitalis  tincture  (m.  6-10)  or 
the  infusion  (dram  1)  every  three  or  four  hours  or  in  severe 
cases  such  a  remedy  as  hydragogin  (m,  10-15)  every  three 
hours  may  be  demanded.  Other  remedies  which  are  applicable 
in  cardiac  failure  at  this  time  are  convallaria  (m.  K-10),  adonis 
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vemcUis  (m.  10-15),  stropkanthuB  (m.  5-10),  crategus  (m.  10- 
15),  caffein  citrate  (gra.  5-10)  and  Basham's  mixture  (dram 
1)  tliree  or  four  times  dail;.  Tliie  heroic  treatment  ia  rarely 
required  and  is  only  meDtioned  for  use  in  case  of  tieeessity. 

Complete  re«t  in  bed  is  of  greatest  importauee  and  is 
an  early  requirement.  The  room  should  be  warm  and  the 
patient  shoold  be  well  covered  to  encourage  a  free  but  not 
depresBing  perspiration.  Too  much  freedom  in  this  respect 
is  often  permitted  and  serious  results  have  followed  not  keep- 
ing the  patient  constantly  in  bed  and  under  strict  observa- 
tion. After  the  bath  the  pa^nt  should  be  put  back  in  bed, 
covered  with  plenty  of  blankets  and  with  a  warm  water  bag 
at  the  feet.  Perspiration  may  be  encouraged  by  the  "alcohol 
sweat"  in  severe  cases.  For  this  the  patient  is  placed  between 
woolen  blankets,  hot  bricks  are  saturated  with  alcohol,  wrapped 
in  woolens  end  placed  as  near  the  patient  as  possible.  Hot 
ears  of  corn  may  be  substituted  for  the  bricks.  When  the 
patient  has  endured  the  sweat  long  enough  to  start  elimina- 
tion be  should  be  rubbed  dry  and  allowed  to  rest. 

In  case  of  acute  uremia  prompt  and  vigorous  treatment 
is  required.  The  wet-pack  is  very  useful  in  this  respect  par- 
ticularly in  the  case  of  children.  The  bed  should  be  cov- 
ered with  woolen  blankets,  a  sheet  dipped  in  boiling  water 
is  then  spread  upon  the  bed  and  the  child  wrapped  quickly 
in  this  and  rolled  in  the  blankets  with  the  head  alone  protrud- 
ing. An  ice-bag  or  a  cloth  wet  in  cool  water  should  be  placed 
upon  the  bead.  The  child  should  be  allowed  to  rest  quietly 
in  this  bath  for  some  time  and  when  it  is  removed  a  cool 
sponging  should  be  given.  A  pint  of  normal  salt  solution  may 
be  injected  into  the  intestine  and  it  is  well  to  precede  this 
with  a  colon  flushing  if  possible.  The  wet-pack,  the  introduc- 
tion of  normal  salt  solution  and  the  colon  flushing  should  be 
repeated  in  a  few  hours  if  the  desired  relief  is  not  obtained. 
The  colon  flushing  followed  by  the  normal  salt  enema,  should 
be  given  daily  even  though  there  are  marked  signs  of  improve- 
ment Subcutaneous  or,  better,  intravenous  injections  of  a 
quart  of  normal  salt  solution  m^y  be  given  in  extreme  cases 
six  to  twelve  hours  apart.  The  vapor  or  hot-air  bath  are  ad- 
vised by  many,  but  the  latter  is  contraindicated  when  dyspnea 
and  cardiac  enfeeblement  are  marked  symptoms.  Venesection 
in  this  emergency  is  advised  by  some  practicians. 
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Pilocarpin  hydrochlorate  has  been  employed  for  many 
years  in  case  of  this  emergency.  The  danger  incident  to  the 
use  of  this  remedy  must  not  be  overlooked  and,  therefore,  it 
is  wis<e  to  use  it  with  great  caution.  In  fact  it  is  far  safer 
to  rely  upon  other  expedients.  When  the  remedy  is  demanded 
in  severe  cases  it  may  be  administerd  hypodermaticaliy  (grs. 
1/16-1/6)  and  if  the  case  is  desperate  it  may  be  repeated  in 
one  to  three  hours.  In  children  the  remedy  ^onld  be  avoided 
if  possible  though  rarely  it  may  be  given  hypodermaticaliy 
(grs.  1/20-1/18).  In  anticipation  of  uremic  convulsions  Clif- 
ford Mitchell  advises  its  use  as  follows:  "One  teaspoonful 
of  the  first  decimal  dilution  of  jaborandi  is  put  into  half  a  glass 
of  water  and  a  teaspoonful  dose  is  given  every  fifteen  minutes 
until  perspiration  occurs ;  then  it  is  to  be  given  less  frequently." 
The  danger  of  cardiac  depression  is  always  to  be  regarded  in 
the  employment  of  this  remedy  and  for  that  reason  airychnia, 
digitalis,  caffein  and  other  cardiac  stimulants  should  be 
promptly  employed  when  indicated.  Shattuck  advises  the 
hypodermatic  use  of  brandy  or  ether  in  this  emergency.  The 
hot-air  bath  and  other  measures,  which  aid  elimination,  may 
be  employed  to  promote  the  perspiration  when  pilocarpin  is 
used;  the  heart  stimulation  should  be  vigorous  when  this  is 
done.  The  bladder  should  be  catheterized  in  every  case  to 
avoid  bladder  retention  of  urine.  Catharsis,  at  ihia  time,  may 
sometimes  be  established  by  the  use  of  croton  oil  "in  one-half 
drop  doses,  repeated  every  hour"  until  the  bowels  move  freely. 
Clifford  Mitchell  says  "the  oil  may  he  rubbed  up  with  a  small 
powder  of  sugar  of  milk  and  placed  on  the  patient's  tongue 
even  when  he  is  unconscious."  The  saline  and  other  diuretics 
should  also  be  employed  continuously  at  this  time.  Rectal 
injections  containing  acetate  of  potash  (grs.  10-15)  may  be 
given  two  or  three  hours  apart.  Such  cardiac  stimulants  as 
hydragogin,  diureiin,  digitalis,  strophanthua,  eonvallaria  and 
strychnia  will  favor  the  diuresis. 

The  coma  and  coiivulsions  will  require  immediate  and 
vigorous  treatment.  In  addition  to  the  expedients  already 
suggested  and  the  remedies  which  are  mentioned  later  it  is 
usually  advisable  to  administer  nitroglycerin  (gr.  1/50-1/100) 
and  strychnia  (gr.  1/60-1/30)  at  intervals  of  two  or  three  hours 
as  the  patient  may  endure.  Venesection  is  advised  by  many 
in  this  emergency.     When  the  convulsive  seizures  arc  severe. 
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chloroform  inhalfttions  may  be  required,  though  amyl-niirite 
is  often  aufficient  for  this  purpose.  Oxygen  is  also  serviceable 
in  some  cases.  Potassium  bromid  (dram  1)  and  chloral 
hydrate  (dram  1/2)  may  be  given  to  adults,  in  the  form  of 
a  rectal  injection,  to  conquer  the  spasm.  Wlien  the  muscular 
twitchings  do  not  respond  to  these  measures,  hydrobromate  of 
hyoscin  (gr.  1/100)  or  morphin  (gr,  1/4)  may  be  administered 
hypodermatically. 

The  remedies  which  may  be  administered  according  to 
the  homeopathic  principle  are  numerous.  Aconite  ia  usually 
of  first  service  and  according  to  our  knowledge  of  its  symptom- 
atology is  indicated  in  the  early  stages  when  the  nervous  ex- 
citement, dry  surfaces,  full  pulse  and  scanty  urine  suggest 
the  disease.  The  first  decimal  ia  usually  required  and  some 
give  it  ten  drops  of  the  tincture  in  one-half  glass  of  water, 
two  teaspoonfuls  every  hour  or  two  for  a  time.  This  heroic 
dosage,  however,  ia  unaafe  and  rarely  required.  Apis  mellifica 
is  indicated  early  when  the  facial  and  general  edema  are  pro- 
notmced.  Without  doubt  we  too  frequently  disregard  the  use- 
fulness of  this  remedy.  It  is  essential  always  to  know  that 
we  have  a  reliable  apium  virus  and  when  this  is  true,  the 
second  or  third  decimal  triturations  are  usually  suiHcient  when 
the  dose  is  often  repeated.  Aside  from  the  rapidly  develop- 
ing anasarca  it  will  be  necessary  to  have  some  of  the  other 
typical  aymptoma  of  apis.  The  characteristic  stinging  sensa- 
tion, the  absence  of  thirst,  the  dyspnea  which  attends  the  pro- 
nounced edema,  the  torpid  mental  condition,  the  edematous  con- 
dition in  the  throat  together  with  the  albuminoua  urine  and  the 
scanty  urination  are  guiding  symptoms.  Some  r^ard  this  as  a 
better  remedy  for  chronic  nephritis  than  for  the  acute  form. 
Arsenicum  ia  closely  allied  to  apis,  though  it  is  more  useful  in 
the  subacute  cases  which  are  slow  in  the  recovery.  In  this 
dropsy,  attended  by  a  more  pronounced  anemia,  is  a  characteris- 
tic; the  typical  exhaustion,  restlessness  and  thirst  are  appa- 
rent when  this  is  indicated  and  with  it  there  is  usually  some  di- 
gestive disturbance.  Apocynum  may  be  compared  with  apis, 
though  the  dropsy  is  attended  by  thirst,  gastric  irritability  and 
some  hepatic  disturbance.  Caniharis  ia  r^arded  by  many  as 
a  valuable  remedy  in  the  acute  stage  when  the  burning  scanty 
urine,  tenesmus,  pain  in  the  renal  region  and  other  acute 
symptoms  point  to  this  remedy.     It  should  be  used  not  lower 
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than  the  first  decimal  potency  and  generally  in  the  third.  Bel- 
ladonna and  veratrum  viride  will  be  required  in  many  cases 
during  the  hyperemic  stage  and  will  be  decided  upon  accord- 
ing to  their  suggestive  symptomatology.  At  the  subsidence  of 
the  initial  stage  we  may  find  use  for  rhus  tox.  as  typhoid  symp- 
toms may  intervene.  With  this  we  shall  have  occasion  to  com- 
pare echinacea,  verbena,  baptista,  bryonia  and  arnica.  When 
the  renal  condition  is  associated  with  vesical  trouble  berberis 
vulgaris,  vesicaria,  benzoic  acid,  stigmata  maydis  and  vibur- 
num may  be  indicated. 

Terebinth  has  been  highly  recommended  by  many  when 
the  urine  is  scanty,  bloody  and  symptoms  of  acute  poisoning 
are  present.  It  is,  however,  a  remedy  which  should  be  em- 
ployed with  due  care  against  its  physiological  action.  Copper 
arsenite  is  recommended  by  Goodno  in  uremic  conditions  and 
mercurius  corrosivus  is  advised  by  the  same  author  when  dropsy 
has  subsided  or  has  not  been  a  prominent  feature  in  the  dis- 
ease. Should  there  be  severe  headache  and  other  signs  of 
digestive  disturbance  it  may  be  well  to  substitute  mercw^ua 
didcis.  Id  such  conditions  we  shall  have  further  use  for  ipe- 
cac, nuw  vomica,  iris  versicolor  or  chelidonium.  In  the  ner- 
vous symptcnns  which  precede  or  attend  the  convulsion  agaricin, 
valerianate  of  ammonia,  hyoscyamus,  stramonium,  jahorandi 
and  cicuta  virosa  and  other  indicated  remedies  may  be  em- 
ployed. Helleboms  niger  is  often  serviceable  when  the  dropsy 
is  extreme,  micturition  is  frequent  and  scanty  and  gastric  dis- 
turbances are  associated  with  pains  in  the  head  and  mental 
torpor.  Edema  of  the  lungs  will  demand  in  addition  to  nitro- 
glycerin, airopin,  digitalis,  iheobromin  and  diuretin  such  rem- 
edies as  phosphorus,  tartar  em.etic  and  arsenicum,  while  in 
addition  to  these,  gaatro-intestinal  edema  will  call  for  veratrum 
album.  Helonias  is  a  remedy  which  will  often  be  indicated, 
especially  in  the  acute  nephritis  of  pregnancy,  or  when  uterine 
disorders  attend  or  complicate  the  disease.  In  this  respect  we 
shall  have  reason  to  consider  pulsatilla,  aletrie  and  gelsemium. 

Many  other  remedies  which  meet  the  special  therapeutic 
requirements  will  be  indicated  according  to  the  totality  of  their 
symptoms. 
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ACUTE  INTESSTITIAL  NON-SUPPUKATIVE  NEPHRITIS. 

CouacilmaD  and  othere  claim  that  this  lesion  exista  as  a 
special  form  of  acute  nephritis.  Clifford  Mitchell  describes 
it  as  "an  acute  inflammation  of  the  kidneys  affecting  princi- 
pally the  interstitial  tissue  or  stroma." 

Etlolofy.— The  most  of  these  cases  are  the  result  of  acute 
infectious  diseases  in  children.  Scarlet  fever  and  diphtheria 
are,  therefore,  regarded  as  freijuent  causes.  Acute  endocardi- 
tis, measles,  pneumonia,  whooping  cough  and  cerebrospinal 
fever  are  also  r^arded  as  possible  causes.'  The  clinical  his- 
tory is  not  satisfactorily  known.  Councilman  detected  albu- 
minuria, Biermier  observed  diminished  urine,  dropsy  and 
uremia  shortly  before  death,  and  Sorenson  found  slight  edema 
and  ascites  in  one  case. 

The  pathologic  histology  is  characterized  by  "an  intense 
cellular  infiltration  in  the  interstitial  tissue  or  stroma,  par- 
ticularly marked  at  the  bases  of  the  pyramids,  the  border  zone 
beneath  the  capsule  and  about  the  glomeruli.  The  cells  are 
identical  with  Unna's  plasma  cells.  The  tubules  are  widely 
separated  by  areas  of  interstitial  tissue,  and  their  epithelium 
presents  various  degrees  of  degeneration.  The  glomenili  show 
no  essential  changes  apart  from  periglomerular  accumulation 
of  plasma  cells."  The  pathologic  anatomy  shows  a  kidney 
which  may  be  slightly  enlarged  but  two  or  three  times  its 
normal  weight.  The  capsule  strips  easily,  the  surface  is  pale- 
gray  in  color  resembling  an  amylqid  kidney,  the  veins  are 
injected  and  often  surrounded  by  small  opaque  nodules.  Upon 
section  there  is  slight  contrast  between  the  appearance  of  the 
medulla  and  cortex  though  the  latter  is  greatly  increased  in 
width.  The  glomeruli  are  not  prominent  and  usually  are  in- 
visible. The  surface  of  the  section  is  gray  and  opaque  and 
marked  by  small  hyperemic  and  ecchymotic  areas.  The  pyra- 
mids are  darker  than  the  cortex  and  these  are  in  lines  from 
the  pyramids  into  the  cortex.  The  tissue  is  soft,  friable  and 
moist,  an  opaque  milky  fluid  exuding  upon  pressure.  In 
many  of  these  cases  there  are  no  marked  clinical  features  other 
than  albuminuria. 
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CHBONIC  NEPHRITIS. 

While  it  is  possible  for  classical  study  to  divide  and  sub- 
divide the  forma  of  chronic  nephritis  it  seems  beat,  in  a  work 
of  this  kind,  to  concentrate  them  under  one  head  which  is 
expressive  of  the  pathologic  process  and  the  rapidity  of  the 
inflammatory  development.  Several  types  may  be  included 
under  thia  head,  two  forms,  however,  the  subchronic  or  non- 
indarative,  formerly  called  chronic  parenchymatous  nephritis, 
and  the  chronic  or  indurative,  formerly  called  interstitial  ne- 
phritis being  prominent.  These  may  exist  simultaneously,  as 
the  inflammatory  action  may  partake  of  _  more  than  one  type 
at  the  same  time.  Hence  it  has  been  considered  best  by  some 
authors  to  regard  all  forms  of  chronic  nephritis  in  the  sense  of  a 
difFuse  nephritis  the  parenchyma  at  one  time  revealing  most  of 
the  pathologic  changes,  while  at  other  tiroes  the  interstitial 
tissue  suffers  most. 

Etiology.— While  there  are  many  factors  which  contribute 
to  chronic  nephritis  we  may  attribute  it  to  the  excessive  use 
of  alcohol  and  the  overeating  which  this  induces.  To  this 
should  always  be  added  the  lack  of  physical  exercise.  Ex- 
posure to  great  changes  of  temperature  is  frequently  an  ex- 
citing cause  and  it  is  well  to  add  to  this  such  factors  as  lead 
poisoning,  gout,  syphilis  and  digestive  disturbances  which 
cause  BUtoinfections.  It  is  possible  that  any  of  the  acute  in- 
fectiotis  may  be  the  primaiy  cause  long  after  the  infectious 
disease  has  been  cured.  Chronic  nephritis  may  rarely  imme- 
diately follow  acute  nephritis.  In  fact  we  may  say  that  any 
toxic  cause  "acting  slowly  and  persistently  may  establish  an 
insidious  nephritis." 

Without  doubt  the  disease  is  doaely  allied  to  arterial 
changes  and  in  every  case  of  arteriosclerosis  we  may  expect  to 
find  a  developing  chronic  nephritis.  While  the  vascular  change 
may,  in  some  instances,  first  develop  in  the  kidney  it  is  safe 
to  assume  that  the  kidney  is  or  will  be  affected  when  arterii^ 
sclerosis  or  other  vascular  changes  exist.  The  relation  of  the 
heart  to  chronic  nephritis  is  very  intimate  when  the  arterio- 
sclerotic change  is  present.  The  true  etiologic  cause  is  many 
times  undiscovered.  Chronic  non-indurative  (parenchymatous) 
nephritis  is  generally  observed  in  early  and  middle  life,  while 
the  indurative  (interstitial)  is  more  common  in  advanced  years, 
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but  youth  is  not  exempt.  In  the  latter  heredity  has  a  poaaible 
influence,  while  Bome  people  have  a  tendency  toward  sclerotic 
tissues.  Uricemia  which  deranges  the  hepatic  function  may 
be  a  common  contributing  influence  while  the  nervous  strain 
which  always  attends  "high  living"  is  an  incidental  factor 
which  must  not  be  disregarded.  Some  have  claimed  that 
a  cold  moist  climate  naturally  predisposes  to  chronic  indurative 
nephritis  (interstitial  nephritis  or  contracted  kidney).  In 
some  cases  it  is  very  difficult  to  draw  a  line  of  differentiation 
between  acute  and  chronic  nephritis.  Some  of  the  recent  de- 
ductions regarding  the  etiology  have  considered  the  effects  of 
traumatism  which  may  induce  a  degenerative  change,  and 
malaria  has  been  recognized  as  a  probable  factor.  Dieulafoy 
calls  attention  to  the  close  relation  of  tozic  nephritis  and 
appendicitis.  Harrington  has  demonstrated  satisfactorily  Uiat 
animals  fed  on  berated  foods  revealed  renal  changes  analogous 
to  chronic  or  subacute  nephritis  of  an  indefinite  type.  This 
will  of  course  call  our  attention  more  closely  to  the  dangers 
of  preserved  foods  which  contain  this  drug. 

The  frequency  of  chronic  nephritis  has  alarmed  the  pro- 
fession and  should  attract  the  attention  of  the  laity.  The  pres- 
ent tendency  toward  "high  living"  is  the  underlying  nauae, 
and  unless  people  more  nearly  adopt  simple  living,  particularly 
as  regards  diet,  the  percentage  of  deaths  will  be  greatly  in- 
oreased.  The  unfortunate  fact  is  that  we  rarely  know  of  the 
nephritis  until  some  infections  disease,  like  pneumonia,  tuber- 
culosis or  typhoid  afflicts  the  patient  and  the  renal  condition 
is  often  the  cause  of  the  death,  or  at  least  the  failure  to  recover 
perfect  healUi. 


CHSONIC  NON-INDURATIVE  (PABENCHYMATOUS) 

NEPHRITIS. 

This  form  of  nephritis  has  been  described  by  such  terms 
as  "chronic  desquamative  nephritis"  on  account  of  the  desqua- 
mation of  the  epithelial  cells  which  line  the  tubules  and  as 
"chronic  tubular  nephritis"  inasmuch  as  the  uriniferous  tubules 
are  involved.  It  has  also  been  referred  to  as  a  "chronic  glom- 
erulo-nephritis"  because  the  glomeruli  are  chiefly  affected.  It 
is  better  defined  as  chronic  diffuse  nephritis  without  induration 
or  subchronic  nephritis. 
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Patholafy.— The  large  tvkite  kidney,  one  of  the  fonns 
of  this  nephritis,  has  a  pale  or  yellow  color,  the  subcapBular 
veins  are  prominent,  the  surface  is  smooth  and  the  capsule 
is  easily  detached.  The  tissue  may  be  cut  without  resist- 
ance and  section  will  reveal  the  fact  that  the  enla^ement  is 
due  to  the  broadening  of  the  cortex.  The  medullary  pyra- 
mids are  somewhat  lighter  in  color  than  in  the  normal  kidney, 
but  do  not  approach  the  pale  yellowish  hue  of  the  cortex  j  in 
some  cases  the  pyramids  are  congested.  Microscopic  examina- 
tion shows  "the  epithelium,  especially  that  of  the  convoluted 
tubules,  granular  or  even  fatty,  desquamating  and  coalescing 
to  form  casta,  which  may  be  recognized  in  position  or,  having 
been  passed,  these  casts  leave  tubules  which  are  imperfectly 
lined  by  epithelial  cells."  There  is  usually  a  similar  change 
in  the  glomerular  epithelium  and  likewise  in  the  epithelial 
cells  of  some  of  the  pyramidal  tubes,  while  hemorrhage  may 
take  place  into  the  interstitial  tissue. 

The  large  mottled  kidney  represents  the  large  white  kidney 
plus  hemorrhagic  areas,  the  mottling  being  due  to  alternations 
of  hemorrhagic  and  fatty  areas.  There  is  also  a  large  red 
kidney,  in  which  the  mottling  is  not  prominent. 

The  secondary  contracted  kidney  (formerly  called  small 
white)  is  an  advanced  stage  of  the  large  non-indurative  kidney, 
the  increase  of  connective  tissue  and  the  resultant  cicatricial 
contraction  accounting  for  the  change  in  size.  Sometimes 
the  interstitial  increase  does  not  enhance  the  size  of  the  kidney. 
The  surface  is  slightly  granulated  and  the  capsule  is  propor- 
tionately adherent.  In  appearance  it  is  characterized  as  a 
pale,  granular  kidney,  somewhat  mottled  by  red  spots.  It 
resists  incision  on  account  of  the  Hbrous  increase.  Microscopic 
examination  reveals  "extensive  degeneration  and  disintegration 
of  the  epithelium  of  the  glomeruli  and  convoluted  tubules,  with 
atrophy  of  the  parenchyma,  and  a  corresponding  increase  of 
the  interstitial  connective  tissue."  Foci  representing  fatty 
changes  may  be  discovered  and  waxy  degeneration  may  also 
attend. 

The  cardiovascular  changes  in  non-indurative  (paren- 
chymatous) nephritis  are  not  so  marked  as  in  indurative  (inter- 
stitial) nephritis.  In  the  secondary  contracted  kidney,  how- 
ever, arteriosclerosis  and  cardiac  hypertrophy  are  more  oom- 
mon.     Retinal  hemorrhages  are  rarely  observed  and  the  serous 
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cavities  have  an  excess  of  fluid,  while  edema  in  the  subcuta- 
neous fat  is  occasioDallj  recognized. 

STmplMDS. — The  insidious  development  of  symptoms  and 
their  usual  subacute  character  often  obscures  the  diagnosis  until 
the  disease  is  well  advanced.  Close  observation  of  the  patient 
should  discover  the  gradual  impairment  of  health  and  the  loss 
of  flesh  which  is  ominous.  When  the  diifuae  nephritis  is  well 
developed  edema  is  in  evidence.  At  first  this  may  be  simply 
a  puffiness  of  the  eyelids  or  a  swelling  of  the  ankles,  but  it 
soon  becomes  more  marked  in  tJie  l^s  and  the  face  becomes 
decidedly  swollen.  Eecumbency  often  changes  the  location  of 
the  excessive  dropsy.  The  greasy,  pallid  skin  is  a  characteristic 
expression  of  the  anemia  and  toxemic  condition  and  the  "stupid 
facies"  is  equally  indicative  of  the  languor  and  drowsiness  of 
which  the  patient  complains:  The  anasarca  is  further  char- 
acterized by  pitting  on  pressure,  and  this  will  at  first  be  no- 
ticed where  the  shoes  are  laced  or  where  any  pressure  follows 
from  the  tightness  of  any  garment.  The  edema  may  increase 
until  the  avoirdupois  is  excessive,  all  areas  of  loose  subcutaneous 
tissue,  like  the  scrotum,  suffering  from  the  distention.  Dropsy 
of  the  serous  sacs  may  develop  and  there  may  be  a  sudden  edema 
of  the  larynx  and  lungs.  Dyspnea  now  becomes  a  factor  of 
the  symptomatology  and  this  is  always  enhanced  proportion- 
ately to  the  toxemia  and  the  heart's  condition.  The  first  heart 
sound  loses  its  strength,  while  the  second  sound  is  usually  ac- 
centuated. The  pvlse  is  rapid  and  the  arterial  tension  is  in- 
creased. 

The  urine  in  non-indurative  (parenchymatous)  nephritis 
is  scanty  at  first,  though  it  may  become  normal  after  a  time. 
The  specific  gravity  is  low  and  albumin  is  present  usually  in 
large  amount  (0.5  per  cent  or  more  by  weight).  Urea  is 
decidedly  diminished,  the  urine  is  turbid  in  appearance  and 
sometimes  smoky-yellow,  though  infrequently  it  is  macrosoop- 
ically  unchanged.  The  sediment,  which  is  abundant,  is  made 
up  of  a  lai^  number  of  fatty,  granular,  hyaline  and  epithelial 
casts,  leukocytes,  and  red  blood  corpuscles.  In  some  cases  the 
granular  casts  are  large  and  black.  Uric  acid  crystals  are 
quite  frequently  found,  and  fat  globules  are  often  numeroua. 
The  microscopic  field  is  remarkable  for  the  number  and  variety 
of  objects  contained  in  it 

Uremic  symptoms  may  appear  suddenly,  but  these   are 
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uauatl;  preceded  b;  oaueea,  vomiting  and  nervous  excitement. 
Apathy  and  stupor  are  common  symptomB,  but  coma  and  eon- 
vulsione  ftre  tbe  serious  pbases  in  tbis  condition.  A  temporary 
mionoplegia,  aphasia  or  hemiplegia  is  not  uncommon  in  this 
stage.  Albumitmric  retinitis  may  be  discovered  in  some  cases. 
The  skin  over  the  most  edematous  parts  may  become  eczematooB 
and  trophic  disturbances  may  be  recognized.  The  temperature 
in  chronic  nephritis  is  usually  normal  unless  some  infectious 
complication  exists.  Oastro-intestiTuU  disturbances  are  liable 
to  appear  independent  of  the  uremic  stage.  A  compensatory 
diarrhea  is  a  natural  result  when  the  absorption  from  the 
edematous  tissues  is  greater  than  the  eliminating  capacity  of 
the  kidney.  The  nervotis  symptoms  are  often  of  sudden  impor- 
tance in  the  symptomatology.  When  twitchings  and  fever  are 
in  evidence,  it  usually  means  that  the  rapid  absorption  of  the 
effused  fluid  throws  more  poison  into  the  system  than  the  kidney 
can  eliminate.  Thus  when  nervous  symptoms  begin  to  develop, 
in  conjunction  with  a  disappearing  edema  or  serous  effusion, 
there  Is  reason  for  alarm. 

It  must  be  remembered  that  the  clinical  symptoms  of  ne- 
phritis are  only  apparent  in  the  well  developed  cases.  In  place 
of  the  typical  signs  which  characterize  the  various  forms  of 
nephritis  we  may  often  find  a  combination  of  Bymptoms  repre- 
senting the  different  pathologic  phases.  We  are  misguided  too 
frequently  by  the  lack  of  early  signs  of  nephritis ;  and  for  that 
reason  we  often  prescribe  for  an  apparent  digestive,  anemic, 
hepatic  or  nervous  involvement  when  the  trouble  is  really  with 
the  kidney.  I'or  that  reason  a  latent  chronic  parenchymatous 
nephritis  may  exist  undetected  for  a  long  time,  until  an  acute 
congestive  nephritis  gives  rise  to  sudden  uremia. 

In  the  secondary  contracted  kidney,  when  the  interstitial 
fibrosis  is  marked,  the  quantity  of  urine  increases,  equaling  or 
exceeding  the  normal  amount.  The  albumin,  however,  de- 
creases, the  casts  are  not  so  numerous,  but  the  cardiovascular 
changes  will  be  recognized  by  the  increased  arterial  tension. 

Diagnosis. — The  chief  symptoms  have  already  been  enum- 
erated: The  puffy  and  pallid  face,  the  dyspnea  on  slight  exer- 
tion, the  accentuation  of  the  aortic  second  sound  and  the 
increasing  anasarca  during  the  later  stages  are  thoroughly  es- 
tablished. The  examination  of  the  urine  yields  the  most  posi- 
tive diagnostic  points.     These  are  recognixed  by  tie  decreased 
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amount  of  urine,  the  large  quantity  of  albumin,  epithelial, 
granular  and  fatt;  casts,  the  red  blood  cells  and  the  desqua- 
mated epithelium  from  the  uriniferous  tubules.  The  large, 
dark  granulai  and  fatt;  casta  are  most  unfavorable  signs.  As 
the  eliminated  urea  is  usually  diminished,  uremic  symptoms 
are  always  possible  and  are  grare  signs. 

In  the  case  of  secondary  contracted  kidney  the  urine  is  in- 
creased in  quantity,  ia  lower  iu  specific  gravity,  the  edema  is 
not  usually  so  pronounced  and  the  cardiovascular  changes  are 
more  prominent. 

The  difference  between  non-indurative  (parenchymatous) 
nephritis  and  indurative  (interstitial)  nephritis  may  be  under- 
stood by  outlining  the  chief  symptoms  of  the  latter.  In  indura- 
tive nephritis  there  is  often  a  previous  history  of  gout,  syphilis, 
lead-poisoning,  or  nerve-strain,  and  the  disease  is  more  liable  to 
occur  late  in  life.  This  is  not  true  of  the  non-indurative  form, 
which  is  more  liable  to  appear  in  early  or  middle  life,  while 
the  cause  is  more  liable  to  be  acute  alcoholism  or  an  acute  in- 
fection. The  onset  of  the  indurative  form  is  more  insidious, 
dropsy  is  not  so  prominent,  arteriosclerosis  is  usually  marked, 
cardiac  hypertrophy  and  cerebral  symptoms  are  common.  The 
urine  is  of  low  specific  gravity,  excessive  in  quantity,  the 
albuminuria  is  slight,  the  casts  are  not  so  numerous,  anemia 
is  not  conspicuous,  the  uremic  symptoms  are  generally  severe. 
All  of  these  symptoms  contrast  clearly  with  those  of  the  non- 
indurative  form.  Another  differentiation  between  the  two  is 
the  fact  that  the  indurative  pursues  a  more  chronic  course, 
patients  often  living  for  many  years  under  this  condition. 

Protnasis. — In  non-indurative  nephritis  there  is  generally 
no  hope  for  recovery,  but  the  patient's  life  may  be  prolonged 
in  comfort.  The  cause  of  death  is  generally  uremia,  dropsy 
and  its  sequences,  cardiac  failure  or  other  complications.  Re- 
covery sometimes  takes  place  in  children  when  the  disease 
follows  an  acute  infection.  Senator  claims  that  the  early  dropsy 
which  develops  rapidly  into  general  anasarca  is  fatal  early, 
while  a  case  suffering  with  a  gradual  and  irregular  develop- 
ment of  dropsy  may  endure  longer.  The  milder  cases,  there- 
fore, may  have  an  indefinite  continuance,  until  suddenly  the 
disease  assumes  a  more  classical  form  and  death  soon  appears. 

TreatmenL — There  is  so  much  of  importance  in  the  treat- 
ment of  chronic  nephritis  that  it  ia  well  to  speak  first  regarding 
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the  care  of  the  general  health.  Too  man;  patients  have  been 
allowed  a  dangerous  freedom  in  this  respect  or  at  least  the 
ph^Bician  has  not  given  sufficient  warning  to  cause  tbetn  to  be 
apprehensive.  Exposure  to  cold  is  a  frequent  cause  of  an  ag- 
gravation in  the  inflammatory  action,  and  to  disr^ard  the 
danger  of  a  slight  cold  too  often  invites  a  sudden  death.  To 
keep  the  patient  warm  at  all  times  often  overtaxes  the  ingenuity 
of  the  physician,  and  to  accomplish  this  it  is  a  wise  procedure 
to  keep  our  patients  in  bed  a  good  share  of  the  time,  or  at  least 
to  keep  them  indoors  when  the  weather  is  inclement.  An 
equable  climate  should  be  sought  if  possible  and  a  sufficient 
amount  of  clothing  should  always  be  worn  to  keep  the  body 
perfectly  warm.  Overexertion  should  always  be  avoided;  a 
sufficient  amount  of  rest  should  be  demanded ;  stimulating 
drinks  and  tobacco  should  be  given  up,  and  every  habit  which 
lessens  the  physical  reaisteooe  should  be  overcome.  In  other 
words,  the  patient  must  cultivate  and  develop  a  better  con- 
dition of  health,  without  which  the  efficiency  of  our  treatment 
is  lost.  While  we  can  hardly  hope  to  restore  the  kidneys  to 
their  normal  condition,  we  may  so  care  for  the  patient  that  they 
may  perform  their  limited  function  without  any  aggravation  of 
the  disease.  With  this  object  in  view  there  is  a  broad  field 
of  opportunity  for  the  physician,  and  we  should  by  no  means 
allow  ourselves  to  regard  the  word  nephritis  with  the  fear  that 
causes  us  to  abandon  all  hope  in  treatment.  The  value  of  fresh 
air  and  sunshine  should  always  be  kept  in  mind. 

Bathing  is  a  feature  of  the  treatment  which  should  receive 
more  than  ordinary  consideration,  for  the  skin  must  help  the 
kidneys  to  eliminate  the  normal  fluids  and  solids  from  the  body, 
to  say  nothing  of  the  toxins  which  may,  at  times,  poison  the  sys- 
tem. There  ia  a  great  difference  of  opinion  as  to  the  choice 
of  warm  or  cold  baths.  The  warm  bath  is  undoubtedly  most 
efficient  and  less  dangerous  if  it  is  taken  at  night  with  due 
precaution  against  taking  cold.  It  is  equally  true  that  a  cold 
sponge,  with  a  proper  amount  of  friction,  will  add  to  the 
healthy  action  of  the  skin  and,  therefore,  favor  a  more  con- 
stant though  less  ezceesive  skin  elimination.  Those  patients 
who  are  accustomed  to  the  cold  shower  will  endure  it  beat 
and  are  less  liable  to  take  cold.  To  encourage  sweating  a 
patient  should  be  well  covered  in  bed  after  the  bath  and  this 
should  be  followed  by  complete  rest  for  some  time.    It  is  not 
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best  to  allow  a  patient  suffering  from  chronic  nepbritis  to 
lake  a  bath  without  going  to  bed  after  it.  Turkish  hatha  may 
be  permitted  uader  the  most  strict  attention  and  only  when 
the  heart  is  sufBciently  strong  to  endure  the  depression  which 
follows.  Should  a  patient  suffer  a  chill  following  any  bath 
the  condition  of  nephritis  will  invariably  be  aggravated.  The 
hoi-pack  has  been  advised  by  many  and,  if  properly  given  as 
advised  under  the  treatment  of  acute  nephritis,  it  is  sure  to 
give  much  relief.  When  the  urine  is  suppressed  and  dropsy 
is  marked,  this  is  a  wise  procedure;  in  many  instances  the 
alcohol  sweat  or  the  com  sweat  may  be  substituted.  There 
is  a  tendency  to  overdo  the  "sweating"  process  in  the  treat- 
ment of  chronic  nephritis.  While  this  is  to  be  borne  in  mind, 
yet  in  case  there  is  suppression  of  urine  and  excessive  edema 
the  chief  object  is  to  relieve  the  system  of  the  surplus  water 
in  circulation  which  the  kidneys  can  not  eliminate.  More  or 
lees  urea  is  also  eliminated  by  this  method. 

The  use  of  water  internally  is  a  factor  of  treatment  which 
requires  much  thought.  The  value  of  this  agent  can  not  be 
denied,  for  its  aid  to  elimination  and  value  as  an  article  of 
diet  are  well  known.  That  it  should  be  used  ad  libitum  or 
forced  to  the  extent  which  was  once  deemed  advisable  is  not 
advised  by  modem  therapeutists.  Much  depends  upon  the 
condition  of  the  vascular  system  and  it  should  always  be  our 
object  to  spare  the  heart  and  kidneys  from  excessive  func- 
tional actrvity.  Copious  draughts  of  -  water  engoi^  the  ves- 
sels and  thus  increase  the  labor  of  the  heart  and  excite  the 
kidneys.  Therefore  only  a  sufficiency  of  pure  water  should 
be  permitted  and  when  active  symptoms  are  present  three 
pints  of  fluid  arc  considered  to  be  enough.  Edsall  and  others 
claim  that  "excessive  water  drinking  increases  nitrt^nous 
metabolism  and,  as  the  kidney's  in  nephritis  are  unable  fully  to 
deal  with  the  products  of  normal  metabolism,  it  would  seem 
evident  that  excessive  quantities  of  water  must  be  harmful." 
It  should  not  be  understood  from  this  statement  that  the  use 
of  water  is  not  a  valuable  expedient  in  the  treatment  of 
chronic  nephritis,  but  it  should  be  recognized  that  careful 
use  of  it  is  best.  Unless  this  feature  is  explained  to  the  pa- 
tient the  tendency  will  be  to  deluge  the  system  with  water 
beyond  the  ability  of  the  eliminating  function  to  care  for  it. 
All  liquids  should  be  used  with  discrimination  and,  though 
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some  advise  the  use  of  alcohol,  tea  and  coffee  in  moderatioD, 
I  do  not  believe  that  they  should  be  allowed.  It  is  impossible 
to  permit  such  indulgences  with  any  hope  that  moderation 
will  be  properly  observed  by  the  patient. 

The  diet  is  a  matter  of  great  importance  in  the  treatment 
of  this  disease  but  in  this  we  are  often  inclined  to  extremes 
which  are  not  always  justifiable.  That  nitrogenous  food  must 
be  avoided  or  at  least  limited  is  a  general  rule  to  be  accepted. 
Much,  however,  depends  upon  the  physical  requirements  and 
the  renal  condition.  In  the  severe  cases  the  exclusive  milk  diet 
is  still  our  safest  food  in  a  majority  of  cases.  It  should  not 
be  indiscriminately  prescribed  and  its  prolonged  usage  should 
be  regulated.  Clifford  Mitchell  advises  the  administration  of 
skimmed  milk  (ounces  2-6  at  a  time)  three  or  four  times  daily  at 
regular  intervals.  The  amount  is  gradually  increased  (ounces 
60-80  total)  during  the  second  to  the  fifth  week.  After  this  time, 
in  the  majority  of  cases,  the  milk  should  be  reduced  to  three 
feedings  daily  when  vegetables  and  farinaceous  foods  such  as 
oatmeal,  cracked  wheat,  granola,  etc.,  may  be  gradually  and 
carefully  substituted.  It  is  possible  also  to  permit  the  use  of  a 
small  amoimt  of  broiled  or  roasted  meat  daily  at  the  noon  meal. 
It  will  often  be  necessary  to  peptonize  the  milk,  and  to  add 
ice  to  avoid  gastric  disturbaDce.  Kumyas,  buttermilk  or  Mat- 
zoon  may  take  the  place  of  milk  and  it  is  always  more  palat- 
able when  diluted  with  French  Vichy  and  many  other  waters. 
An  exclusive  milk  diet  should  be  abandoned  when  there  is 
excessive  or  persistent  polyuria,  when  anemia  and  exhaustion 
are  evident  and  when  the  albumin  is  small  in  amount.  Should 
dropsy  be  extreme  it  may  be  advisable  to  hold  as  closely  as 
possible  to  a  diet  of  crackers,  zwieback  with  a  small  amount 
of  skimmed  milk,  buttermilk  or  Matzoon. 

Many  experienced  practicians  object  decidedly  to  the 
strict  employment  of  skimmed  milk  because  of  the  enormous 
quantity  which  is  essential  for  the  necessary  nourishment. 
Another  objection  is  urged  on  account  of  the  lack  of  iron  in 
milk.  Others  oppose  this  diet  alone  inasmuch  as  the  quantity 
of  proteid  in  a  lai^  amount  of  milk  is  more  than  would 
be  found  in  a  limited  mixed  diet.  Aside  from  the  overwork 
of  the  kidneys,  which  is  instituted  by  a  large  quantity  of 
skimmed  milk,  lai^  quantities  of  urea  and  phosphates  must 
be  eliminated  by  those  oi^ds,  which  are  already  impaired 
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in  their  function.  It  ib  'ergued,  therefore,  that  cream  may 
be  added,  when  the  quantity  of  milk  is  reduced,  the  fat  thus 
increasing  the  number  of  calories.  For  the  same  reason 
starchy  foods  may  be  employed,  thus  obtaining  a  necessary 
nourishment  without  exciting  the  renal  function  with  an  ex- 
cess of  fluid.  It  is  also  probable  that  a  little  meat,  eggs,  sugar, 
butter^  toast,  zwieback,  rice  and  fresh  vegetables  may  be  safely 
added.  Cotidiments  and  every  article  of  food  which  haa  a 
tendency  to  irritate  the  kidneys  must  be  avoided-  It  should 
not  be  inferred  from  this  statement  that  proteida  are  to  be 
used  with  great  liberty,  for  it  is  always  best  to  confine  the 
diet  to  farinaceous  foods,  fiah  and  possibly  fruits,  while  beef 
tea  and  the  strong  soups  are  to  be  always  carefully  avoided 
in  severe  cases. 

Mineral  waters  are  advertised  with  unnecessary  promi- 
nence, though  many  of  them  are  serviceable  when  taken  with 
proper  limitation.  When  diuresis  is  desired  many  of  these 
may  be  prescribed  and  often  may  be  taken  hot  with  more  favor- 
able results.  The  pure  spring  water  or,  better,  distilled  water, 
are  usually  sufficient. 

Remedies  in  the  form  of  drugs  are  not  to  be  employed 
unless  special  conditions  demand  their  use.  When  the  dropsy, 
dyspnea,  and  circulatory  enfeeblement  suggest  the  necessity 
of  cardiac  stimulants  we  may  be  justified  in  using  hydragogin, 
digitalis,  convallaria,  adonis  vernalis,  strophanthns,  spartein, 
caffein,  cactus  and  glonoin  as  advised  under  the  treat- 
ment of  cardiac  diseases.  Uremia,  hematuria,  persistent 
albuminuria  and  other  associate  conditions  have  been 
referred  to  under  their  proper  headings.  G astro-intestinal 
and  hepatic  disorders  will  always  require  attention  according 
to  the  symptom-complex.  Diaphoresis  is  generally  sufficiently 
established  by  the  hot  baths,  vapor  baths,  hot  packs  or  in 
extreme  cases  by  the  use  of  pilocarpin,  as  suggested  in  the 
treatment  of  acute  nephritis.  Catharsis  is  always  an  essen- 
tial of  treatment  and  this  is  usually  obtained  by  the  use  ot 
standard  salines,  or  in  severe  cases  by  means  of  cascara, 
calomel  or  elaterin  (gr.  1/20-1/10),  as  previously  de- 
scribed. On  general  principles  it  is  not  advisable  to  use 
powerful  hydragogties  unless  necessity  demands  them.  In 
many  instances  the  use  of  ox-gall  and  remedies  like  chionan- 
thtis,  carduus,  chelidonium,  iris  versicolor  and  chinoidin  are 
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suffioient  for  the  average  case.  The  normal  salt  enema  is 
often  an  adjuvant  to  catharsis  or,  in  some  iuatanoes,  it  may 
supplant  this  principle  pf  treatment. 

Under  the  specuU  therapeutics  we  must  give  more  than 
ordinary  attention  to  the  use  of  kydragogin  when  dropsy  and 
cardiac  weakneea  are  factors.  This  remedy  contains  digitalis 
and  strophantbus  tincture  together  with  scillipicrin,  scilli- 
toxin  and  ozysaponiu,  the  latter  greatly  aiding  the  diuretic  ac- 
tion of  the  other  remedies.  It  may  be  given  in  ten  to  fifteen 
drop  doses  three  or  four  times  daily.  In  my  experience  it  is 
not  only  the  best  diuretic  which  I  have  ever  used,  but 
in  a  great  many  cases  it  has  surely  reduced  in  number  or 
removed  the  casts  from  the  urine.  When  there  ia  an  organic 
cardiac  lesion  or  when  the  cardiac  action  ia  decidedly  weak- 
ened I  have  ofteq  found  it  necessary  to  support  this  remedy 
by  the  alternate  use  of  strychnia  (gr.  1/60-1/40)  three  times 
daily,  or  by  the  adjuvant  use  of  adonis  vemalis  (m.  10-15) 
with  equal  frequency.  In  extreme  cases  it  may  be  well  to 
seek  the  conjoint  aid  of  diuretin  (grs.  10)  or  potassium 
acetate  (gra.  10-60)  two  to  four  times  daily.  Apocynum  is 
also  a  valuable  remedy  in  relieving  the  edema  and  dropsy,  but 
its  tendency  to  disturb  Ihe  stoiiiacli  often  forbids  its  employ- 
ment. Usually  it  may  be  used  in  the  tincture  (m.  15-30)  or 
the  distilled  extract  may  be  prescribed.  Fluid  extract  of 
stigmata  maydis  or  corn  silk  (m.  20-30)  is  a  favorite  remedy 
with  some  practicians.  Macy's  diuretic  mixture,  which  con- 
tains equal  parts  of  the  tincture  of  apis,  apocynum  and  helle- 
bore, has  been  highly  recommended.  Basham's  mixture  may 
also  be  mentioned.  Cream  of  tartar  (grs.  30-60)  may  be  pre- 
scribed in  lemonade  two  or  three  times  daily  when  prompt 
diuresis  is  desired.  When  the  dyspnea  is. an  extreme  feature 
in  cardiac  weakness  strychnia  nit.  (1/100-1/40)  is  often  a 
useful  remedy  and  it  should  be  given  hypodermatically  every 
three  or  four  hours  until  there  is  positive  evidence  of  relief 
in  this  respect.  Aspidospermin  (gr.  1/100)  is  favorably 
mentioned  for  this  purpose  by  many  experienced  practiciana. 
Tincture  of  passiflora  (m.  10-60)  is  also  recommended  in  these 
emergencies.  The  cardiac  stimulants,  previously  mentioned, 
generally  suffice  for  this  symptom  of  cardiac  weakness.  It 
is  also  observed  that,  in  crises  of  this  kind,  the  dyspnea  is 
greatly  relieved  by  any  measure  which  encourages  free  elim- 
ination. 
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Multiple  puncture  of  the  skin  in  the  region  of  the  ankles 
is  often  a  last  resort  to  relieve  the  extreme  dropsy.  I  do  not, 
however,  employ  this  nearly  so  much  as  in  the  past,  for  I 
find  that  this  is  not  generally  necessary  when  such  cardiac 
Btinanlants  aa  digitalis,  strophanthus  or  hydragogin  are  em- 
ployed in  full  doses.  Paraeenteata  abdominis  is  required 
when  all  diuretic  remedies  fail  to  relieve  the  dropsy.  I  have 
found,  however,  as  in  the  dropsy  attending  cirrhosis  of  the . 
liver,  that  when  this  method  is  once  begun  it  must  be  repeated 
at  more  frequent  intervals. 

Surgical  procedure  in  the  treatment  of  chronic  nephritis 
has  received  much  attention  of  late.  I  have  not  aa  yet  been 
convinced  by  any  reliable  statistics  that  this  gives  any  per- 
manent relief.  It  is  possible  that  the  serious  signs  of  ne- 
phritis, persisting  under  careful  medical  treatment,  may  de- 
mand this  interference.  In  such  operations  the  capsule  is 
generally  split  and  stripped  from  the  kidney  for  some  distance 
or  the  exploratory  excision  may  be  extended  into  the  renal 
substance  as  far  as  the  pelvis.  Numerous  punctures,  followed 
by  careful  drainage,  have  been  advised  by  prominent  surgeons. 
It  is  claimed  that  these  operations  have  been  followed  by  a 
marked  decrease  in  the  amount  of  albumin  and  other  signs 
of  relief.  It  is  possible  that  this  procedure  may,  in  the  future, 
be  of  more  service  than  it  apparently  is  now. 

The  homeopathic  remedies  may  he  used,  not  so  much  for 
the  cure  of  the  nephritis,  but  to  meet  the  clinical  picture  of 
the  case.  In  the  treatment  of  this  or  any  other  disease  we  are 
able  to  correct  the  pathologic  condition  by  remedies  only  as 
we  use  them  according  to  the  su^estion  of  symptoms.  Eem- 
edies  alone  will  not  cure  this  disease  any  more  than  diet  and 
other  measures  alone  will  do  it,  but  a  conjoint  tise  of  all  these 
therapeutic  aids  are  essential  to  the  treatment.  In  the  earlier 
stages  of  this  form  of  chronic  nephritis  many  of  the  remedies 
used  in  the  acute  form  may  be  continued,  canlkaria,  apis,  mer- 
curiue  corrcmvua  and  araenicum  still  being  useful. 

As  the  chronic  phase  of  the  disease  becomes  well  estab- 
lished other  remedies  may  be  indicated.  Thus  we  may  refer, 
first  of  all,  to  ferrum  phos.,  which  is  essentially  indicated  for 
the  anemia  which  is  now  thoroughly  developed,  lodiu  may  be 
used  in  the  form  of  ferrum  iodid,  while  in  many  respects 
caicarea  iodid  is  more  beneficial.      Iron   is   the  one   remedy 
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which  all  practicians  consider  of  value  in  this  stage  of  the  dis- 
ease, and  it  may  be  used  in  many  fonns.  Sasham's  mixture 
(acetate  of  ammonium  and  iron),  Boudreauz's  syrup,  Blaud's 
mass,  HemaboloidB,  Hensel's  iron,  iron  peptonate  and  many 
other  preparations  have  been  popular  preecriptions.  It  ia 
highly  probable  that  ferrum  phos.  in  the  third  decimal  po- 
tency, if  continued  for  some  time,  will  assure  more  satisfac- 
tory resulta.  Arsenicum  alb.  or  arsenicum  iodid  will  be  in- 
dicated in  many  cases  when  the  exhaustion,  anemia,  restless- 
ness, gastric  disturbances  and  burning  surfaces  are  present. 
The  arsenic  may  also  be  combined  with  bromid  (araenicum 
bromatum)  or  with  hemoglobin,  while  many  favor  drop  doses 
of  Fowler's  solution  gradually  increased  to  five  or  ten  drop 
doses  three  or  four  times  daily.  Phosphorus,  phosphoric  acid, 
nitric  acid,  aurum  muriaiicum,  mezcreum  and  argentvm  nit- 
ricum  are  valuable  remedies  when  properly  indicated.  Potas- 
sium iodid,  strontium  iodid  and  the  iodids  of  mercury  are  very 
useful  remedies  when  there  is  evidence  of  a  specific  history  or 
a  general  tissue  disintegration.  In  the  use  of  potassium  iodid, 
in  such  instances,  it  is  absolutely  necessary  to  gradually  reach 
the  maximum  dose  (grs.  20-60)  and  to  give  the  remedy  only 
after  meals  with  an  abundance  of  water.  Helonias,  on  account 
of  its  direct  action  upon  the  kidneys  and  the  uterus,  is  a  very 
useful  remedy  when  women  are  afflicted.  While  it  is  more 
frequently  demanded  in  the  acute  stage  of  nephritis,  it  is 
nevertheless  of  use,  when  anemia  or  chlorosis  are  present,  in 
the  chronic  stage.  With  this  it  is  necessary  to  compare  such 
remedies  as  aletris,  pulsatilla,  viburnum,  caulophyllvm  and 
ciTnicifuga.  When  (he  urine  is  suppressed  or  scanty,  dark  col- 
ored and  heavy  with  sediment  we  should  naturally  think  of 
hellebore,  which  may  be  used  in  many  chronic  cases.  With 
this  we  may  compare  benzoic  acid,  berberis,  terebinth,  vesv- 
caria,  pichi,  cannabis  sativa  and  chimaphila.  When  hema- 
turia is  a  factor  there  are  many  remedies,  in  addition  to  the 
ones  already  mentioned,  which  may  be  demanded  on  account 
of  their  peculiar  and  prominent  symptoms.  Among  these  we 
may  mention  millefolium,  erigeron,  acalypha  indica,  erecthites^ 
ipecac,  ham,amelis,  geranium  and  uva  ursi. 


CBKONIC  INDUEATIVE  (INTERSTITIAL)  NEPBRITIS. 

This  form  of  kidney  disease  is  also  known  as  chronic 
interstitial  nephritis,  cirrliotic  kidney,  granular  kidney,  con- 
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tracted  kidney,  and  it  ia  also  defined  by  other  terms  which  char- 
acterize the  pathologic  change.  The  disease  is  a  chronic,  dif- 
fuse nephritis  which  results  in  a  contracted  kidney  with  exten- 
sive destruction  of  the  tubular  structure  and  an  overgrowth  of 
interstitial  connective  tiseue.  Cardiovascular  changes  are  in- 
variably present. 

Etiolofy. — While  many  cases  of  indurative  nephritis  re- 
veal no  cause,  it  is  possible  to  discover  the  primary  affection 
or  the  predisposing  factor.  Ooui  is  so  frequently  associated 
with  its  development  that  it  has  been  customary  for  some  to 
define  it  as  a  gouty  kidney.  Lithemia  and  nervous  dyspepsia 
are  no  doubt  allied  conditions  which  favor  it  and  some  have  re- 
garded articular  rheumatism  as  a  predisposing  factor.  Intes- 
tinal disturbances  are  found  in  nearly  every  case.  The  uric 
acid  diathesis,  or  the  lithemic  state  which  generally  ensues  in 
that  class  of  patients  who  overeat  and  overindulge  in  wines 
are  without  doubt  conmionly  allied  conditions.  Lead-poison- 
ing has  also  been  ascribed  as  a  cause,  as  many  cases  occur 
among  those  who  work  in  lead.  Syphilis  and  probably  other 
acute  infections  favor  the  pathologic  changes  which  create  the 
contracted  kidney,  and  it  is  also  incident  to  arteriosclerosis. 
Age  is  a  natural  factor,  as  it  is  one  of  the  natural  tissue  changes 
of  old  age,  and  hence  the  "senile  kidney"  is  not  an  incorrect 
term  for  the  disease.  AUbutt  attributed  many  casee  to  long- 
continued  anxiety  or  great  grief,  and  it  is  highly  probable  that 
the  exceaaive  strain  which  is  put  upon  the  nervous  system  by 
the  high  pressure  of  modem  business  is  often  of  great  influence 
in  the  development  of  the  disease.  Heredity  has  been  given 
as  a  frequent  cause,  and  this  probably  has  more  weight  in  the 
etiological  history  than  we  are  accustomed  to  give  it.  Prolonged 
passive  renal  congestion,  stone  in  the  kidney,  pregnancy,  heart 
disease  and  many  other  causes  have  been  enumerated,  all  of 
which  no  doubt  have  a  direct  or  indirect  influence  in  its  de- 
velopment. 

Patholofy. — Some  authors  have  defined  three  forms  of 
indurative  nephritis,  the  primary,  secondary  and  the  arterio- 
sclerotic. The  pathologic  phase  is,  however,  essentially  a  scler- 
osis, though  there  may  be  a  combination  of  fibroid  and  the  non- 
indurative  (parenchymatons)  form,  in  which  the  overgrowth  of 
connective  tissue  is  the  characteristic  feature.  In  the  typical 
interstitial  kidney  the  increase  of  fibrous  tissue,  which  extends 
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throughout  the  organ,  causes  a  contraction  and  ehrinkage  in 
size  and  a  puckering  of  the  aurface.  The  capsule  is  thick, 
opaque  and  firml;  adherent,  so  that  decapsulation  tears  the 
renal  tissue.  The  cortex  surface  ia  roughened  by  round  gran- 
ules and  occasionally  small  cysts  may  be  present.  The  structure 
ie  firm,  dense  and  resistant  to  the  knife.  The  cut  surface  re- 
veals an  atrophied  cortex  with  alternating  reddish  and  pale 
parts.  The  pyramids  also  show  some  signs  of  atrophy  and  the 
color  is  darker  than  that  of  the  cortex.  Microscopic  examination 
reveals  the  increase  and  irregular  distribution  of  connective 
tissue,  particularly  in  the  cortex  and  interlobular  vessels.  In 
advanced  cases  the  glomeruli  are  quite  small  and  may  be  con- 
verted into  fibrous  bulbs.  The  walls  of  the  tuft  vessels  may  be 
thickened  and  the  laiger  blood  vessels  are  similarly  affected. 
The  tubules  also  show  changes,  the  connective  tissue  often  ob- 
literating the  lumen.  The  fibrous  increase  may  also  cause  local- 
ized constriction  of  the  tubules  with  resultant  dilatation  in  other 
parts.  The  epithelium  lining  these  tubules  undeigoes  granular, 
fatty  or  waxy  degeneration,  while  the  tubes  contain  granular 
or  fatty  debris  and  casta.  The  latter  are  not  so  abundant  as  in 
the  non-indurative  form.  Arteriosclerosis  and  cardiac  hyper- 
trophy are  marked  pathologic  conditions  incident  to  indurative 
nephritis.  Whether  these  are  the  result  of  the  nephritis  or 
whether  nephritis  follows  from  these  complications  is  not  as 
yet  settled  satisfactorily.  That  arteriosclerosis  is  liable  to  cause 
cardiac  hypertrophy  by  circulatory  resistance  can  not  be  denied, 
but  that  arteriosclerosis  is  a  pathologic  factor  in  indurative  ne- 
phritis is  also  well  established.  It  is  evident,  therefore,  that 
renal  sclerosis,  arteriosclerosis  and  cardiac  hypertrophy  without 
valvular  disease  are  related  conditions,  all  of  which  must  re- 
ceive attention  in  treatment. 

Symptoms, — The  early  symptoms  of  this  disease  are  not 
usually  detected,  and  it  is  only  in  the  advanced  stages  that  our 
attention  ia  called  to  it.  -It  occurs  in  adult  or  later  life,  though 
it  has  been  found  in  children  with  a  hiatory  of  congenitel  syphi- 
lis. Complicating  or  intercurrent  diseases  may  a^^avate  the 
pathologic  condition  so  that  the  symptoms  appear  earlier.  The 
diaeaae  ia  common  among  that  claas  of  persons  who  live  a  life 
of  high  nervous  tension  and  are  inclined  to  whip  up  their  lag- 
ging energies  by  the  use  of  atimiilants.  The  lack  of  stifficient 
physical  exercise,  together  with  the  over-abundance  of  food. 
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stimulants  and  nerve-strain,  are,  therefore,  the  prominent  pre- 
disposing causes  which  should  suggest  the  disease.  Exhaustion 
without  apparent  cause,  I'ei-iigo  or  dizziness  are  early  signs 
which  should  teach  the  physician  to  he  apprehensive  regarding 
this  disease.  Uremia  is  often  the  first  alarming  symptom,  and 
when  this  appears  the  disease  is  usually  well  advanced.  Head- 
ache, stupor,  nausea  and  vomiting  may  precede  or  attend  this. 
After  the  uremia  is  relieved  the  headache  continues,  the  vision 
is  imperfect,  drowsinesa,  lassitude,  digestive  disturbance  and 
frequent  micturition  are  complaints,  and  the  patient  is  subject 
to  a  return  of  the  uremia.  Cardiac  failure  is  often  the  first 
symptom  which  causes  the  patient  to  consult  his  physician,  who 
may  possibly  overlook  the  meaning  of  the  heart  weakness  and 
the  arteriosclerosis,  inasmuch  as  he  may  find  no  albumin  in  the 
urine.  Dyspnea  which  persists  independent  of  uremia,  a  con- 
tinuance of  the  drowsiness  and  exhaustion  without  any  apparent 
cause,  the  progressive  loss  of  flesh,  the  dry  skin  and  the  loss  of 
color  are  clinical  features  which  should  not  be  ignored. 

The  urinary  symptoms  are  the  most  diagnostic  features. 
The  daily  quantity  of  voided  urine  is  increased,  the  twenty-four 
hours'  amount  often  measuring  several  quarts,  thus  leading  one 
to  suspect  diabetes.  Nocturnal  polyuria  is  a  significant  feature, 
more  eepectall}'  in  men.  The  urine  has  a  light  color  and  is 
clear,  the  specific  gravity  averages  below  3010,  though  it  is 
rarely  as  low  as  1005.  Albumin  is  present,  but  not  in  large 
quantity;  in  some  instances  it  may  be  entirely  absent.  The 
urea  is  relatively  and  actually  reduced.  Oasts  are  present,  but 
not  abundant ;  they  are  usually  of  the  hyaline  character,  a  few 
granular  casts  and  leukocytes  being  occasionally  found.  In 
case  of  uremic  exacerbation  or  during  the  later  stages  of  the 
disease  the  urine  may  be  decreased  in  quantity  and  then  albumin 
and  the  number  of  casts  may  both  increase. 

The  circulatory  disturbances  will  be  evinced  by  the  phys- 
ical Ngns  of  cardiac  hypertrophy.  A  well  defined  accentuation 
of  the  aortic  second  sound  will  be  present  on  account  of  the  high 
arterial  tension.  The  apex  beat  is  displaced  downward  and  out- 
ward. A  systolic  murmur  may  be  heard  at  the  apex,  due  to 
th«  tension  at  the  mitral  orifice  caused  by  the  high  pressure 
in  the  ventricle.  In  case  of  later  compensatory  failure  these 
symptoms  may  be  replaced  by  the  signs  of  cardiac  enfeeble- 
ment.    The  pttlse  is  hard  and  tense,  the  radial  artery  often  feel- 
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ing  like  a  hard  w}upKK>rd.     ThiB  \vill  become  feeble  in  case  of 
failure  of  cardiac  compeuBatioii. 

The  respiratory  symptoms  are  not  always  recognized  un- 
less a  pulmonary  complication  like  pneumonia  intervenes.  The 
difficult  breathing  is  often  the  first  symptom  which  calls  atten- 
tion to  the  cardiac  condition  and  this  may  suggest  the  nephritis. 
Epiataxis  is  a  rare  symptom.  Effusions  into  the  lung  or  pleural 
aac  may  cause  sudden  death.  In  case  of  uremia  the  dyspnea 
may  develop  into  orthopnea,  orOheyne-Stokes  breathing  may 
attend  the  uremic  coma. 

The  skin  is  dry  and  a  alight  pallor  ia  usually  detected. 
Edema  is  not  generally  present  unless  cardiac  failure  ensues. 
Pruritus  and  eczema  sometimes  are  present  and  the  skin  usually 
reflects  the  signs  of  general  nutritional  failure. 

The  nervous  symptoms  are  often  prominent  features  of 
this  form  of  nephritis.  These  may  be  characterized  by  insom- 
nia, muscular  cramps  and  neuralgic  pains,  or  they  may  partake 
of  the  convulsions  which  attend  the  uremic  condition  which  is 
always  liable  to  appear  suddenly.  Cerebral  apoplexy  may  first 
suggest  the  existence  of  contracted  kidney  and  the  hardened 
arteries. 

Digestive  disturbances  are  sometimes  distressing  symptoms 
in  this  disease.  Anorexia,  nausea,  vomiting  and  other  signs 
of  gastric  perversion  are  frequently  in  evidence.  Uremic 
diarrhea  is  a  rare  symptom  and  it  is  supposed  to  be  due  to 
the  bacillus  dysenteriae. 

•  Nephritic  retinitis  is  often  one  of  the  earliest  signs  of 
interstitial  nephritis.  The  patient  often  complains  of  dim- 
ness of  vision  previous  to  this  discovery.  Both  eyes  are  usually 
affected,  a  partial  amblyopia  being  detected  upon  ophthal- 
moscopic examination.  In  case  of  neuroretinitis  sudden  and 
complete  blindness,  uremic  amaurosis,  may  take  place  in  grave 
cases.  The  optic  papilla  "is  swollen  and  surrounded  by  retinal 
hemorrhages  or  by  white  dots  and  atreake — -feather  aplaahes." 
Vertigo  may  be  a  complaint  while  tinnitus  aurium  and  deaf- 
ness are  not  uncommon. 

Cerebral  uremia  is  one  of  the  dangerous  contingencies  and 
complications  like  pneumonia,  bronchitis,  pleuritis,  pericarditis, 
endocarditis,  laryngitis,  gastritis  and  hepatic  cirrhosis  may 
be  looked  for. 
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Diagnosis.— Examination  of  the  urine  revealB  the  positive 
signs  of  the  disease.  We  should,  however,  suspect  it  from  the 
appearance  of  the  prominent  symptoms  just  enumerated.  The 
advanced  age  of  the  patient  should  intimate  the  possibility  of 
interstitial  nephritis  when  there  is  a  persistent  failure  of  health. 
Headache,  dyspnea,  gastro-intestinal  disturbances,  dimness  of 
vision,  noises  in  the  ears,  dryness  and  itching  of  the  skin 
should  cause  a  suspicion  of  this  disease.  Mental  dulness,  high 
pulse  tension,  hardened  arteries,  cardiac  hypertrophy,  an  accent- 
uated aortic  second  sound  and  general  circulatory  failure  should 
excite  a  more  marked  suspicion  in  this  respect.  The  sudden 
coma,  convulsions,  vomiting,  dyspnea,  amaurosis  and  apoplexy 
will  be  confirming  symptoms.  The  gouty,  alcoholic  or  rheu- 
matic patient  beyond  middle  life  who  presents  any  of  these 
symptoms  should  be  regarded  aa  subject  to  this  disease  even 
before  it  appears. 

Prognosis. — The  contracted  kidney  (chronic  indurative  ne- 
phritis) can  not  be  cured  but  the  existence  of  this  disease 
does  not  necessarily  mean  immediate  death.  The  condition 
of  the  heart  and  the  blood  vessels  is  of  greater  conseqaence. 
If  the  patient  is  of  good  habit  and  the  disease  is  not  well 
advanced  when  the  physician  is  consulted,  life  may  be  pro- 
longed for  several  years  providing  the  heart  and  the  arterial 
system  are  not  greatly  impaired.  High  arterial  tension,  with 
cardiovascular  changes,  favor  the  chances  of  nutritional  dis- 
order of  the  kidney  which  is  not  easily  restored  by  treatment. 
Kore  than  this  the  state  of  the  general  health  is  a  matter  of 
importance,  for  constitutional  disorder,  from  any  cause,  can 
not  fail  to  encourage  the  developinent  of  the  disease.  Asso- 
ciate infectious  or  specific  disease  as  well  as  advanced  age 
naturally  predispose  to  an  early  death.  The  nephritis  is  only 
one  of  the  manifestations  of  what  we  term  Sright's  disease. 
The  latter  disease  is  usually  referred  to  by  the  term  interstitial 
nephritis  and,  therefore,  we  have  more  than  the  kidney  to  con- 
sider in  prognosis  and  treatment.  We  have  to  consider  a  tox- 
emia of  intestinal  and  hepatic  origin,  which  primarily  affects 
the  cardiovascular  apparatus  but  secondarily  affects  the  kidneys. 
Thus  our  prognosis  has  reference  more  particularly  to  the 
underlying  cause — the  cardiovascular  disturbance — than  to  the 
pathologic  state  of  the  kidneys.  The  condition  of  the  retinal 
vessels   is  a  determining  factor  in  the  prognosis.     Signs  of 
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improvement  in  this  respect  should  be  regarded  ae  favorable 
evidence.  The  sudden  appearance  of  uremia,  edema,  pulmo- 
nary congestion,  pneumonia  or  acute  infections  are  always  un- 
favorable unless  they  respond  to  prompt  treatment.  With  a 
marked  increase  of  the  arterial  tension  and  the  appearance  of 
retinal  changes,  apoplexy  and  acute  myocardial  failure  may 
be  feared. 

Treatineal. — The  treatment  of  chronic  indurative  nephri- 
tis (contracted  kidney  or  chronic  interstitial  nephritis)  com- 
prehends much  that  has  been  advised  under  acute  nephritis  and 
the  chronic  non-indurative  form  depending,  of  course,  upon 
the  acute  exacerbations  and  other  conditions  which  simulate 
these  forms.  The  object  of  importance  is  to  care  for  the  in- 
creased arterial  tension  which  naturally  directs  attention  to 
the  heart,  to  maintain  general  nutrition  by  the  carefully  regu- 
lated diet  and  to  avoid  the  perversion  of  function  by  over- 
coming the  depression  induced  by  nervousness,  worry  and  over- 
work. 

The  arterial  tension  is  to  be  corrected  by  remedies  which 
are  regarded  as  cardiac  tonics  and  vasodilators.  Among  the 
first  we  shall  obtain  best  service  from  the  tincture  of  digitalis 
in  medium  doses  when  the  heart  begins  to  weaken.  One  to 
five  drops  of  the  tincture  three  or  four  times  daily  is  generally 
sufficient  for  this  purpose,  the  minimum  dose  being  best,  inas- 
much as  it  does  not  cause  too  forcible  cardiac  contraction. 
This  should  be  given  for  some  time  until  there  is  evidence 
of  a  perfect  compensating  cardiac  power.  In  case  of  cardiac 
failure  a  lai^r  dose  is  required  temporarily  and  it  may  be 
advisable  to  substitute  or  add  some  of  the  other  well  known 
cardiac  tonics.  Nitroglycerin  (grs.  1/2OO-1/100)  three  or 
four  times  daily  is  a  vRRodilator  which  may  be  cautiously  used 
with  good  results  for  some  tinie.  Many  experienced  practi- 
cians advise  a  gradual  increase  in  the  dose  (grs.  1/100-1/50) 
until  the  desired  effect  ia  obtained,  the  patient  usually  tolerat- 
ing this  increase  for  some  time.  Htfdragogin  is  one  of  the 
most  useful  remedies  in  this  disease  as  it  seems  to  accom- 
plish even  more  than  the  digitalis.  Its  prolonged  use  will 
show  its  effects  not  only  in  the  cardiac  and  vascular  improve- 
ment bnt  when  caste  are  present  it  will  often  cause  them  to 
disappear.  Fluid  extract  of  broom  (m.  5)  four  times  daily 
is  a  very  useful  remedy,  and  is  highly  recommended  by  E.  M. 
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Bruce.  Plumbum  (6x'30x)  four  times  daily  may  also  be 
beneficial.  Chlorid  of  gold  or  cMorid  of  gold  and  sodium 
should  be  considered.  Hot  baths  and  rest  in  bed  also  tend 
to  reduce  the  arterial  tension  as  they  favor  the  dilatation  of 
the  superficial  blood  vessels. 

When  myocardial  changes  are  in  evidence  potassium  iodid 
is  a  remedy  which  should  not  be  neglected.  In  severe  cases 
it  may  be  given  in  heroic  doses  with  marked  results  (grs.  10-40 
or  60).  The  Schott  exercise  treatment  is  also  useful  in  this 
condition. 

The  general  nutrition  will  consider  above  all  the  diet. 
The  popular  ideas  which  have  prevailed  in  this  respect  have 
undergone  decided  changes  recently.  That  an  exclusive  milk 
diet  is  a  necessity  in  acute  nephritis  can  not  be  denied,  but  it 
does  not  furnish  the  maximum  of  nutrition  in  the  chronic  form. 
In  this  disease  nutrition  is  all  important  and,  as  explained 
under  the  treatment  of  the  non-indurative  form,  milt  alone 
does  not  acoomplish  this.  More  than  that  large  quantities 
of  milt  flood  the  heart  and  arteries  with  water  and  thus  over- 
tax the  cardiovascular  apparatus.  Besides  the  harmful  dilu- 
tion of  the  gastro-enteric  secretions  for  this  form  of  diet  becomes 
very  distasteful  to  the  patient  and  is  liable,  from  prolonged 
usage,  to  disturb  the  appetite.  Croftan  states  an  axiom  when 
he  eays  that  "the  only  argument  in  favor  of  an  excltisive  milk 
diet  administered  for  a  long  time  is  the  fact  that  such  a  regime 
reduces  intestinal  putrefaction  and  hence  removes  a  prolific 
source  of  renal,  hepatic  and  cardiovascular  irritation." 

Starvation  should  not  be  a  dietetic  principle  in  the  treat- 
ment of  this  disease,  as  nutrition  is  the  end  to  be  attained. 
The  food  should  contain  at  least  sufiicient  nourishment  to 
maintain  the  nutritive  equilibrium  (i.  e.  "at  least  30  calories 
per  kilo  of  body  weight").  To  accomplish  this  a  mixed  diet 
is  necessary  as  already  su^ested  under  the  trratment  of  non- 
indurative  nephritis.  Articles  of  food  which  tend  to  irritate 
the  kidney  should  be  studiously  eliminated  and  there  should 
be  a  sufficient  variety  to  satisfy  the  demands  of  the  system. 

The  restriction  of  water  is  also  a  necessity  in  treatment, 
as  it  also  floods  the  heart  and  arteries  and  thereby  inoreasea 
the  arterial  tension.  In  nephritis  the  kidney  ceases  to  elim- 
inate the  normal  amount  of  water,  hence  any  effort  to  force 
them  to  overwork  in  this  respect  is  bound  to  irritate  them. 
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That  water  is  an  essential  feature  of  food  and  ia  requited  bj 
the  system  can  not  be  denied,  but  the  practice  of  prescribing 
an  over-abundance  of  water  should  be  discouraged. 

Intestinal  antisepsis  is  a  feature  of  importance,  as  intes- 
tinal putrefaction  must  be  avoided  in  order  to  attain  perfect 
digestion.  This  is  accomplished  by  remedies  which  physio- 
logically stimulate  the  liver  and  intestine  to  a  more  normal 
activity.  In  this  respect  we  shall  receive  much  help  from 
such  remedies  as  ox-gall  (grs.  1-3)  or  equal  parts  of  iridin  and 
eruinymin  (gr.  1)  three  or  four  times  daily.  It  is  also  pos- 
sible that  this  end  may  be  attained  by  the  more  constant  nse 
of  salines  or  in  severe  cases  by  the  use  of  calomel.  Croftan 
advises  sviphocarbolate  of  zinc  (gr.  1/2)  or  sodium  glycocho- 
late  (gr.  1). 

The  treatment  of  the  nervous  system  hardly  needs  atten- 
tion for  the  importance  of  this  is  self-evident.  Patients  suf- 
fering with  this  disease  must  be  taken  away  from  their  ardu- 
ous work  and  all  irritating  infiuences  which  tend  to  develop 
neurasthenia  must  be  eliminated.  To  accomplish  this  it  is 
often  necessary  to  put  such  patients  in  a  rest  c\ire  or  to  advise 
a  change  of  climate  and  surroundings.  The  specific  treatment 
has  been  mentioned  under  the  subject  of  neurasthenia.  The 
use  of  alcohol  must  be  strictly  forbidden,  since  nothing  favors 
the  increase  of  arterial  tension  more  than  this. 

The  treatment  of  acute  uremia  and  other  complications 
have  been  outlined  imder  other  chapters  and  the  same  is  true 
of  the  homeopathic  remedies. 


PYELITIS. 


Pyelitis  relates  to  inflammation  of  the  pelvis  of  the  kidney 
while  the  terms  pyelonephritis  and  pyonephrosis  relate  to  an 
inflammation  of  the  kidney  structure  combined  with  and  re- 
sulting from  pyelitis. 

ElioI«iy.— Pyelitis  is  usually  secondary  to  some  other 
conditions  such  as  urethritis,  cystitis,  or  ureteritis.  Infection 
of  the  kidney  rarely  takes  place  iJirough  the  blood  and  only 
when  the  vital  membrane  of  the  kidney  is  impaired.  Viru- 
lent infections  may  possibly  affect  primarily  the  renal  struc- 
ture though  this  organ  is  accustomed  to  eliminate  all  micro- 
organisms.    Henal  affections,  like  tuberculosis  and  carcinoma, 
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may  prddispoae  to  it  and  the  same  is  true  of  decomposed  urine 
in  the  renal  pelvis.  Stone  in  the  kidney,  other  foreign  bodies 
and  irritating  diuretics  may  favor  pyelitis.  Infected  emboli 
are  also  factors.  Floating  kidney,  in  which  the  ureter  becomes 
twisted,  or  obetructed,  may  favor  a  lowered  renal  vitality  and 
permit  an  infection  through  the  blood.  Parasites  must  also 
be  taken  into  consideration.  The  micro-organisms  which  are 
most  frequently  concerned  in  the  development  of  pyelitiH  are 
the  bacillus  coli  communis,  the  streptococcus  pyogenes,  the 
staphylococcus  pyogenes  aureus,  the  tubercle  bacillus,  the  ty- 
phoid bacillus,  the  gouocoocus  and  the  bacillus  proteue  vulgaris. 

Patholofir. — In  the  catarrhal  or  mild  form  the  pathologic 
change  is  characterized  by  an  inflamed  mucous  membrane  with 
an  exudation  of  muco-pus  and  desquamated  epithelium.  Ecchy- 
motic  spots  are  occasionally  present  and  the  urine  in  the  pelvis 
is  turbid  from  the  admixture  of  pus  and  pelvic  epithelium. 
When  a  calculus  has  existed  for  some  time  ulceration  is  ob- 
served and  inflamjoatoTy  extension  may  develop  a  condition 
of  pyelonephritis.  Small  abscesses  or  large  abscess  cavities 
may  develop.  A  psevdo-membranoua  form  may  exist  in  the 
severe  infections  of  specific  fevers.  Again  hemorrhagic  char- 
acteristics often  define  the  pathologic  condition  and  tuberculous 
ulceration  is  frequently  present.  Calcification  may  take  place 
in  chronic  cases.  In  cases  depending  upon  obstruction  the 
dilated  pelvis  is  filled  with  retained  urine  or  pus  and  atrophic 
changes  may  take  place  in  the  secreting  structure. 

Symptoms. — The  primary  condition  jisually  masks  the 
evidence  of  pyelitis,  an  associated  cystitis  often  being  the  only 
complaint.  In  a  mild  catarrhal  case  slight  pain  and  tender- 
ness in  the  renal  region  is  the  only  manifestation  aside  from 
the  possible  cystitis.  There  may  be  a  mild  fever  and  the  tur- 
bid urine  of  acid  reaction  reveals  a  few  pus  cells,  mucus, 
some  blood  corpuscles  and  a  slight  trace  of  albumin.  In  more 
severe  cases,  particularly  with  renal  colic,  blood  is  in  evidence, 
while  pus  with  mucus  and  epithelial  cells  are  increased.  Pain 
is'elso  a  factor  and  it  may  be  excited  by  jarring  the  body  or 
coughing.  In  obstructive  pyelitis,  pain  over  the  renal  r^on 
is  often  excruciating  until  it  is  relieved  by  a  passage  of  a  large 
amount  of  purulent  urine.  The  urine,  in  case  of  cystopye- 
litis,  may  be  ammoniacal.  Albumin  is  found  in  proportion 
to  the  amount  of  pus.     In  the  chronic  variety  the  pyuria  is 
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variable,  epithelium  being  uaually  absent.  Intenuittent  pyu- 
ria may  occur  in  case  of  temporary  occlusion  of  tlie  ureter. 
Septic  fever  appears  with  the  development  of  suppuration,  a 
chill  preceding  and  sweats  attending  the  rise  of  temperature. 
Enlargement  and  fluctuation  of  the  kidney  may  sometimes  be 
detected  in  pyonephrosis. 

Diafnotis. — Differential  diagnosis  in  the  case  of  other  dis- 
eases will  demand  a  clinical  study  of  the  case  and  a  careful 
examination  of  the  urine.  Malaria  is  often  mistaken  for  this 
disease  but  an  examination  of  the  blood  should  decide  as  to 
this.  Typhoid  fever  likewise  is  often  suspected  and  here  we 
must  rely  upon  the  Widal  test,  the  characteristic  abdominal 
symptoms  of  typhoid  together  with  its  step-ladder  tempera- 
ture. Suppurative  cystitia  will  be  positively  excluded  after 
cystoscopic  examination  and  ureteral  catheterization.  When 
suppurative  cystitis  is  present  there  is  usually  a  greater  amount 
of  pUB  in  the  urine,  the  urine  is  alkaline  in  reaction  and  pain 
is  not  experienced  in  the  renal  region.  There  is  usually  less 
albimiin  in  suppurative  cystitis  than  in  pyelonephritis.  Para- 
nephric absceaa  is  characterized  by  tendemeaa  and  bulging 
in  the  kidney  region,  while  pus  may  not  be  found  In  the 
urine.  A  swelling  may  be  detected  in  the  kidney  r^on  in 
case  of  pyelonephritis  but  this  disappears  or  diminishes  when 
the  pus  and  urine  escape.  Aneurysm  may  be  present  in  pain- 
ful swellings  in  the  region  of  the  kidney  and  the  differentia- 
tion should  be  made  before  an  operation.  Tuberculous  pye- 
litis is  recognized  when  the  bacilli  are  found  in  the  nrine. 
Nephritis  is  recognized  when  tub?  casts  are  present. 

Pro^osis. — The  prognosis  depends  upon  the  cau^e,  the 
condition  of  the  kidney  and  the  extent  of  the  suppuration. 
Mild  cases  of  catarrhal  pyelitis  appearing  in  the  course  of  an 
infectious  disease  usually  respond  to  treatment  and  disappear 
when  the  primary  disease  has  been  conquered.  When  the 
suppuration  is  sufficient  to  establish  pyonephrosis  the  proguosis 
is  not  BO  favorable.  Kenal  complications  always  add  to  the 
gravity  of  the  case  and  calculous  pyelitis  always  has  a  tendency 
to  chronicity.  Perforation  and  the  discharge  of  pus  into  the 
peritoneal  cavity,  pleural  sac,  bronchi  or  intestine  is  invari- 
ably fatal  unless  surgical  measures  are  promptly  resorted  to. 

Treatmeal. — In  the  management  of  these  cases  we  'should 
always  remove   the  cause   if  possible;   this   will  contemplate 
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surgical  interference  in  many  instances.  Local  measures  in 
the  form  of  hot  applications  are  permissible,  though  they  rarely 
give  much  more  than  temporary  relief.  Diluent  drinks  like 
flaxseed  tea,  barley  water,  buttermilk,  together  with  a  free 
use  of  alkaline  mineral  waters  are  always  indicated.  The 
infectious  cause  will  demand  the  use  of  indicated  remedies, 
local  treatments  and  surgical  help.  TJrotropin,  uriseptin  and 
similar  urinary  antiseptics  may  render  good  service,  TJva  ursi 
fluid  extract  (m.  5)  and  beta  naphthol  (gr.  1/10)  may  be  given 
in  alternation  each  three  times  daily.  In  the  first  instance 
in  acute  infections  we  may  employ  such  remedies  as  aconite, 
belladonna,  cantharis,  cannabis  sativa,  pulsatilla,  rhus  tox,  bap- 
tisia,  echinacea,  terebinth,  potassium  citrate,  bucku,  chtmaphila 
and  pareira  bixiva. 

In  chronic  pyelitis  we  shall  find  use  for  herboris  vulgaris, 
hydrasiis,  phytolacca,  kali  hydriodicum,  methylene  blue,  hy- 
drangea, sabal  serrulata,  stigmata  maydis,  sepia  and  silicea. 

In  the  local  treatments  we  shall  have  cause  to  relieve 
urethral  strictures  by  sounds,  and  to  treat  the  prostate  and 
urethra  for  the  acute  infections.  When  females  are  afflicted, 
irrigation  by  the  ureteral  catheter  may  be  practiced.  Surgery 
is  indicated  when  these  measures  fail,  when  a  calculus  is  pres- 
ent, or  in  case  of  abscess. 


HYDRONEPHBOSIS. 


This  is  an  accumulation  of  urinary  fiuid,  which  is  not  pu-' 
rulent,  in  the  pelvis  of  the  kidney  because  of  ureteral  obstruc- 
tion. The  pelvis  and  calices  of  the  kidney  may  be  greatly 
dilated  on  account  of  this  and  pyelitis  with  secondary  renal 
inflammation  and  atrophy  may  take  place. 

Eliolofir, — Occlusion  of  the  ureter  ia  congenital  or  ac- 
quired, the  former  being  of  more  frequent  occurrence.  The 
stricture  is  generally  caused  by  malformation  or  defective  de- 
velopment of  the  ureter.  Rarely  there  is  a  valve  like  forma- 
tion or  an  acute  angled  entrance  of  the  ureter  into  the  kidney. 
Women  are  occasionally  affected  as  the  result  of  confinement  or 
rarely  it  may  arise  from  a  gonorrheal  urethritis.  Diseases  of 
the  ureteral  walls,  calculi  in  the  ureter  or  pelvis  of  the  kidney, 
flexion  or  twisting  of  the  ureter  from  a  movable  kidney  and 
pressure  upon  the  ureter  by  tumors  or  pelvic  adhesions  are 
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conunon  causes.  The  gravid  or  retrodisplaced  uteros,  an  en- 
larged or  prolapsed  spleen  are  rare  causes,  while  bladder  dia- 
eafies  which  affect  the  ureteral  orifices,  prostatic  enlargements 
and  urethral  strictures  must  also  be  regarded  as  factors. 

Patholoiy. — The  pathologic  changes  usually  reveal  a  dila- 
tation of  the  pelvis  of  the  kidney.  In  ease  of  prolonged  pres- 
sure the  kidney  may  become  atrophic.  The  pressure  of  the 
fluid  may  alao  change  the  structure  of  the  papillae,  the  tubules 
and  the  glomeruli.  The  mucous  membrane  is  at  first  thinned 
and  later  it  becomes  thickened  by  the  addition  of  oonnective 
tissue  which  may  also  pervade  the  renal  parenchyma.  The 
sac  which  forms  may  develop  a  nephydrotic  cyst  of  large  dimen- 
sions. The  fluid  usually  resembles  pale  urine,  the  specific 
gravity  is  low  and  the  reaction  may  be  alkaline.  Albumin, 
urea,  urie  acid  and  salts  are  detected.  In  cose  of  previous  in- 
flammatory conditions  the  urine  may  be  turbid.  Hydro- 
nephrosis is  usually  unilateral. 

Symptoms. — The  symptoms  depend  upon  the  rapidity 
with  which  the  renal  pelvis  is  filled.  When  this  develops 
slowly,  the  renal  pelvis  may  contain  a  large  amount  of  fluid 
-before  any  symptoms  suggest  it  When  it  develops  rapidly 
pain  is  oiten  severe  and  is  attended  by  a  sensation  of  weight 
and  dragging.  A  calculus  or  ureteral  twist  will  cause  sudden 
and  excruciating  pain.  Sudden  filling  of  the  bladder  when 
the  obstruction  is  removed  is  a  characteristic  sign.  Reflex 
gastric  disturbances  may  be  present  and  the  bowel  activity 
may  be  interfered  with.  In  case  of  suppuration,  chills,  fever 
and  sweats  are  added  to  the  symptomatology  while  pus  may 
be  detected  in  the  urine.  Uremia  is  always  a  possible  compli- 
cation. Paraplegia  has,  in  rare  instances,  existed  as  a  result 
of  pressure. 

IHatnosiB. — With  clearly  defined  symptoms  the  diagnosis 
may  not  be  difficult.  The  gradual  development  of  a  tumor  in 
either  flank  with  sudden  subsidence  of  the  same  on  free  evacu- 
ation of  urine,  together  with  a  regular  diminution  in  the 
voided  urine  are  characteristic  signs.  Palpation  may  detect 
a  fluctuating  mass  beneath  the  floating  ribs  which  may  be  mis- 
taken for  sarcoma  of  the  kidney  or  of  retroperitoneal  glands,  or, 
if  on  the  left  side,  it  may  be  regarded  as  an  enlarged  spleen. 
Tumor  of  the  gall-bladder  may  be  suspected  when  the  right 
kidney  is   affected.     When  hydronephrosis  exists   in  floating 
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kidney  it  may  be  mistaken  for  an  ovarian  cyst,  or  in  extensive 
dilatation  of  the  renal  pelvis,  it  may  be  mistaken  for  ascites. 
The  presence  of  the  colon  anterior  to  the  tumor  should  be  de- 
termined.   Aspiration  is  a  positive  means  of  diagnosis. 

ProtDOsis. — In  general  it  ia  an  nnfavorable  disease.  Com- 
pensation by  the  healthy  kidney  ib  favorable.  Removal  of 
the  affected  kidney  is  often  necessary.  A  bilateral  involve- 
ment is  serious  as  uremia  generally  develops.  Infection  of 
the  kidney  is  also  dangerous.  In  rare  instances  spontaneous 
recovery  may  follow  a  rupture  and  discharge  of  the  fiuid,  but 
this  is  rare. 

Treatment. — The  cause  must  be  removed  but  often  this 
is  impossible.  Surgical  interference  is  generally  essential. 
Aspiration  has  been  performed  but  as  the  obstruction  is  not 
removed  this  ia  rarely  successful.  In  the  case  of  women,  and 
less  often  men,  ureteral  catheterization  has  been  performed. 


PAtANEPHRIC  ABSCESS. 

An  abscess  involving  the  tissue  surrounding  the  kidney 
is  of  occasional  occurrence.  It  exists  as  the  result  of  exten- 
sion of  infection  from  the  renal  pelvis,  injury,  spinal  disease, 
pelvic  abscess,  empyema,  appendiceal  or  hepatic  abscesses,  and 
very  rarely  from  acute  infectious  fevers.  The  tuberculous 
process  in  the  kidney,  carcinoma  and  cysts  are  followed  by  a 
paranephric  abscess.  Some  cases  exist  without  any  traceable 
cause.  A  paranephric  abscess  may  invade  the  suprarenal  cap- 
sule. 

The  pus  causes  pain  and  bulging  in  the  lumbar  region, 
there  is  tenderness  to  touch,  and  in  advanced  cases  fluctuation 
may  be  detected.  The  pus  may  burrow  upward  and  pierce 
the  thorax  or  downward  and  develop  an  apparent  psoas  abscess. 
The  patient  is  usually  prostrated,  weak  and  emaciated  and  a 
septic  temperature  is  in  evidence.  In  some  instances  the  sub- 
jective symptome  do  not  indicate  the  development  of  an  abscess. 
The  spine  is  occasionally  fixed  and  the  patient  lies  in  bed 
with  the  limb  of  the  affected  side  drawn  up.  The  treatment 
is  purely  surgical. 
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CYSTIC  KIDNEY. 

Cyets  of  the  kidney  ate  either  congenital  or  acquired. 
The  congenital  cyats  frequently  Invade  both  kidneys  and  appear 
as  a  collection  of  cysts  massed  together  regardless  of  size  and 
shape  and  separated  by  fibrous  bands  or  strips  of  atrophied 
renal  tissue.  The  kidneys  are,  therefore,  greatly  enlarged  and 
during  intra-uterine  life  they  often  attain  an  enormous  size. 
The  cystic  contents  is  usually  a  clear  yellow  fluid,  though  it 
may  be  turbid,  reddish-yellow  or  dark  brown  in  color ;  it  has 
an  acid  reaction  and  holds  in  solution  urinary  salts,  blood, 
cholesterin  and  sometimes  uric  acid  and  urea.  While  the  true 
cause  of  these  cysts  is  unknown  they  are  supposed  to  be  caused 
by  the  dilation  of  the  renal  tubules  and  Bowman's  capsule, 
due  to  stenosis  in  the  urinary  tract  or  an  obliteration  of  the 
tubules  of  the  papillae.  Shattuck  maintains  that  they  are  due 
to  malderelopment  of  the  mesonephron.  It  is  possible  for  a 
child  to  live  some  time  even  when  suffering  with  these  cyats 
which  may  protrude  below  the  ribs  simulating  sarcoma,  hydro- 
nephrosis or  splenic  enlargement. 

The  cysts  which  are  observed  in  adult  life  assume  various 
forms.  Small  cysts  are  often  associated  with  the  contracted 
kidney  as  the  result  of  dilated  tubules  following  the  increase 
of  fibrous  tissue.  There  may  also  be  an  aggregation  of  small 
cysts  which  contain  clear,  cloudy,  thick  or  colloid  material. 
These  are  supposed  to  be  a  late  manifestation  of  congenital 
cysts  or  may  be  associated  with  a  similar  condition  of  the 
spleen  or  liver.  Uric  acid  calculi  in  the  tubules  have  also 
caused  cysts.  Cysts  which  vary  in  size  from  that  of  a  pea 
to  an  orange  may  often  develop  in  the  kidney  without  any 
interference  with  the  renal  function.  Solitary  cystic  adenoma 
may  rarely  project  from  the  renal  stirface  in  the  form  of  a 
globular  tumor.  On  section  various  small  cysts  separated  by 
fibrous  tissue  are  found  to  compose  this  mass.  Ecbinococcus 
cysts  are  occasionally  found  in  the  kidney. 

The  symptoms  of  congenital  cyst  of  the  kidney  are  often 
not  recognized  until  the  kidney  is  large  enon^  to  protrude 
from  its  natural  position.  As  the  renal  structure  is  grad- 
ually encroached  upon  and  supplanted  by  this  abnormal  growth 
the  signs  of  chronic  nephritis  are  apparent.  Uremia  may 
develop  suddenly  and  high  arterial  tension  with  cardiac  hyper- 
trophy may  be  manifested.     The  quantity  of  the  urine  may 
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be  increased  and  the  speoific  gravity  is  low,  while  the  normal 
solids  are  also  diminished.  An  essential  feature  of  the  urine 
in  cystic  kidney  is  blood.  A  slight  or  large  amount  of  albumin 
may  be  present  and  Clifford  Mitchell  discovered  the  presence  of 
acetosoluble  albumin.  Palpation  will  detect  a  large  rounded 
or  sponge-like  tumor  in  either  hypocbocdrium  or  on  both  sides. 
The  diagnosis  is  made  substantially  by  palpation.  The  prog- 
nosis is  always  unfavorable,  and  the  treatment  does  not  accom- 
plish anything.  Unilateral  cysts  have  been  successfully  oper- 
ated but  the  results  are  usually  unfavorable. 


NEW  GROWTHS  OF  THE  SIDNEY. 

Tumors  of  the  kidney  are  benign  or  malignant.  Of  the 
benign  tumors  are  the  adcTUimas  which  develop  in  the  renal 
cortex  in  tb©  form  of  small  nodular  masses.  They  may  be 
single  or  multiple,  rarely  attain  a  large  size,  and  may  have  a 
combined  cystic  formation.  Fibromas,  angiomas  and  lipomas 
are  also  found  in  the  kidney.  Papillomas  may  also  he  observed, 
though  rarely. 

Sarcomas  and  carcinomas  are  the  usual  malignant  growths, 
which  may  be  primary  or  secondary,  generally  the  latter.  Sar- 
coma is  the  more  common  form  and  frequently  it  is  of  con- 
genital origin  attaining  a  very  large  size  in  young  children. 
The  presence  of  striped  muscular  tissue  in  these  growths  points 
to  a  variety  of  tumor  known  as  rhabdomyoma  which  develops 
during  embryonic  life.  Alveolar  sarcoma  may  also  involve 
the  kidney.  Carcinoma  is  not  of  so  common  occurrence  and 
when  present  it  is  of  the  encepbaloid  variety.  It  may  rarely 
exist  as  a  primary  affection  starting  in  the  renal  tubules.  Nod- 
ular masses  may  develop  or  there  may  he  a  diffuse  infiltration, 
the  tumor  sometimes  attaining  a  large  size.  The  abnormal 
tissue  is  liable  to  undergo  softening,  and  hemorrhage  is  com- 
mon. The  renal  structure  is  liable  to  destruction  from  these 
new  growths  and  the  pelvis  of  the  kidney  may  be  decidedly 
encroached  upon.  The  pyramids  are  affected  later  than  the 
cortex. 

Symplomt. — In  case  of  benign  growths  the  symptoms  are 
not  marked  unless  they  are  large  enough  to  produce  pressure. 
When  this  takes  place,  pain,  starting  in  the  lumbar  region,  may 
extend  along  the  course  of  the   lumbo-sacral,   genito^urinary 
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and  aciatic  nerves.  There  may  be  only  a  sense  of  preasore 
or  dragging  in  the  lumbar  region.  Malignant  tumors  ib.&j  give 
rise  to  an  early  sense  of  pain  on  the  affected  side.  Hematuria 
IB  an  early  and  constant  sign.  It  may  occur  as  hemorrhage 
so  profuse  as  to  cause  marked  exhaustion  and  anemia,  or  it 
may  appear  only  as  clots,  which  cause  pain  when  they  are 
expelled,  or  as  casts  of  the  ureter  or  pelvis  of  the  kidney. 
The  blood  asitally  appears  at  irregular  intervals  and  is  often 
so  slight  that  it  may  he  overlooked.  When  clots  accumulate 
in  the  bladder,  vesical  irritation  is  liable  to  take  place.  The 
urine  from  the  healthy  kidney  may  be  found,  by  ureteral  cath- 
eterization, to  be  perfectly  normal.  Cancerous  cachexia  is  a 
valuable  sign  as  the  malignant  tumor  develops.  Progressive 
loss  of  flesh  is  another  very  suggestive  sign.  Anorexia,  nausea, 
vomiting  and  other  reflex  disturbances  together  with  an  increas- 
ing pallor  will  call  attention  to  the  organic  development. 

The  physical  signs  are  not  always  appreciable.  As  the 
organic  growth  assumes  large  dimensions  the  tumor  may  be 
palpable  in  either  flank.  This  is  usually  possible  in  the  adrenal 
sarcoma  or  carcinoma  as  both  may  attain  a  large  size.  To 
the  sense  of  touch  the  tumor  is  hard  and  either  smooth  or 
lobulated.  In  medium  sized  growths  the  outline  of  the  kid- 
ney may  be  preserved.  In  the  large  renal  growths  which 
occur  in  children  the  abdomen  is  greatly  enlarged  while  the 
prominent  veins  and  the  abnormal  pulsations  are  guiding  symp- 
toms. Percussion  dulness  is  noticed  over  the  hardened  mass 
though,  in  medium  sized  tumors,  colon  tympanites  is  detected 
over  the  growth.  Respiration  usually  does  not  displace  the 
tumor. 

Diagnosis. — The  presence  of  a  tumor  in  the  lumbar  and 
lower  lateral  region  is  a  prominent  diagnostic  sign.  Local 
pain,  hematuria,  loss  of  flesh  and  the  cancerous  cachexia  are 
additional  symptoms.  The  very  slight  mobility  on  respiration 
and  the  tympanitic  colon  in  front  of  the  tumor  are  also  char- 
acteristic points  for  diagnosis.  Differential  diagnosis  is  often 
difficult.  In  hepaiic  growths  the  tumor  moves  freely  with 
respiration,  the  area  of  dulness  reaches  a  higher  limit  and  other 
signs  of  hepatic  disturbance  are  usually  present  In  a  renal 
tumor  on  the  right  side  there  is  generally  a  tympanitic  area 
between'  this  and  the  liver.  In  splenic  growths  the  splenic 
notch  and  edge  are  often  distinguished  and  there  is  no  colon 
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tympany  over  the  tumor.  Pelvic  growths  develop  from  below 
upward  and  in  women  a  vaginal  examination  usually  confirms 
itfl  location.  Retroperitoneal  sarcoma  of  large  size  is  usually 
more  firmly  fixed  and  centrally  located. 

ProCnoils  and  Treatment.— A  fatal  termination  is  always 
to  be  expected.  Removal  of  the  kidney  may  be  successfully 
accomplished  when  the  growth  is  small.  If  metastasis  has 
not  taken  place  life  may  thereby  be  prolonged.  The  treat- 
ment otherwise  is  symptomatic  and  supportive. 


DISEASES  OF  THE  BLADDER. 

CYSTITIS. 

This  is  an  inflammation  of  the  mucous  membrane  of  the 
bladder  which  is  recognized  as  acute  or  chronic  and  is  fre- 
quently due  to  infectious  origin. 

Etiolefy. — The  patht^nic  bacteria  which  excite  cystitis 
include  the  goiiococcua,  the  proteiis  vulgaris,  the  streptococci, 
the  staphylococcus  pyogenes,  the  bacillus  tuberculosis  and  the 
bacillus  coli  communis.  The  typhoid  bacillus  and  other  in- 
fective agents  may  less  commonly  be  the  exciting  causes.  Pac- 
tors  which  favor  the  development  of  micro-organisms  such  as 
exposure  to  cold,  retention  of  urine,  the  presence  of  stone  or 
other  foreign  bodies,  and  traumatism  may  be  regarded  as  pre- 
disposing. Vesical  irritation  is  often  caused  by  the  internal 
use  of  such  drugs  as  cantharides,  capsicum,  turpentine,  copaiba, 
etc.  The  use  of  unclean  catheters  and  sounds  is  a  frequent 
cause  of  cystitis,  but  observance  of  surgical  cleanliness  and 
asepsis  has  to  a  great  extent  overcome  this  danger.  Adjacent 
inflammation,  like  urethritis  or  prostatitis,  may  favor  the  recep- 
tion of  a  bladder  infection  by  inflammatory  extension. 

Palholoty. — Mild  cases  show  scarcely  any  appreciable 
change  in  the  mucous  membrane.  In  other  instances  it  is 
covered  with  mucus  or  muco-pua.  In  some  cases  the  neck  of 
the  bladder  and  the  prostatic  urethra  are  alone  affected.  Some- 
times the  bladder  is  "ribbed"  as  the  result  of  straining.  In 
chronic  cases  there-  is  a  tendency  toward  thickening  of  the 
walls  of  the  bladder.  In  the  more  severe  inflammations,  which 
give  rise  to  a  putrid  urine,  patches   of  false  membrane  are 
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interspersed  over  the  mucous  membrane,  the  bladder  wall  also 
being  infiltrated  and  undermined  with  pus.  This  has  been 
defined  as  a  phlegmonous  or  diphtheritic  cystitis;  as  a  result 
of  this,  urethral  and  perineal  infiltration  may  take  place, 
Paracyetitia  occurs  when  the  inflammation  invades  the  pelvic 
connective  tisane. 

Symptoms. — While  the  symptomatology  varies  according 
to  the  suddenness  and  the  severity  of  the  symptoms  it  is  pos- 
sible to  recognize  a  difference  between  the  acute  and  the  chronic 
condition.  At  the  same  time  these  symptoms  are  so  closely 
affiliated  that  a  separate  consideration  of  the  two  forms  is 
not  essential.  Frequency  of  micturition  is  an  early  and  char- 
acteristic symptom  which  varies  according  to  the  intensity  of 
the  inflammation.  Often  this  takes  place  with  such  frequency 
that  it  seems  almost  incessant  and  in  many  instances  it  is 
attended  by  extremely  painful  tenesmus;  with  a  subsidence 
of  the  inflammation  this  symptom  gradually  disappears.  -In 
severe  cases  tenderness  over  the  bladder  is  elicited  and  may 
assume  the  character  of  actual  pain  on  pressure.  Vaginal  and 
rectal  palpation  will  usually  reveal  this  tenderness  and  cathe- 
terization always  develops  it.  In  calculous  cystitis  motion  and 
urination  usually  cause  pain. 

A  moderate  fever  (100''-102°  F.)  is  usually  present  in 
the  acute  forms  and,  should  the  disease  partake  of  the  diph- 
theritic character,  the  temperature  may  go  higher  and  he  at- 
tended by  chills  and  sweats.  The  temperature  of  the  later 
stages  will  vary  according  to  the  degree  of  sep>sis  and  the 
absorption  of  putrid  matter. 

The  urine  may  vary  in  each  case  but  as  soon  as  voided  it  is 
cloudy.  In  the  early  stage  mucus  mixed  with  pus  gives  it 
a  glairy  and  stringy  character  and  this  increases  with  the 
severity  of  the  condition.  The  reaction,  when  the  urine  is 
first  voided,  is  acid  or  slightly  alkaline,  except  in  cases  of 
retention  with  decomposition,  when  the  alkalinity  is  marked. 
This  is  "due  to  the  formation  of  ammonium  carbonate  out  of 
the  urea,  the  result  of  the  operation  of  bacteria."  The  pres- 
ence of  muco-pua  makes  the  passage  of  urine  difficult.  Should 
calculous  cystitis  exist,  blood  is  liable  to  be  a  constant  factor, 
and  in  the  severe  diphtheritic  form  of  cystitis,  gangrenous  blad- 
der tissue  may  also  he  voided.  When  there  is  extreme  exfolia- 
tion of  the  vesical  mucosa,  toxemic  manifestations  are  possible 
and  a  typhoid  state  may  ensue. 


Dlafnoiil. — Acute  prostaiiiis  must  be  ilifferentiated  from 
acute  cystitia.  In  prostatitis  the  tumor  in  the  rectum  and  the 
less  cloudy  urine  will  settle  the  doubt.  There  may  be  instaneee 
in  which  the  two  are  combined.  These  are  usually  of  specific 
origin  and  the  history  of  the  case  will  be  of  guiding  value. 
Pyeliiia  independent  of  or  associated  with  cystitis  is  not  easy 
to  differentiate.  In  the  former,  however,  tenderness  over  the 
renal  region  may  be  contrasted  with  the  tenderness  over  the 
bladder  in  the  case  of  cystitis.  The  act  of  micturition  is  usu- 
ally painless  in  pyelitis  and  the  twenty-four  hours'  urine  is 
increased.  Also  when  the  pus  comes  from  the  pelvis  of  the 
kidney  there  is  some  intermission  in  the  purulent  discharge. 
Calculous  cystitis  will  be  characterized  by  the  increase  of  pain 
from  motion  or  at  the  end  of  micturition  while  the  urinary 
discharge  is  often  suddenly  interrupted  and  blood  is  observed 
in  the  urine.  The  use  of  the  stonfrsearcher  will  usually  con- 
firm the  diagnosis  of  vesical  calculus. 

Pro^osil. — This  depends  decidedly  upon  the  character 
of  the  attack.  Acute  cases  may  respond  to  early  treatment 
but  the  chronic  cases  are  slow  to  yield  to  any  medicinal  meas- 
ures. The  cause  must  invariably  be  removed  and  to  accom- 
plish this  often  requires  the  services  of  a  surgeon,  particularly 
when  a  calculus  is  present.  An  enlarged  prostate  will  also 
demand  surgical  measures. 

Trcatmeat. — In  acute  cystitis  the  symptoms  are  relieved 
by  early  treatment.  The  patient  should  be  placed  in  bed  and 
copious  libations  of  water  should  be  prescribed.  Milk  diluted 
with  seltzer  is  a  useful  agent  in  this  respect.  Some  advise  the 
associate  administration  of  potassium  bicarbonate  (grs.  15-20) 
three  or  four  times  daily.  Alkaline  waters  may  be  prescribed 
as  needed.  Diluent  drinks  like  flaxseed,  buchu,  slippery-elm 
and  couch  grass  are  advised  by  E,  M.  Bruce.  The  diet  should 
be  bland,  meats  and  highly  seasoned  foods  being  excluded. 
Asparagus,  anions  and  rhubarb  are  usually  objectionable. 
Alcoholic  and  malt  drinks,  tea  and  coffee  should  not  be  allowed. 
Boric  acid  (grs.  5-10)  may  be  used  two  or  three  times  daily 
for  its  antiseptic  effect  and  to  render  the  urine  acid  if  it 
is  alkaline.  Cystogen  (grs.  5)  and  urotropin  (grs.  5)  have 
also  been  employed  with  this  object  in  view.  These  should 
be  followed  with  a  copious  draught  of  water.  When  pain 
and  tenesmus  are  severe,  opium  in  suppository  (grs.  1/4-1) 
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may  be  introduced  into  the  rectum,  or  the  hjpodennatic  use 
of  morphin  (gr.  1/4)  may  be  demanded  to  relieve  the  ex- 
treme suffering.  Local  treatments  should  be  avoided  in  acate 
cystitis.  An  ear  of  boiled  corn,  covered  with  flannel  and 
applied  over  the  perineum  often  gives  great  relief. 

The  remedies  which  are  aervieeable  in  acute  cystitis  are 
to  be  administered  according  to  their  indications.  Aconite,  bel- 
ladonna, cantharis,  stigmtUa  maj/dix,  cktmapkila,  gelsemium, 
pvlsatUUij  verhaseum,  triticum  repent,  cannabis  sativa,  dul- 
camara and  terebinth  are  of  frequent  service,  Mercurius  cor- 
rosivtts,  hydrastis  and  methylene  blue  are  of  value  as  the  more 
acute  symptoms  begin  to  subside. 

Treatment  of  chrome  cystitis  does  not  offer  the  encourag- 
ing prospect  which  may  be  entertained  in  the  management  of 
acute  cases.  The  presence  of  the  irritating  urine  in  the  blad- 
der is  always  antagonistic  to  any  treatment.  The  presence 
of  mucua  and  pus  as  well  as  the  bacteria  ia  not  overcome  with 
ease.  The  irritating  quality  of  the  urine  may,  in  a  degree, 
be  lessened  by  the  free  use  of  diluents  and  the  free  drinking 
of  pure  spring  water  always  favors  an  improvement.  The 
alkalinity  of  the  urine  is  increased  by  the  indiscriminate  em- 
ployment of  alkalinea.  In  order  to  make  alkaline  urine  acid 
benzoic  acid  (gra.  5)  four  to  six  times  daily  is  valuable,  while 
boric  acid  (grs.  2-5)  has  also  been  adviaed.  The  internal  ad- 
ministration of  drugs  to  accomplish  this  purpose  is  not  re- 
garded with  the  favor  which  was  entertained  in  the  past. 

The  various  infusions  which  are  employed  accomplish 
little  more  than  diluent  action.  Buchu,  pareira  brava.  uva 
ursi,  triticum  repens,  hydrangea  and  various  litbia  compounds 
have  been  used.  Balsam  of  copaiba  and  sandal-wood  oU  (m. 
5-10)  have  been  assiduously  employed  only  to  cause  in  many 
cases  disturbance  of  the  stomach.  Urotropin  (grs.  5),  al- 
though it  has  its  objections,  ia  perhaps  of  greater  service. 
Boric  acid  and  benzoic  acid  (grs.  5-10)  are  of  some  practical 
use  for  their  antiseptic  effect  in  the  chronic  cases.  Besorcin 
(grs.  5-10),  naphtkalin  (grs.  2)  and  salol  (grs.  5-10)  three 
or  four  times  daily  have  also  been  advised. 

Vesical  irrigation  is  our  only  method  for  applying  medi- 
cation directly  to  the  bladder.  This  is  to  be  performed  by 
rhe  Burr  apparatus  under  the  strictest  aseptic  precautions  or 
by  means  of  a  soft  rubber  catheter  which  is  connected  with 
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a  graduated  glass  funnel,  syphonage  being  accomplislied  hy 
alternate  elevation  and  depression  of  the  funnel  which  con- 
tains the  irrigating  fluid.  Sterilized  water,  boracic  acid,  nor- 
mal salt  solution  {gri.  40-60  to  the  pint)  or  a  solution  of  per- 
manganate of  potash  (1 :8000  or  1 :4000)  or  a  non-alcoholic  col- 
fyrlesa  hydrastis  solution  may  be  used.  The  irrigation  should 
be  thoroughly  performed,  not  more  than  once  or  twice  daily, 
according  to  the  demands  of  the  case.  Veeic<d  medication  may 
be  attained  by  means  of  the  funnel  after  the  irrigation,  the  rem- 
edy being  dissolved  in  a  pint  of  water  and  allowed  to  run  in  and 
out  of  the  bladder  slowly.  A  very  weak  silver  nitrate  solution 
or  zinc  sulphate  (1:5000)  or  saturated  solution  of  boracie  acid 
is  often  employed.  These  must  be  used  with  great  caution, 
as  a  diseased  bladder  absorbs  drugs  with  great  rapidity.  When 
these  measifres  fail  permanent  drainage,  by  suprapubic,  peri- 
neal, or  vesicovaginal  incision,  may  be  demanded. 

Some  physicians  use  the  salicylate  of  sodium  (dram  1 
to  the  pint  of  water)  for  the  irrigation  in  place  of  the  more 
active  remedies  while  some  substitute  alum  for  the  salicylate, 
a  much  weaker  solution  being  used.  When  there  is  an  en- 
larged prostate,  catheterization  is  essential  to  remove  the  urine 
and  the  irrigation  should  follow  this  procedure. 

The  intermd  remedies  which  are  useful  will  include  aside 
from  those  mentioned  under  the  treatment  of  acute  cystitis, 
buchu,  chimaphUa,  cquisetum,  aaparagin,  benzoic  acid,  apia, 
sarsaparilla,  berberis  vulgaris  and  nitric  acid. 

Stone  in  the  Bladder. — The  formation  of  stone  in  the 
bladder  pertains  to  the  conditions  already  defined  under  the 
subject  of  nephrolithiasis.  The  symptoms  are  practically  those 
of  cystitis.  The  occasional  presence  of  blood  in  the  urine, 
the  retention  of  urine,  the  pain  which  occurs  during  urination 
with  stoppage  of  the  stream  and  the  discovery  of  the  calculus 
by  means  of  a  sound  are  the  chief  signs  of  ite  existence.  The 
treatment  ia  essentially  surgicaL 


NEOPLASMS  or  THE  BUDDES. 

Primary  new  growths,  either  benign  or  malignant,  are 
of  rare  occurrence  in  the  bladder.  Secondary  neoplasms  exist 
more  frequently,  carcinoma  of  papillomfttons  formation  being 
most  coBomon.     Sarcomatous,  fibromatous  and  cystic  growths 


.lOOglc 


880  DISEASES   OF    THE    URINARY    SYSTEM. 

are  lees  frequently  found.  The  symptoms  are  generally  de-. 
fined  by  hemorrhage,  frequent  micturition,  pain  and  the  occa- 
sional discharge  of  tissue  fragments.  The  cystoscope  is  an 
important  aid  to  diagnosis  though  in  advanced  cases  the 
cachexia  is  in  evidence.  When  it  is  a  secondary  neoplasm 
the  suspicion  of  avesical  tumor  will  be  suggested  by  a  knowl- 
edge of  a  primary  growth  elsewhere  plus  the  bladder  symp- 
toms just  suggested.  The  prognosis  is  unfavorable  but  de- 
pends upon  the  nature  of  the  growth.  The  treatment  must 
be  surgicaL 


VESICAL  HEHOSKHAOE. 

Vesical  hemorrage  is  a  symptom  of  malarial  hematuria, 
leukemia,  nephrolithiasis,  carcinoma  and  stone  in  the  bladder. 
It  may  occur  independently  of  these  conditions  when  there  is 
a  varioosed  condition  of  its  vessels.  The  hemorrhage  is  in- 
variably profuse  and  sometimes  fatal.  Cyatoscopic  examina- 
tion will  aid  the  diagnosis  but  a  copious  hemorrhage,  with 
the  other  causes  excluded,  will  suggest  this  diseased  condition. 
The  prognosis  is  generally  favorable  if  treatment  is  prompt. 
This  is  mainly  local.  Irrigation  of  the  bladder  with  astrin- 
gent solutions  is  indicated  and  the  internal  use  of  hamatnelis, 
secale,  geranium,  red-gum  and  adrenalin  ehlortd,  or  similar 
remedies,  are  often  sufficient  to  stop  the  hemorrhage. 


NEUROSES  or  THE  BLADDEB. 

Vesicil  Irritability. — Aside  from  the  condition  of  vesical 
paralysis  which  may  exist  as  the  result  of  organic  cord  diseases, 
we  find  some  disturbances  as  the  result  of  neuroses.  Bladder 
irritability  ia  an  hyperesthetic  state  of  the  vesical  trigone 
without  any  local  pathologic  condition  or  any  discoverable 
organic  cause  back  of  it.  It  occurs  among  those  of  neurotic 
or  hysteric  tendencies  and  the  symptoms  which  define  these 
states  are  usually  discovered  upon  a  careful  examination.  It 
is,  therefore,  observed  among  those  who  are  overworked,  while 
reflex  influences  are  frequently  discovered.  Thus  gastro-intes- 
tiual  and  genital  disorders  are  often  at  fault,  while  the  hypo- 
chondriacal state  and  melancholia  are  the  extreme  factors  which 
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encourage  it.  Some  of  the  acute  infectiona  m&y  be  the  under- 
Ijing  etiologic  factors.  The  irritability  conunonly  arises  from 
disturbances  of  neighboring  parts  as  the  urethra,  ureter,  vagina, 
rectum  and  generative  organs. 

Symptoms. — Frequency  of  micturition,  with  vesical  and 
rectal  tenesmus,  is  the  most  constant  symptom  and  this  may 
be  attended  by  some  pain.  The  passage  of  urine  does  not 
generally  relieve  the  irritability  or  pain.  A  sense  of  weight 
or  pressure  in  the  pubic  region  is  usually  an  additional  com- 
plaint. A  spasm  at  the  neck  of  the  bladder  may  occasionally 
overcome  the  voiding  of  urine.  The  character  of  the  urine  is 
normal  but  it  is  frequently  increased  in  amount.  This  dis- 
ease should  not  be  confounded  with  cystitis  and  the  prognosis 
ip  favorable. 

Treatmenl. — The  neurasthenic  cause  must  be  removed 
and  the  patient  must  be  compelled  to  keep  quiet  In  addi- 
tion to  this  the  diet  must  be  carefully  regulated  and  the  habits 
which  may  induce  it  must  he  corroctsd.  The  remedies  which 
are  indicated  are  mentioned  under  the  subject  of  neurasthenia. 
The  polyuria  may  be  checked  by  the  application  of  a  belladonna 
plaster  over  the  region  of  the  kidneys  t(^ther  with  the  internal 
administration  of  etna  tincture.  Myogeyamus,  convum,  ferrum 
phos.,  and  piper  methysticum  are  useful  remedies. 

Enoreais. — Inability  to  retain  the  urine  may  arise  from 
several  causes.  These  may  be  paralytic,  when  the  sphincteric 
center  is  involved  by  cord  lesions,  or  irritative,  when  calculus, 
cystitis  or  parasites  are  present,  or  mechanical,  when  there 
is  overdistention  of  the  bladder  or  pressure  exists.  The  cause 
may  be  spasmodic  when  there  is  an  overaction  of  the  compres- 
sor muscle  with  diminished  vesical  capacity.  Nocturnal  enure- 
sis \&  a.  form  which  appears  in  young  and  neurotic  children. 
This  is  often  reflexly  induced  by  phimosis,  contraction  of  the 
meatus,  a  hooded  clitoris,  or  ascarides.  It  is  also  a  manifes- 
tation of  nocturnal  epilepsy  or  incipient  cord  or  brain  diseases. 
Diabetes  must  be  looked  for  in  enuresis  with  polyuria. 

The  treatment  depends  upon  the  cause,  which  must  always 
be  removed.  The  general  health,  the  surrounding  influences 
and  the  habits  always  need  careful  attention.  Hygienic  care 
is  essential  and  the  pride  should  always  be  appealed  to  while 
the  habit  may  sometimes  be  broken  by  proper  discipline.  Goa- 
stipation  should  always  be  corrected.     Sleeping  on  a  hard  mat- 
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tress  or  with  a  towel  knotted  over  the  lumbar  region  is  often 
effective- 
There  are  many  homeopathic  remedies  which  may  be  used 
succefisfully  in  these  cases  depending  of  course  upon  the  cause 
and  the  symptomatology.  Benzoic  acid  in  the  third  decimal 
potenoy  has  served  me  better  than  any  other  remedy.  Pul- 
aatilla  is  particularly  useful  in  nocturnal  enuresis  or  when 
there  is  a  tendency  to  dribbling  of  the  urine  during  the  day- 
time. Equiaetum  also  pertains  to  nocturnal  enuresis  but  it 
ia  more  useful  in  older  children.  Apis  may  be  used  when 
there  is  burning  and  soreness  following  the  discharge  of  urine 
and  the  stinging  pain  ia  also  recognized.  Gina  is  naturally 
thought  of  when  worms  are  at  fault,  while  arsenieum,  ignaiia, 
niix  vomica  and  similar  remedies  may  be  employed  for  gastro- 
intestinal irritations.  Gelaemium  refers  to  a  bladder  paraly- 
sis with  nervous  causes  underlying.  Belladonna  applies  to  that 
class  of  patients  who  are  rratless  at  night  and  start  in  their 
sleep  at  any  unusual  noise.  Valerianate  of  ammonia,  agari- 
cin,  picric  acid,  asafetida,  moschua  and  many  other  remedies 
may  be  indicated.  Hypnotics  may  be  required  in  severe  and 
protracted  cases.  Rhus  arorruUica  has  often  been  found  very 
serviceable  in  this  condition. 

Retention  of  Urine. — Nei-vous  retention  occurs  in  hysteria 
and  from  any  excessive  excitement  in  neurotic  patients.  Some- 
times the  urine  can  not  be  voided  in  the  presence  of  others. 
It  occurs  after  serious  nervous  shock  when  the  bladder  is 
temporarily  unable  to  contract  upon  its  contents  with  sufficient 
force  to  relieve  it.  When  the  urine  remains  a  long  time  in 
the  bladder  decomposition  takes  place  and  cystitis  may  follow. 
The  treatment  will  include  the  restoration  of  the  normal 
nervous  state,  the  relief  of  any  local  excitement  and  the  em- 
ployment of  indicated  remedies. 
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DISEASES  OF  THE  PERIPHERAL  NERVES. 


NEURITIS. 


The  peripheral  nerves  are  subject  to  infiammatory  inva- 
eion  which  is  termed  neuritis.  This  mav  affect  the  nerve- 
sheath  or  the  septa  between  the  fasciculi.  When  the  inflam- 
mation affects  the  nerve-fibree  chiefly,  and  takes  on  the  degen- 
erative proceee,  it  is  termed  parenehymatoica  neuritis.  When 
the  inflammation  extends  from  adjoining  structures  the  sheath 
alone  is  affected  and  it  is  termed  perineuritis.  Neuritis  is 
either  focal  or  diffuse  and  when  several  nerves  are  involved 
it  is  called  multiple  neuritis. 

Focal  Neuritis.— Etlolotfy. — Compression  or  contusion  arc 
frequent  etiologic  factors.  Thus  fractures,  dislocations,  mus- 
cular strain  and  wounds  may  be  the  inciting  causes.  Exposure 
to  cold  and  extension  of  inflammation  by  contiguity  also  cause 
this  disease.  Micro-organisms  and  aittotoxcmias  have  an  ett- 
ologic  influence. 

Pafholofir. — The  inflamed  nerve  is  usually  red  and  swol- 
len; its  sheath  is  also  involved  and  shows  round-cell  infiltra- 
tion. The  inflammatory  and  degenerative  process  is  generally 
confined  to  the  area  of  the  lesion,  though  in  case  of  a  severe 
contusion  it  may  take  Uie  form  of  a  descending  d^eneration, 
while  in  case  of  infected  wounds  the  neuritis  may  extend  up- 
ward. Distinct  tumors  are  sometimes  observed  on  the  affected 
nerve. 

Symptoms. — The  onset  is  usually  abrupt  and  pain  is  then 
an  early  symptom.     This  is  confined  to  the  site  of  the  inflam- 
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matioD,  tenderness  being  detected  on  preBsure  over  the  nerve- 
trunk  and  its  distribution.  Pain  ia  invariably  increased  by 
muscular  action.  Paresthesia,  hyperesthesia  and  often  dimin- 
ished senBitiveness  may  exist  over  the  cutaneous  area  involved. 
After  degeneration  b^ins  skin  anesthesia  is  present  over  the 
affected  part.  These  sensory  disturbances  are  uniform  and 
constant.  Impairment  of  motion  is  observed  in  the  muscles 
supplied  by  the  affected  nerve.  This  may  amount  to  a  com- 
plete paralysis.  Contractures  and  fibrillary  twitching  are  often 
.  detected  and  the  reaction  of  degeneration  will  be  found  as  the 
trophic  loss  becomes  extreme.  Atrophy  and  other  trophic 
changes  will  be  evidenced  as  the  disease  progresses.  When  both 
motor  and  sensory  nerves  are  involved  the  symptoms  will  rep- 
resent a  combined  motor  and  sensory  perversion.  Constitii- 
tional  symptoms  are  rarely  present. 

IHafnosii  and  Progaosls. — The  diagnom  will  be  estab- 
lished by  a  careful  study  of  the  foregoing  symptoms.  The 
prognosis  is  usually  favorable  if  prompt  and  energetic  treat- 
ment is  applied.  The  removal  of  the  irritating  cause  usually 
cures  the  disease.  A  slight  neuritis  responds  to  rest  and  the 
indicated  remedy.  Traumatic  cases  improve  more  promptly 
than  those  caused  by  extending  inflammations.  An  upward  ex- 
tension of  the  neuritis  is  unfavorable.  A  d^enerative  lesion 
is  slow  to  heal  and  always  gives  an  unfavorable  outlook. 

Trealment. — Rest,  warm  applications,  removal  of  the  in- 
citing cause,  and  immobilization  of  the  involved  muscles  are 
demanded  in  the  early  treatment.  Later,  massage  and  elec- 
tricity should  be  employed.  Anodynes  are  necessary  when 
pain  is  severe.  Aconite,  belladonna,  hypericum,  arnica,  calen- 
dula, bryonia,  gelsemium,  rhododendron,  rhtts  tax  and  similar 
remedies  are  required.  Later  agaricin,  zinc  phos.,  mercurius, 
aurum  mur.,  arsenicum  iodid  and  other  iodida  are  required. 


MULTIPU  NEURITIS. 


Multiple  neuritis,  polyneuritis,  beri-beri  or  kakke  refers 
to  the  inflammatory  invasion  of  several  nerves,  the  affection 
often  appearing  simultaneously  in  various  parts  of  the  body. 

EtlolofT. — The  cause  of  multiple  neuritis  is  traced  to 
toxic  substances  like  lead,  alcohol,  arsenic,  mercury,  etc.,  which, 
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introduced  into  the  Bystem,  oxert  their  poisonous  force  upon 
the  nerves ;  or  it  may  be  due  to  autotoxemias  which  frequently 
attend  diabetes,  nephritis  and  intestinal  disturbances.  The 
infections,  like  typhoid,  the  exanthemata,  erysipelas,  influenza, 
rheumatism,  diphtheria,  etc.,  are  also  direct  causes,  while  syph- 
ilis and  tuberculosis  particularly  predispose.  The  cachexias 
frequently  incite  it,  in  old  age  it  attends  arteriosderosis  and 
certain -occupationB  may  favor  it. 

PatholofT* — The  pathology  is  observed  io  the  structure  of 
the  nerve  and  extends  upward,  the  root  rarely  being  affected, 
Id  the  mild  form  the  degeneration  simulates  that  which  is 
secondary  to  traumatism,  but  in  the  more  severe  form  inter- 
stitial inflammation  and  degeneration  are  in  evidence  and  are 
usually  diffuse.  When  the  interstitial  inflammation  is  pro- 
nounced slight  hemorrhage,  exudation  and  leukocytes  are  ob- 
served about  the  vessel  walls.  Atrophy  of  the  muscles  involved 
and  occasionally  interstitial  myositis  are  recognized.  When 
the  inflammatory  process  continues  to  any  extreme  the  nerve 
fibres  degenerate,  a  connective  tissue  supplanting  them.  The 
antefior  horn  cells  may  infrequently  show  signs  of  the  degen- 
erative process  and  there  may  be  a  similar  though  slight  in- 
volvement in  the  posterior  and  lateral  columns.  The  cells  of 
the  cerebral  cortex  may  display  atrophic  de^neration,  particu- 
larly in  the  case  of  alcoholic  poisoning.  As  a  rule,  however, 
the  cerebral  and  spinal  cord  changes  are  not  marked. 

SyinptOlDS. — Weakness  of  the  lower  extremities  and  some- 
times the  upper  exists  for  several  weeks  before  the  patient  be- 
gins to  complain  of  numbness,  a  burning  sensation  in  the 
hands  and  feet  and  other  paresthesiae.  There  is  usually  some 
evidence  of  mental  confusion  and  occasionally  insomnia.  A 
sudden  onset  may  characterize  the  symptomatology,  the  patient 
often  suffering  with  such  pain  in  the  legs  and  feet  that  it  is 
necessary  to  go  to  bed  for  relief.  A  slight  fever  (102°-104'' 
F.)  exists  for  a  time,  but  this  is  not  long  lasting.  The  pains 
and  weakness  in  the  limbs  constantly  increase,  compelling  the 
patient  to  take  to  his  bed.  Edema  and  redness  of  the  skin, 
together  with  other  signs  of  trophic  and  vasomotor  disturbance, 
are  frequently  early  symptoms.  By  the  end  of  two  weeks  the 
anterior  tibials  are  completely  paralyzed,  while  the  extensors 
of  the  hands  are  also  considerably  affected.  Other  muscles  are 
soon  involved,  the  pain  becomes  more  diatreBsing  and  atrophy 
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begins.  The  motor  cranial  nerves  are  occasionaUy  afFe«t«d. 
In  at  least  two  weeks  more  a  complete  paraplegia  existe ;  foot 
drop  is  marked,  wrist  drop  is  more  or  less  in  evidence,  while 
muscular  atrophy  is  more  advanced  and  the  feet  are  usually 
swollen.  The  knee  and  elbow  reflexes  are  always  lost;  this 
is  sometimes  true  of  the  skin  reflexes.  The  temperature  and 
pain  sense  are  impaired  and  retarded,  tactile  anesthesia  is  rec- 
ognized and  hyperalgesia  is  often  pronounced.  Anesthetic 
patches,  perversion  of  the  muscular  and  articular  senses,  always 
in  the  pseudo-tabetic  type,  are  other  characteristic  symptoms. 
The  pain  continues  constantly  and  may  respond  to  no  medi- 
cation. 

The  nerve  changes  are  manifested  in  the  loss  of  their 
irritability;  the  muscles  show  a  partial  and  oft«n  complete 
reaction  of  d^neration  and  an  early  loss  of  faradio,  and 
lessening  of  galvanic,  irritability.  The  pneutnogastric  nerve 
is  frequently  affected,  giving  rise  to  cardiac  excitement  and 
respiratory  disturbances.  The  sphinciera  are  involved  only 
temporarily,  if  at  all.  Mental  disturbances,  characterized  by 
a  low  muttering  delirium  or  confusional  insanity  of  short  dura- 
tion, are  infrequently  observed.  The  active  features  of  the 
disease  are  limited  to  two  or  three  weeks  when  it  usually 
assumes  a  chronic  stage  with  occasional  acute  exacerbations 
which  may  be  as  severe  as  the  primary  attack.  The  typical 
alcoholic  cases  suffer  from  extreme  exhaustion  and  are  liable 
to  die  from  intercurrent  disease.  In  diphtheritic  neuriils 
throat  symptoms  are  prominent,  the  muscles  of  the  throat  and 
also  the  eye  being  temporarily  paralyzed  while  the  extremities 
are  only  slightly  affected. 

The  motor  symptoms  of  a  typical  multiple  neuritis  are 
characterized  by  a  quadruplegia ;  in  the  alcoholic  form  the  foot 
drop  is  as  distinctive  as  the  wrist  drop  is  characteristic  of 
lead  poisoning.  It  is  a  peripheral  paralysis  in  which  the  feet, 
legs,  hands  and  forearms  are  chiefly  affected.  The  muscles 
become  weak,  flabby  and  atrophic.  The  early  loss  of  faradic 
and  galvanic  reaction  is  a  characteristic  differentiation  from 
similar  diseases.  Galvanic  reaction  being  lost  last,  this  irri- 
tability returns  first  in  case  of  improvementi  Contractures 
may  appear  if  the  paralysis  lasts  long  during  the  chronic  stage. 
Acote  Pernicious  Mnltlple  Neuritis. — ^Dana  describes  a 
form  of  pernicious  neuritis  which  "develops  suddenly,  devel- 
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ops  rapidly  and  causes  death  in  a  few  days."  In  addition  to 
the  ordinary  neurotic  symptoms  the  cardiac  and  respiratory 
centers  are  involved,  this  being  the  cause  of  death.  The  caus- 
ative factor  is  supposed  to  be  some  form  of  sepsis  and  the 
pathology  is  characterized  by  interstitial  and  hemorrhagic 
changes.     The  anterior  horn  eelle  are  also  involved. 


NEUROMAS. 


Neuromas  are  classified  as  nerve  hyperplasia,  and  also  as 
true  and  false  neuromas.  Hyperplasia  or  hypertrophy  of  nerve 
trunka  is  uncommon;  the  increase  in  size  is  usually  due  to  an 
increase  of  the  interstitial  connective  tissue.  More  rarely  there 
is  increase  in  the  number  of  nerve  fibres  with  thickening  of 
the  myelin  sheath.  True  neuromas  are  rare  and  are  usually 
found  only  on  the  spinal  nerves.  There  may  be  only  a  neuri- 
lemma and  axis  cylinder  increase  or  a  medullary  fibre  in- 
crease. They  may  be  single  or  multiple,  the  latter  being 
neuro-fibrous  in  atnieture.  The  neuro-fibromas  often  form 
growths  known  as  fibroma  molluseum.  Plexiform  neuro- 
fibromas are  nerve  fibres  united  in  a  mass  by  hyperplastic 
connective  tissue.  The  true  neuromas  are  usually  small  and 
few  in  number. 

False  Tieuromaa  are  such  tumors  as  fibroma,  myxoma, 
glioma,  sarcoma,  carcinoma  and  syphiloma.  Malignant  neu- 
romas are  very  rare.  Tuberevla  dolorosa  are  small  false  neu- 
romas located  on  the  ends  of  sensory  nerves.  Plexiform  neu- 
romas are  beaded  and  tortuous  interlacing  neural  corde  which 
are  of  congenital  origin. 

Etlolotfy. — A  neuropathic  predisposition  accounts  for  most 
of  the  true  and  the  plexiform  neuromas,  traumatism  is  the 
cause  of  the  fibro-neuromas,  while  diath^is  must  be  consid- 
ered in  the  tuberculous  and  carcinomatous  growths. 

Symptoms. — Exacerbating  pain  and  slight  tenderness  are 
the  most  common  indications  of  neuromas,  though  they  often 
exist  without  any  distinctive  signs.  Paresthesia,  anesthesia, 
paralysis,  and  reflex  spasm  are  commonly  observed,  while  com- 
pression symptoms  often  arise  from  the  development  of  malig- 
nant neuromas. 
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Dlataosis  Uld  Trealmeal.— The  diagnosis  of  neuroma  can 
be  positively  made  only  by  palpation,  and  is  really  made  by 
exclusion.  The  treatment  is  purely  sui^cal,  as  internal  medi- 
cation gives  no  relief. 


NEURALGIA. 


Neuralgia  is  characterized  by  pain  which  is  distributed  or 
reflected  along  the  course  of  a  nerve  or  a  plexus  of  nerves.  It 
ia  an  expression  of  some  local  or  systemic  disturbance  or  a 
combination  of  both.  Neuralgias  are  classified  according  to 
location  or  cause.  Thus  trifacial,  cervico-occipital,  cervico- 
brachial,  intercostal,  sacral,  coccygeal,  etc.,  are  regional  vari- 
eties, while  pleurodynia,  angina  pectoris,  cardialgia,  gastralgia, 
gastrodynia,  nephralgia  or  ovaralgia,  etc.,  are  terms  descrip- 
tive of  the  viscera  involved.  Those  depending  upon  specific 
or  generial  causes  are  defined  as  epileptiform,  reflex,  sympa- 
thetic, traumatic,  occupation,  herpetic,  anemic,  rheumatic,  ma- 
larial, etc.  The  differentiation  between  neuralgia  and  neuritiB 
is  difficult  to  establish.  While  neuralgia  is  one  of  the  symp-  . 
toms  of  neuritis,  or  if  it  exists  from  other  causes  for  any  length 
of  time  may  develop  a  neuritis,  it  is  still  only  a  symptom  of 
some  direct  or  indirect  disturbance  of  the  nerve  or  nerves 
affected. 

Elioloiy. — This  naturally  embraces  such  predispositions 
as  age,  inasmuch  as  it  rarely  appears  until  after  puberty,  and 
if  it  exists  in  old  age  it  is  of  organic  origin  and  incurable. 
Women  seem  to  suffer  from  it  more  than  men  and  heredity 
must  always  be  taken  into  account  in  the  history  of  every 
case.  Hysteria  or  epilepsy  may  be  underlying  factors,  while 
neuroses  and  psycho-neuroses  are  commonly  predisposing  in- 
fluences. The  general  health  has  more  to  do  with  the  devel- 
opment of  neuralgia  than  is  often  apparent.  Mental  and 
physical  exhaustion,  no  matter  from  what  cause,  insomnia 
and  particularly  anemia,  are  so  often  at  fault  that  the  physi- 
cian should  always  take  these  factors  into  consideration.  Occu- 
pation which  predisposes  to  nerve  strain,  general  exhaustion 
or  infection  is  a  factor  in  the  etiology.  Reflex  disorders,  par- 
ticularly of  the  gaatro-inteatinal  or  genito-urinary  tracts,  are 
frequently  the  underlying  causes  and  should  always  be  looked 
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for.  Under  inciting  causes  may  be  included  exposure  to  cold,  , 
local  irritation,  neuritis,  toxic  influences,  diabetes,  lead  and 
alcohol  being  pre-eminent ;  autointoxication,  malaria  and  other 
acute  infections  also  play  a  part  in  the  cause  of  neuralgia. 
Wfl  must  also  take  into  consideration  that  class  of  diseases  of 
the  mouth,  throat,  nose  and  orbit  which  may  cause  locitl  irri- 
tation or  pressure  along  the  course  of  the  fifth  nerve. 

Symptoms. — The  pain  of  neuralgia  is  excruciating  and 
paroxysmal,  the  seizure  being  usually  characterized  by  its 
sudden  onset.  It  has  also  a  unilateral  location  and  is  gen- 
erally confined  to  the  distribution  of  a  part  or  the  whole  of 
a  single  nerve.  It  has  been  more  minutely  described  as  stab- 
bing, tearing  and  darting.  It  is  deepseated,  but  is  charac- 
terized by  extreme  superficial  sensitiveness.  Deep  pressure 
usually  gives  relief.  Motion  of  the  supplied  muscles,  the 
slightest  touch  or  breath  of  air  usually  excites  the  paroxysm. 
Tenderness  is  a  marked  feature  of  the  symptomatology  and  is 
most  clearly  manifested  when  the  nerve  is  superficial,  overlies 
bone  or  is  enclosed  by  fascia.  Radiation  of  the  pain  to  branches 
of  the  nerve  or  to  related  nerves  is  quite  common  and  its  migra- 
tory character  is  recognized,  particularly  when  there  is  a  sys- 
temic cause.  Spasmodic  contraction  of  the  associated  muscles 
is  also  a  feature  of  the  pain  storms.  The  vasomotor  symptoms 
are  characterized  by  flushing  or  blanching  of  the  affected  part 
or  an  increase  in  the  secretions.  Trophic  disturbances  are  rep- 
resented by  herpetic  and  urticarial  eruptions  and  the  more 
permanent  perversions  of  this  kind  are  characterized  by  color 
changes,  loss  of  hair,  pigmentary  changes  and  possibly  ulcer- 
ation. 

Triftclal  Nenralfii. — This  is  one  of  the  most  typical  neu- 
ralgias with  which  we  have  to  deal.  It  is  also  the  most  com- 
mon form,  inasmuch  as  the  extensive  distribution  of  this  nerve 
renders  it  extremely  liable  to  peripheral  irritation  and  injury. 
This  is  explained  by  the  fact  that  it  is  exposed  iti  the  nose, 
nasopharynx,  face  and  bony  channels,  to  much  irritation.  By 
its  intimate  relation  with  other  nerves  it  is  also  subject  to 
reflex  irritation. 

When  the  disturbance  is  confined  to  the  ophthalmic  branch 
the  pain  will  be  distributed  to  the  nose,  eyes  and  forehead; 
the  eyeball  is  tender  and  may  be  the  seat  of  the  pain.  When 
the  superior  maxtUary  branch  is  implicated  the  pain  is  local- 
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ised  over  the  cheek  and  spreads  out  toward  the  wing  of  the 
nose,  involving  also  the  hard  palate.  When  the  inferior  maxil- 
lary division  ia  affected  the  pain  ib  located  more  in  the  lower 
jaw,  the  tongue  and  the  corresponding  portion  of  the  face. 

The  character  of  the  pain  in  trifacial  neuralgia  has  been 
defined  as  "excruciating  torture"  and,  in  the  majority  of 
instances,  this  is  not  overdrawn.  The  vasomotor  disturbances 
which  attend  are  lachrjmation,  salivation  and  nasal  discharge. 
Edema  is  occasionally  observ-ed  over  the  part  and  hyperalgesia 
is  intense. 

Treatoieilt.— The  treatment  of  this  form  of  neuralgia  will 
apply  to  the  majority  of  neuralgias.  The  location  and  relief 
of  the  irritating  cause  is  the  ftrst  therapeutic  object.  Careful 
palpation  for  painful  pointa  will  aid  us  decidedly  in  localiz- 
ing the  seat  of  trouble.  Besides  this  a  thorough  examination 
of  the  eye,  the  nasal  fossae,  the  antra,  the  nasopharynx,  the 
mouth  and  the  jaws  are  eesential.  A  dentist  must  also  care- 
fully examine  the  teeth.  The  systemic  condition  must  be 
taken  into  consideration,  for  many  cases  are  due  to  infections 
like  inffuenza,  malaria,  autotoxemia,  etc.  Anemia,  cachexia 
and  autointoxications  are  so  frequently  the  cause  that  great 
stress  should  be  placed  upon  these  factors.  Eyestrain,  which 
BO  commonly  affects  the  ophthalmic  division,  mu&t  always  be 
looked  for,  compression  of  the  nerve  in  the  dental  canal  must 
be  investigated  and  diseases  of  the  teeth  and  jaw  must  be 
thought  of  in  the  trealnicnt.  T^erve  impingement  is  often  a 
factor  which  must  be  corrected  before  a  cure  is  attained. 

Specific  treatment  for  the  relief  of  pain  is  usually  sought 
as  no  patient  will  endure  this  neuralgia  without  temporary 
relief  of  some  kind.  Local  applications  of  all  kinds  are  usu- 
ally resorted  to  without  much  relief.  Sometimes,  however, 
heat  or  counter-irritation  or  even  ice  palliates  for  a  time,  if 
they  are  applied  to  the  painful  point.  Soothing  liniments 
such  as  the  standard  belladonna  liniment,  camphorated  oil,  etc, 
sometimes  gives  relief  for  a  time,  but  this  is  not  long  lasting. 
Equal  parts  of  chloral  hydrate  and  camphor  gnm  make  a 
soothing  lotion  which  gives  much  temporary  relief.  Anodynes, 
however,  will  always  be  demanded  and  they  are  often  our 
only  hope  until  the  cause  is  removed  or  a  clearly  indicated 
remedy  is  found.  Morphin  is  absolutely  demanded  to  subdue 
the  excruciating  pain,  and  this  is  best  administered  bypodoi^ 
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matioally  (gra.  1/8-1/4),  Ooeain,  bromids  and  many  hypnot- 
ics are  nsually  resorted  to,  but  they  do  not  give  the  relief  that 
morphin  does.  Strychnia^  in  increasing  dosee  hypodermatic- 
ally  administered,  has  been  commended  by  some,  but  its  uni- 
versal application  is  not  auccesaful,  Ergoiin,  atropin,  hyoacya- 
min  and  digitaiin  have  also  been  recommended,  but  no  uniform 
results  have  been  obtained  by  their  use.  Operation,  either 
the  section  of  the  involved  nerve  branch,  excision  of  a  portion 
of  the  nerve  or  removal  of  the  Gassertan  ganglion,  is  also  ad- 
vised, but  it  should  be  a  last  resort  Moyer  has  obtained  good 
results  from  castor-oil  (drams  1-2)  three  or  four  times  daily. 
One  of  the,  best  homeopathic  remedies  for  the  relief  of 
neuralgia  is  phyaosttgma.  This  refers  to  the  pains  which 
affect  the  ocular  muscles,  or  the  severe  pain  is  located  in  the 
region  of  the  eye.  It  also  has  a  direct  relation  to  symptoms 
which  refer  to  nasopharyngeal  disorders,  and  spinal  irritation 
is  to  a  certain  extent  covered  by  this  remedy.  Physostigma 
may  be  compared  to  conium,  curare  and  gelsemium.  The  next 
remedy  which  I  prefer  when  nerve  irritation  ia  well  estab- 
lished is  agaricin.  With  this  we  may  compare  mosckvs,  asa- 
fetida,  voXerian,  sumbul  and  ignalia.  When  there  is  evidence 
of  trophic  disorder  ferrum  phos.,  zinc  pkos.,  and  zincum  pic., 
are  frequently  indicated,  Coffea,  hyoscyamus,  stramonium, 
colocynth,  camphor,  glonoin,  cuprum  and  cicuta  virosa  will 
answer  in  many  cases  of  long  standing.  Atropin  may  be  cau- 
tiously employed,  in  increasing  doses,  when  there  is  a  general 
spasticity  of  the  affected  nerve.  Mezereutn  is  a  useful  remedy 
when  there  are  associate  diseases  of  the  skin.  With  this  we 
may  compare  mercurius,  rkus  tox  and  arsenicum. 

Nearalfla  of  the  Neck  and  Trank.—  Cervico-ocdpiial  mu- 
ralgia  or  neck  pains  may  occur  from  many  causes.  It  is  a 
feature  of  migraine,  hysteria,  spinal  irritation,  eyestrain,  neu- 
rasthenia and  many  other  diseased  conditions,  but  when  not 
due  to  some  underlying  organic  cause  the  prognosis  is  fair 
and  it  usually  responds  to  symptomatic  treatment. 

Iniercoatai  neuralgia,  or  side  pain,  ia  a  common  form  of 
neuralgia.  It  comes  often  from  muscular  strain  or  exposure 
and  it  is  also  an  attending  symptom  of  other  diseases  like 
anemia,  neurasthenia,  hysteria,  malaria,  heart  disease,  end 
also  the  infections.  The  pain  is  sharp,  lancinating  and  radiat- 
ing; all  movements  of  the  chest  intensify  it.     When  this  neu- 
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ralgia  persists  for  a  long  time  we  may  suspect  a  diseaBe  of 
the  spinal  cord,  neoplasms,  aneurysm  or  vertebral  disease. 
Mastodynia  is  a  form  of  intercostal  neuralgia  involving  the 
anterior  and  lateral  branches  of  the  three  or  four  upper  dor- 
sal nerves.  It  is  usually  caused  by  mammary  tumors  or  it 
may  be  an  essential  neuralgia. 

Neoraltia  of  the  Extremities. — Cervico-brachtal  neuralgia 
is  not  very  common  and  usually  arises  from  the  ordinary  causes 
of  neuralgia,  gout  and  rheumatism  especially  predisposing. 
MuBCular  strain,  anemia,  and  rdlox  irriliitJuns  are  occasional 
factors  in  its  existence.  It  is  likewise  an  occasional  symptom 
of  a  cord  lesion  and  may  be  a  residual  neuritis.  The  lower 
four  cervical  nerves  are  most  commonly  affected  and  when 
it  is  bilateral  a  cord  lesion  may  be  feared.  The  sympioma 
are  characterized  by  aching  paina  in  the  neck,  shoulder,  axilla 
and  along  the  nerve  affected.  Use  of  the  arm,  pressure  or 
exposure  excite  the  suffering  while  exacerbations  of  pain  gen- 
erally occur  at  night.  Painful  points  are  felt  in  the  axilla, 
at  the  lower  end  of  the  scapula,  over  the  deltoid  and  other 
superficial  points  of  the  nerves  involved,  aa  a  general  thing 
all  the  nerves  of  the  plexus  being  affected.  Digital  neuralgia 
is  sometimes  a  feature  of  this  form  of  neuralgia,  the  pain 
often  being  located  in  a  single  finger  as  the  result  of  injury 
or  neuritis. 

Femoral  or  crural  neuralgia  is  a  rare  form  which  attacks 
the  anterior  surface  of  the  thigh,  the  knee-joint  and  the  in- 
ner surface  of  the  leg  and  foot. 

Obturator  neuralgia  is  located  on  the  inner  side  of  the 
thigh  and  down  to  and  including  the  knee-joint.  It  -is  com- 
mon in  women  suffering  with  ovarian  disease.  Sciatica  is 
one  of  the  most  common  forms  of  neuralgia,  men  in  middle 
life  being  most  frequently  affected.  The  gouty  and  arthritic 
diathesis,  and  occupations  which  predispose  to  exposure  and 
strain  are  the  usual  causes.  A  neurotic  tendency  also  has 
its  influence.  Constipation,  pelvic  disorders  and  inflammation 
of  the  hip-joint  are  also  liable  to  develop  it.  The  symptoms 
generally  appear  suddenly,  a  severe  stabbing  pain  being  located 
along  the  sciatic  nerve  and  extending  well  up  into  the  lumbar 
region.  Motion  always  increases  the  pain  and  the  patient 
holds  himself  in  a  cramped  position  to  obviate  this.  A  spinal 
scoliosis,  the  convexity  of  the  vertebral  curve  being  directed 
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toward  the  diseased  side,  is  sometimes  recognized.  Tlie  p&in 
constantly  increases  with  unbearable  nocturnal  aggravations. 
Numbness  and  other  paresthetic  disturbances  are  occasionally 
in  evidence. 

Tender  points  are  found  all  along  the  nerve,  the  sciatic 
notch,  the  middle  of  the  hip,  behind  the  knee,  below  the  head 
of  the  fibula  and  the  back  of  the  foot  being  the  most  common 
tender  points.  Pressure  over  the.  back  of  the  knee  when  the 
1^  is  extended  at  more  than  a  right  angle  will  start  a  pain 
up  the  back  of  the  thigh.  With  the  patient  lying  upon  the 
back  and  the  leg  extended,  a  sharp  pain  is  felt  in  the  sciatic 
notch  when  the  limb  is  elevated  until  it  reaches  an  acute  angle. 
These  last  two  symptoms  are  diagnostic.  Muscular  wasting 
may  occur  in  long-lasting  cases.  The  disease  generally  has  a 
long  duration  and  is  subject  to'  recurrence  on  the  slightest 
provocation,  the  sacral  plexus  and  the  spinal  cord  occasionally 
being  involved.  It  must  be  distinguished  from  hip-joint  dis- 
ease, organic  disease  of  the  cauda  equina  or  cord,  muscular 
disturbances  and  pain  caused  by  the  pressure  of  tumors. 

The  treatment  is  similar  to  that  of  trifacial  neuralgia, 
though  rest  should  be  enforced.  It  is  well  to  immobilize  the 
limb  with  the  patient  constantly  in  bed.  The  oil  of  gaultheria 
is  often  a  soothing  lotion  externally  and  turpentine  in  full 
doses  (m.  5-15)  is  sometimes  of  great  relief  internallv.  Nerve 
stretching  has  been  abandoned  and  little  relief  is  obtained  by 
dissecting  the  nerve  sheath. 

Plantar  neuralgia  is  experienced  when  the  nerve  disturb- 
ance is  limited  to  the  plantar  ner^'es,  paresthesia  and  marked 
anesthesia  of  the  parts  being  noticed.  Erythromelalgia,  or  red 
neuralgia,  is  a  neuralgia  affecting  the  feet  and  characterized 
by  burning  pains  and  congestion  of  the  parts.  Morton's  neu- 
ralgia is  a  neuralgia  affecting  the  metatarso-phalangeal  joint  of 
the  third  and  fourth  toes.  It  is  due  to  a  slight  luxation  with 
constant  pressure  on  a  digital  branch  of  the  external  plantar 
nerve.  Tarsalgia  is  a  neuralgia  due  to  incipient  flattening  of 
the  foot  and  stretching  of  the  plantar  ligaments.  It  is  noticed 
frequently  in  policemen.  Coccygodyma  is  a  neuralgia  affect- 
ing the  lower  posterior  branches  of  the  sacral  nerves.  It  occurs 
refiexly  from  pelvic  disorders  and  it  may  be  a  result  of  spinal 
irritation.  It  interferes  with  walking,  the  parts  are  tender 
and  pain  is  experienced  at  stool.     Visceral  neuralgias  may  affect 
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various  viscera,  the  gastro-intestinal  tract  being  most  subject 
to  the  disturbance.  The  treatment  of  all  these  neuralgias 
should  be  symptomatic  and  palliative,  as  has  been  described 
under  the  treatment  of  trifacial  neuralgia. 


DISEASES  OF  THE  CRANIAL  NERVES. 

The  Olfactory  Nerve. — When  any  disease  of  the  olfactory 
nerve  interferes  with  the  sense  of  smell  anosmia  exists.  A 
partial  loss  may  arise  from  lesions  of  the  peripheral  ending 
of  the  nerve  in  the  nasal  mucosa.  Injury  to  the  nerve-trunk 
or  bulb,  meningitis,  and  bone-disease  may  cause  a  partial  or 
complete  loss  of  the  olfactory  sense.  Central  lesions  which 
affect  the  bulb  or  tract  usually  give  unilateral  anosmia  which 
IB  generally  permanent.  Neuroses  or  hysteria  may  also  cause 
a  temporary  loss  of  the  olfactory  sense.  Hyperosmia,  or  abnor- 
mal acuteness  of  the  sense  of  smell,  is  of  rare  occurrence  and 
is  often  a  feature  of  hysteria  or  insanity.  Parosmia  is  a  per- 
version of  the  olfactory  sense.  It  may  be  the  result  of  hysteria 
or  due  to  local  disturbance.  The  treatment  should  consider 
only  the  removal  of  the  cause. 

The  Eetina. — Hemorrhage  into  the  retina  may  be  single 
or  multiple,  monocular  or  binocular.  It  may  be  venous  or 
arterial  and  is  often  an  expression  of  a  general  vascular  change. 
Nephritis,  anemia^  leukocythemia,  malaria,  purpura  and  par- 
turition are  held  to  be  causes.  Vision  is  partially  or  com- 
pletely lost  as  the  result  of  this  hemorrhage  and  may  occur 
suddenly  or  gradually, 

Ketinitis. — This  assumes  several  forms.  (1)  Albumin- 
uric retinitis  ia  associated  with  nephritis  and  is  a  feature  of 
the  general  fibro-vascular  change  which  takes  place  in  that 
disease.  The  loss  of  vision  and  the  advent  of  albuminuria 
usually  occur  together.  Chronic  interstitial  nephritis  is  most 
frequently  attended  by  this.  The  retinal  changes  are  either 
hemorrhagic  or  degenerative.  (2)  Syphilitic  retinitis  occurs 
in  the  later  stages  of  acquired  syphilis.  (3)  Pigmentary  retin- 
itis is  a  chronic  condition  occurring  in  those  afflicted  with  in- 
herited syphilis  or  suffering  from  a  low  state  of  vitality. 

Other  retinal  affections  may  also  occur.  7'oxie  amblyopia 
is  usually  caused  by  the  excessive  use  of  alcohol  and  tobacco 
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or  it  may  result  from  other  poisons.  The  vision  fails  grad- 
ually, ahsolute  blindneBS  rarely  resulting.  Kecently  many 
cases  due  to  drinking  wood-alcohol  have  been  observed.  Hem- 
eralopia  or  daj-blindnesB  ia  due  to  some  retinal  affection  or 
IB  a  functi<)nal  perversion.  Nyctalopia  or  night-blindness  is 
a  diminution  of  vision  in  a  darkened  room  or  after  nightfall, 
a  strong  light  being  always  needed  for  normal  vision.  It  is 
often  associated  widi  syphilitic  retinitis. 

The  Optic  Nerre. — Under  this  head  three  pathologic  con- 
ditions exist.  (1)  Perineuritis  occurs  in  meningitis  and  in 
some  of  the  fevers.  (2)  Choked  disk  occurs  in  intracranial 
tumors,  nephritis  and  syphilis.  (3)  Neuritis  is  observed  in 
syphilis,  nephritis,  intracranial  tumors  and  more  rarely,  in 
anemia  and  lead  poisoning.  (3)  Optic  atrophy  is  a  feature 
of  tabes  and  may  arise  from  certain  toxemiaror  diabetes;  when 
hereditary  it  is  known  as  Leber's  disease. 

The  Optic  Tract. — The  lesions  of  the  tract  may  or  may 
not  show  retinal  changes,  though  these  usually  exist  in  pro- 
longed cases.  Lesions  of  the  chiasm,  affecting  the  decussating 
fibers,  cause  blindness  of  the  nasal  halves'  of  the  retina  and 
temporal  hemianopsia.  Tumors  at  the  cerebral  base,  acrome- 
galy, tuberculous  hasal  meningitis  and  hydrocephalus  may  be 
the  causes.  Complete  lesions  of  either  optic  tract  cause  homo- 
nymous hemianopsia;  if  this  is  incomplete  the  visual  field 
is  irr^nlarly  disturbed.  Other  structure  are  often  simul- 
taneously affected.  Hemorrhage,  tumors,  cerebral  softening 
and  basilar  meningitis  are  causes.  Lesions  anterior  to  the 
anterior  corpora  quadrigemina  usually  cause  some  destruc- 
tion in  other  cranial  nerves,  giving  rise  to  ocular  palsies,  spe- 
cial sense  disturbance,  anesthesia  or  neuralgia.  In  lesions 
of  the  optic  thalamus  or  the  internal  capsule,  hemiplegia  and 
hemianesthesia  are  important  symptoms.  Lesions  posterior  to 
the  anterior  corpora  quadrigemina  cause  hemianopsia  without 
disturbance  of  the  pupillary  reflex.  These  lesions  are  cortical 
and  subcortical  and  are  either  irritative  or  paralytic.  Those 
of  irritative  character  give  rise  to  hallucinations  of  vision, 
while  paralytic  lesions  cause  hemianopsia.  Bilateral  lesions 
may  or  may  not  cause  total  blindness  in  one  eye.  Cortical 
lesions  of  the  tract  involve  the  occipital  lobe;  if  the  cuneus 
and  calcarine  fissure  are  -destroyed,  total  blindness  follows. 
Mind-blindness  occurs  when  the  convex  portion  of  the  occipital 
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eonvolutiona  are  affected.  Hemianopsia  is  a  temporary  con- 
dition when  the  result  of  uremia,  apoplexy,  migraine  and  cer- 
tain intoxicationa.  It  is  permanent  when  the  visual  tract 
is  affected  by  a  destructive  lesion. 

Diseases  of  (he  Hotor  Nerves  ol  (he  Eyeball.— The  motor 
ocvli  is  subject  to  spasm  or  paralysiB.  In  the  former  the  in- 
ternal rectus  and  levator  palpebrae  are  moat  frequently  affected. 
It  is  incident  to  meningitis,  hypermetropia  and  hysteria;  a 
clonic  and  bilateral  spasm  is  noticed  in  nystagmus.  When 
the  levator  palpebrae  is  chiefly  affected  the  eye  can  not  be 
dosed;  stimulation  of  the  nucleus  or  the  nerve  may  cause 
myosis  as  in  tabes;  sympathetic  paralysis  causes  a  aimilar 
effect.  Paralysis  of  the  nerve  may  take  place  as  the  result 
of  inflammatory  exudate,  tumors  or  disease  involving  the 
nucleus.  Relapsing  palsy  occurs  most  frequently  in  syphilitic 
conditions,  one  muscle  being  paralyzed  after  the  other  has 
partially  recovered.  Recurring  palsy  is  a  rare  form  resembling 
migraine  which  occurs  in  hysterical  women.  General  paraly- 
sis of  the  extra-ocular  muscles  gives  rise  to  ptosis,  divei^ent 
strabismus,  diplopia,  and  contracted  pupil  with  loaa  of  light 
reflex  and  accommodation. 

In(ra-ociiIsr  Paralysis.— Ciliary  muscle  paralysis  or  eyelo- 
plegia  perverts  the  power  of  accommodation,  causing  near-sight 
to  be  blurred  and  indistinct,  while  far-sight  is  good.  A  bi- 
lateral cycloplegia  sometimes  occurs  in  the  course  of  diph- 
theria or  tabes  as  the  result  of  a  nuclear  lesion.  Iridoplegia 
is  the  paralysis  of  the  fibres  of  the  third  nerve  which  are 
distributed  to  the  iris,  resulting  in  dilatation  and  immobility 
of  the  pupil.  Myosis  is  the  direct  opposite  of  the  above  con- 
dition resulting  from  sympathetic  paralysis  when  the  motor 
fibers  of  the  iris  are  paralyzed.  The  pupillary  reflex  is  lost 
in  tabes,  general  paresis  and  occasionally  in  peripheral  disease 
of  the  third  nerve.  Syphilis  is  also  a  factor.  The  akin-reflex 
iridoplegia  is  characterized  by  reflex  dilatation  of  the  pupil. 
The  accommodation  iridoplegia  is  obsened  in  general  paresis. 
Fourth  nerve  paralysis  is  manifested  by  downward  and 
inward  movement  of  the  eye.  In  consequence  of  this  there 
will  be  a  diplopia  while  the  head  is  usually  tipped  forward 
and  to  the  aound  side.  When  this  nerve  alone  ia  affected 
there  must  be  a  lesion  of  the  nucleus.  The  sixth  i\erve  sup- 
plies the  external  rectus  muscle  and  when  paralyzed  converg- 
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ent  strabifimtis  exists  because  the  eje  is  not  rotated  outward 
and  thuB  diplopia  follows.  This  nerve  thronj^out  its  long 
course  is  liable  to  injury  or  pressure  from  tumors;  it  is  also 
subject  to  the  effects  of  syphilis  and  meningitis.  In  case  of 
a  nuclear  lesion  the  external  rectus  of  the  same  side  and  the 
internal  rectus  of  the  opposite  side  are  paralyzed  and  thus 
a  conjugate  deviation  follows,  as  there  ia  communication  be- 
tween the  sixth  and  the  third  nerves. 

The  general  symptomatology  of  paralysis  of  these  eye- 
muscles  embraces  the  limitation  of  movement  which  depends 
upon  the  extent  of  the  palsy,  strabismus  which  refers  to  the 
perverted  axis  of  the  eye,  secondary  deviation  caused  by  the 
over  action  of  the  unaffected  muscles,  erroneous  projection, 
double  vision  and  homonyraous  or  simple  diplopia.  These 
paralyses  may  be  partial  or  complete,  may  be  of  sudden  or 
gradual  onset  and  the  sequelae  will  depend  upon  the  cause 
and  the  extent  of  ocular  impairment.  These  cases  should  be 
sent  to  a  competent  oculist  for  treatment. 

Diseiata  of  the  Fifth  Nenre.— Lesions  of  this  nerve  give 
rise  to  either  sensory,  motor  or  gustatory  disturbance  as  the 
nerve  is  both  sensory  and  motor  in  its  function.  Originating 
in  two  nuclei  in  the  floor  of  the  fourth  ventricle  and  develop- 
ing several  ganglia  in  its  course,  it  is  subject  to  various  patho- 
logic disturbances.  Hemorrhage  into  the  pons,  tumors,  soft- 
ening and  sclerosis  in  this  rc^on,  and  basal  traumatism  may 
give  rise  to  disease  of  this  nerve.  Peripheral  neuritis  and  in- 
juries to  the  skull  or  brain  may  also  be  inciting  factors. 

The  symptoms  which  follow  when  the  sensory  part  ia 
affected  are  characterized  by  the  most  excruciating  pains  which 
have  been  discussed  under  trifacial  neuralgia.  There  is  also 
local  tenderness,  hyperesthesia  and  later  anesthesia.  Such  parts 
as  the  mucosa  of  the  nose,  mouth,  lips  and  tongue  reflect  the 
local  sensory  disturbance.  Muscular  movements  may  be  re- 
tarded by  this  sensory  impairment.  The  secretions  are  first 
increased,  then  lessened,  while  the  loss  of  taste  and  smell  may 
be  added  to  the  trophic  perversions  of  the  parts  receiving  its 
sensory  branches.  When  the  motor  branch  ia  implicated  there 
will  be  partial  or  complete  loss  of  movement  affecting,  of  course, 
the  muscles  of  mastication.  Spasms  of  the  muscles,  either 
tonic  or  clonic,  may  also  take  place  when  the  fifth  nerve  ie 
affected.     Tonic  spasm  is  observed  in  trismus  or  lockjaw  and 
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may  have  tetany,  hysteria,  caries  of  the  teeth  or  irritative  cen- 
tral or  peripheral  lesions  aa  the  underlying  cause.  Clonic 
spasms  may  appear  in  paralysis  agitans,  general  convulsions 
or  climacteric  disorders.  Gustatory  disturbances  are  occasion- 
ally observed  when  the  nucleus  of  the  fifth  nerve  is  affected. 
A  loss  of  the  sense  of  taste  is  more  liable  to  occur  in  associa- 
tion with  middle  ear  disease,  hysteria  and  insanity.  Irritative 
leeioDs  may  cause  increased  sensitiveness. 

The  treatment  of  fifth  nerve  disturbances  will  look  to 
the  primary  cause  which  must  be  removed  in  each  instance. 
Analgesics  and  opiates  are  often  required  for  temporary  relief, 
and  internal  medication  embracing  iodids,  mercury,  the  sali- 
cylates and  other  indicated  remedies  is  invariably  required. 

DlMisas  of  the  SsTsalh  or  Facial  Nenro.' — Spaam  of  the 
facial  nerve  may  arise  from  organic  or  idiopathic  causes  and 
the  nerve  may  be  partially  or  entirely  affected.  Psychic  dis- 
turbance is  a  common  cause  while  peripheral  or  reflex  irrita- 
tion are  factors.  The  lesion  may  appear  in  any  part  of  the 
motor  tract  of  the  nerve;  thus  the  cortex,  the  facial  nucleus 
or  the  nerve  itself  may  be  implicated.  A  neuropathic  heredity, 
emotional  disturbance,  diseases  of  remote  organs  and  o^anic 
lesions  may  reflexly  or  directly  produce  the  spasm.  In  some 
it  is  a  pure  case  of  mimicry. 

The  symptoms  are  particularly  characterized  by  the  apasm 
which  is  usually  a  sudden  clonic  convulsion  of  the  muscles 
of  one  side  of  the  face,  closure  of  the  eyelid  and  retraction 
of  the  angle  of  the  mouth  being  mtst  frequently  observed.  The 
spasms  may  occur  in  groups  frequently  repeated,  may  occur 
at  irregular  periods  or  a  single  spasm  may  take  place.  Rarfly 
the  spasm  is  tonic  in  character  and  lasts  for  several  seconds 
or  minutes.  Sometimes  it  is  associated  with  a  general  tonic 
convulsion.  Fain  is  not  a  feature  of  facial  spasm,  but  a  sensi- 
tive point  may  be  determined  over  the  supra-orbital  foramen. 
Tinnitus  aurium  sometimes  exists  and  more  rarely  taste  is 
disturbed.  Facial  spasm  may  be  an  associate  movement.  It 
may  be  confounded  with  chorea.  A  cure  is  not  obtained  in 
the  organic  cases  of  long  standing,  but  when  the  source  is 
peripheral  it  may  be  accomplished.  Treatment  should  rely 
upon  the  use  of  electricity  and  internal  remedies.  Operative 
interference  is  not  usually  successful.  Facial  paralyse  may  be 
of  central,   nuclear,   meningeal   or  peripheral   origin.     When 
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it  is  central  it  is  due  to  hemorrhage,  softening,  inflammatioD 
or  tumor  of  the  brain.  Pahy  of  nuclear  origin  is  extremely 
rare  and  when  there  is  a  meningeal  cause  other  cranial  nerves 
are  usually  affected. 

Peripheral  facial  palsy  (^Bell's  palsy)  is  the  most  common 
form  of  facial  paralysis.  Infection  and  exposure  are  the  most 
prominent  factors  in  its  occurrence,  and  it  is  inclined  to  appear 
in  the  early  and  middle  part  of  life.  Syphilis  is  rarely  a  fac- 
tor and  heredity,  other  than  a  neuropathic  tendency,  is  of 
slight  influence.  Non-typical  cases  may  arise  from  injury, 
fracture  of  the  petrous  portion  of  the  temporal  bone  or  ear 
disease.  Some  cases  may  follow  prolonged  labor  and  the  use 
of  forcepe.and  the  disease  may  rarely  be  congenital. 

The  symptoms  of  Bell's  palsy  are  of  sudden  appearance 
and  reach  their  height  within  a  few  hours  or,  at  least,  in  a 
few  days,  without  any  marked  premonitory  signs.  The  patient 
observes  that  the  eye  of  the  affected  side  can  not  be  perfectly 
closed,  that  the  comer  of  the  mouth  is  drawn  toward  the 
unaffected  side  when  used,  that  mastication  is  not  properly 
performed,  the  lips  can  not  he  puckered  and  speech  is  imper- 
fect. The  facial  appearance  is  characterized  by  the  lack  of 
wrinkles  on  the  affected  side  of  the  face,  the  lowered  angle 
of  the  mouth  and  the  unnatural  appearance  of  the  affected  eye, 
all  of  which  symptoms  are  a^ravated  when  the  patient  attempts 
to  laugh.  When  the  patient  ia  told  to  shut  the  eyes  firmly  the 
affected  eye  is  not  closed.  In  the  majority  of  cases  the  nostril 
of  the  affected  side  does  not  expand  on  forced  inspiration. 
The  loss  of  taste  may  ensue  when  the  seventh  nerve  is  involved 
between  the  geniculate  ganglion  and  the  point  where  the  chorda 
tympani  is  given  off.  When  the  sense  of  taste  is  not  involved 
we  may  know  that  the  lesion  is  peripheral. 

Atrophic  changes  may  affect  the  muscles  involved  if  the 
disease  continues  for  any  length  of  time.  During  the  first  few 
days  there  is  an  increase  of  both  faradic  and  galvanic  irrita- 
bility. The  faradic  irritability  is  soon  lost  and  the  galvanic 
disappears  a  little  later.  The  electrical  reaction  usually  re- 
turns in  a  few  weeks  or  sooner  if  there  is  prompt  treatment. 

The  prognosis  of  peripheral  palsy  (Bell's)  is  good  and 
most  of  the  cases  recover  if  early  treatment  is  undertaken. 
In  central  palsies  there  is  not  so  much  hope  as  the  lesion  re- 
mains.    The  duration  of  the  peripheral  palsies  is  from  three 
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to  five  months.  Milder  cases  whicli  receive  prompt  attention 
get  well  sooner.     A  ayphilitic  etiology  is  always  unfavorable. 

TrealmiBl. — The  early  treatment  should  include  the  en- 
forcement of  absolute  quiet  in  bed  during  the  acute  stages, 
the  use  of  a  mild  cathartic  and  hypnotics  if  the  patient  is 
inclined  to  be  excited  and  worried.  Bemedies  like  acon^, 
belladonna,  hyoscyamus,  arnica,  kypertcum  and  cimieifuga  are 
indicated  early.  Usually  no  other  medication  is  demanded. 
Some  advocate  the  use  of  sodium  salicylate  (grs.  10-20)  two 
or  three  times  daily.  This  or  any  remedy  increasing  elimi- 
nation may  be  useful.  Electricity  should  be  carefully  em- 
ployed after  the  first  week  and  daily  treatment  should  be 
given  after  this  for  five  or  six  minutes  at  each  sitting.  Gal- 
vanism usually  answers  best  at  first,  but  faradism  should  be 
substituted  for  this  as  soon  as  that  current  will  cause  con- 
traction. After  a  month's  time  the  treatments  may  be  less  fre- 
quent Massage  may  follow  the  use  of  electricity  at  the  end 
of  two  months  at  least.  The  remedies  which  may  be  used  in 
the  later  stages  are  etrychnia,  arsenicum  iodid,  physostigma, 
gelsemium,  cimieifuga,  zincum  picricum,  phosphorus,  ferrum 
phos.,  and  argentum  niiricum, 

Disu»8  of  the  EUhth  KmrvB.— Irritation  of  the  auditory 
nerve  gives  rise  to  auditory  hyperesthesia,  increased  acut^ess 
of  hearing  (hyperacusia)  and  tinnitus.  Continued  irritation 
may  result  in  complete  loss  of  hearing.  Hyperesthesia  may 
occur  under  various  conditions,  hysteria  and  neurasthenia  being 
common  causes.  Meningitis,  acute  mania  and  drug  poisoning 
may  give  rise  to  it.  Hyperacusis  is  rare,  though  migraine 
and  pain  may  make  a  patient  more  sensitive  to  sudden  noises. 
Paralysis  of  the  stapedius  muscle  gives  greater  intensity  to 
low  notes.  Any  disturbance  of  the  auditory  mechanism  may 
produce  tinnitus.  Foreign  bodies  or  cenimen  in  the  external 
meatus,  infiammation  of  the  middle  ear,  eustachian  occlusion, 
etc.,  may  excite  it  and  drugs  like  qninin  and  the  salicylates 
may  induce  it. 

Paralysis  of  the  auditory  nerve,  resulting  from  a  cortical 
lesion,  may  cause  unilateral  deafness.  When  the  first  left 
temporal  convolution  is  affected  by  a  destructive  lesion  word- 
deafness  may  ensue.  The  patient  hears,  but  does  not  compre- 
hend the  meaning  of  the  word.  Complete  deafness  may  result 
from  a  bilateral  lesion  of  the  temporal  cortex.     Involvement  of 
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the  sensory  part  of  the  capsule  will  cause  unilateral  deafness 
with  hemianeatheaia  on  the  same  side.  With  the  bemiaoeathesia 
of  hysteria  we  may  likewise  detect  a  unilateral  loss  of  hearing. 
Nuclear  disease  of  the  eighth  nerve  is  unknown  though  tumors 
of  the  medulla  may  involve  the  cochlear  root. 

The  auditory  nerve  may  be  the  seat  of  new  growths.  Ex- 
posure to  cold  may  incite  a  neuritis  often  in  association  with 
a  similar  couditiou  of  the  facial  nerve.  Those  who  live  in 
the  midst  of  noise  may  suffer  a  loss  of  hearing  in  normal  sur- 
roundings. Basilar  fractures  and  eztensioa  of  inflammation 
from  the  mastoid,  tympanum  or  pharynx  may  he  the  causes 
of  auditory  disturbance.  Gouty  deposits  and  hemorrhage  into 
the  root  subatance  have  been  observed.  Syphilitic  and  puru- 
lent meningitis  are  also  occasional  causes  of  deafness  from 
infectious  extension  into  the  middle  ear. 

When  loss  of  hearii^  is  due  to  the  nerve  afteotion  it  is 
a  case  of  nerve  deafness.  When  there  is  no  involvement  of 
other  cranial  nerves,  when  sounds  of  high  and  low  pitch  are 
not  heard  through  the  air  or  by  "bone  conduction,  or  when 
there  are  no  basilar,  bulbar  or  cerebral  indications  a  nerve 
lesion  is  probable.  When  air-conduction  is  better  than  bone- 
conduction  we  may  know  that  the  loss  of  hearing  is  a  case  of 
nerve-deafness. 

The  treatment  of  nerve  deafness  will  require  the  services 
of  an  expert  aurist  Foreign  irritations  and  inflammatory 
causes  must  be  removed  if  possible.  Internal  medicines  must 
be  used  according  to  indications.  Quinin  and  the  salicylates 
must  not  be  used.  Strychnia  ia  often  serviceable,  but  should 
be  used  guardedly ;  pilocarpin  has  been  advocated.  Electricity 
may  be  employed  with  caution.  The  treatment  usually  em- 
ployed for  catarrhal  deafness  is  contraindicated  here. 

Minim's  Disease,  or  aural  vertigo,  is  an  irritation  of 
the  vestibular  portion  of  the  eighth  nerve.  It  is  well  known 
that  disturbances  in  the  middle  or  internal  ear  and  many  times 
the  external  meatus  are  liable  to  excite  vertigo.  This  is  moat 
frequently  observed  after  30  years  of  age.  It  refers  to  an 
organic  change  in  the  labyrinth  which  gives  rise  to  attacks  of 
vertigo  with  nausea  and  perhaps  syncope.  This  name,  how- 
ever, is  erroneously  applied  to  all  forms  of  vertigo.  In  the 
true  type  a  progressive  deafness  attends,  while  tinnitus,  forced 
movements  and  even  a  loss  of  coordination  may  be  present. 
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When  the  nerve  end-organ  is  deetroyed  the  deafness  becomes 
complete  and  then  the  vertigo  disappears.  An  acute  attack  of 
JAifmhrei'B  disease  may  cause  momentary  uncousciousneee,  the 
patient  often  experiencing  the  sensation  of  being  Btnick.  The 
seizures  may  arise  without  apparent  cause  while  again  a  sud- 
den movement  or  a  blow  upon  the  head  may  induce  it. 

Under  the  subject  of  vertigo  we  may  refer  to  other  forms. 
Reflex  vertigo  from  gastric  and  toxic  causes  is  very  common, 
inasmuch  as  the  nucleus  of  the  eighth  nerve  is  connected  with 
those  of  the  vagi,  and  the  sympathetic  excitement  may  affect 
the  circulation  in  the  vertebral  artery  which  supplies  the  laby- 
rinth. lAthemic  or  bilious  vertigo  is  created  by  the  discharge 
of  irritants  into  the  blood  which  excite  the  brain.  Neurotic 
vertigo  may  be  seen  in  association  with  epilepey,  hysteria  and 
neurasthenia.  Psychical  vertigo  is  an  exunple  of  this  kind. 
In  these  the  patient  suddenly  has  a  sense  of  insecurity,  an 
apprehension  of  falling,  and  the  sense  of  an  approaching  loss 
of  consciousnesa.  In  fact,  however,  there  is  no  true  vertigo, 
either  subjective  or  objective.  Ocular  vertigo,  caused  by  re- 
fractive errors  and  unequal  action  of  the  ocular  muscles,  is 
not  common.  Mechanical  vertigos  are  those  which  are  caused 
by  seasickness,  carsicknesa,  swinging,  whirling,  etc.  Arterio- 
sclerotic vertigo,  or  senile  vertigo,  is  due  to  perverted  nutri- 
tion of  the  brain  as  the  restilt  of  senile  changes  in  the  vessels. 

The  diagnosis  of  aural  vertigo  will  be  made  only  by  accu- 
rate determination  of  the  auditory  symptoms;  both  tinnitus 
and  defective  hearing,  tested  by  bone-conduction,  will  be  pres- 
ent. If  the  vertigo  is  produced  or  increased  by  Politzerization, 
it  is  evident  that  the  trouble  is  in  the  ear.  A  quick  movement 
of  the  head  may  incite  the  vertigo  which  is  usually  indicative 
of  the  semicircular  canal  involvement.  The  subjective  or  ob- 
jective gyration  or  fall  is  invariably  in  the  same  direction 
in  aural  vertigo.  Epilepsy  has  a  vertiginous  aura.  In  true 
aural  vertigo  the  sensorium  is  usually  undisturbed  except  for 
the  first  momentary  loss  of  consciousness.  The  sudden  onset 
in  Meniere's  disease  is  often  su^estive  of  cerebral  disease  and 
the  vomiting  which  so  frequently  attends  aural  vertigo  may 
be  mistaken  for  a  "bilious  spell."  When  digestion  is  normal 
and  there  are  no  signs  of  cerebral  or  cardiac  disturbance,  and 
the  vertigo  continues  either  day  or  night,  we  may  know  Uiat 
it  is  aural   in  character.     The  labyrinthine   form  of  vertigo 
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may  simulate  ocular  vertigo,  but  the  latter  ceases  when  the 
eyes  are  closed,  while  the  aural  form  continues. 

The  treatment  of  aural  vertigo  belongs  to  the  specialist 
who  is  skilled  in  that  line  of  work,  as  the  Politzer  inflation 
or  even  the  removal  of  cerumen  demands  the  experienced  touch 
of  an  auriet  lest  damage  be  done.  When  changes  exist  in  the 
labyrinth,  rarely  may  any  help  be  expected.  Local  treatments 
are  of  slight  value  and  remedies  do  not  generally  apply  in 
typical  aural  vertigo.  In  those  due  to  systemic  causes  we 
may  expect  to  give  relief  by  our  remedies.  Coccnlus,  lobelia, 
iris  versicolor,  ipecac,  nux  vomica,  gelsemium,  argentum  nitri- 
cum,  zincum  picricum  and  many  other  remedies  may  be  used. 

Dlaeaae  ol  the  Qlosso-Pharynteal  Nerve. — The  diseased 
conditions  of  this  nerve  are  not  fully  understood.  If  other 
nerves  with  which  it  is  related  are  affected  by  disease,  there 
may  be  an  implication  of  the  glosso-pharyngeal.  Such  perver- 
sions give  rise  to  anesthesia  in  the  upper  pharynx  and  in  the 
palate.  Earely  does  any  disease  attack  this  nerve  alone;  if 
its  nuclei  in  the  medulla  are  implicated,  as,  for  instance,  in 
bulbar  paralysis,  it  will  account  for  the  pharyngeal  symptoms 
of  that  disease. 

IHseasea  of  (he  Poeamof  astric  and  Bnlbar  Part  ol  (he 
Accessory — The  pharyngeal  branches  of  the  vagus  are  para- 
lyzed when  there  is  nuclear  disease  and  freqiiently  in  diph- 
theria. The  pharynx  becomes  insensitive  and  motionless,  the 
pharyngeal  reflex  being  lost.  A  spasmodic  cough  or  strangula- 
tion may  follow  from  accumulation  of  food  in  the  pharj-nx.  A 
pharyngeal  spasm  is  a  functional  feature  in  hysteria  known  as 
"globus,"  and  many  times  simulates  pharyngeal  paralysis,  but 
may  be  differentiated  by  its  contimioua  existence.  ■  Laryngeal 
paralysis  may  be  partial  or  complete  and  unilateral  or  bilateral, 
abductor  paralysis  being  moat  frequent.  In  a  complete  bilateral 
paralysis  the  vocal  cords  are  motionless,  both  recurrent  nerves 
being  affected  by  an  injury.  The  voice  is  lost  and  the  patient 
can  not  cough  or  sneeze.  If  a  deep  breath  is  taken  stridor 
results.  When  complete  paralysis  is  unilateral  the  affected 
cord  is  motionless,  while  its  opposite  is  active  in  phonation 
and  respiration,  the  voice  being  low-pitched  and  hoarse. 

The  treatment  of  these  paralyses  depends  largely  upon 
the  cause.  Frequently  the  injury  of  the  nerve  affects  the 
pneumogastric,  causing,  therefore,  cardiac  disturbance.    In  case 
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oi  &  toxic  cause  internal  medit^ation  according  to  indications, 
and  electricity  generally  give  relief.  The  purely  neurotic  die- 
turbanceB  are  not  long-laetiog.  In  nuclear  involvement  there 
is  no  help. 

Anesikeaia  of  the  larynx  appears  as  the  result  of  superior 
laryngeal  nerve  involvement  and  may  be  unilateral  or  bilateral. 
Hysteria  and  eerebral  lesions  may  cause  laryngeal  hemianes- 
thesia, while  a  loss  of  sensation  at  the  laryngeal  inlet  may  be 
found  in  hysterical  adduction  paralysis.  Laryngeal  spasm  may 
arise  reflexly  from  peripheral  disturbance  of  the  pneumogastric 
or  from  direct  irritation  of  the  recurrent  laryngeal  nerve.  It 
may  appear  in  connection  with  catarrhal  laryngitis  or  may  fol- 
low as  a  result  of  reflex  disturbances  from  gastro-intestinal 
perversions.  Asthma,  migraine  and  hysteria  may  provoke  it 
When  the  voice  has  been  overused  a  spasmodic  neurosis  of  the 
larynx  may  result.  This  spasm  is  characterized  by  its  sudden 
onset  and  short  duration,  dyspnea  and  stridor  being  temporary 
symptoms. 

When  the  pulmonary  branches  are  affected  spasmodic  asth- 
ma may  develop.  This  usually  arises  as  a  result  of  inhaled 
irritants  like  dust  or  the  pollen  of  certain  plants  which,  by 
irritation  of  the  pulmonary  branches  of  the  pneumogastric, 
create  a  spasm  of  the  bronchioles.  Intestinal  and  genital  dis- 
turbances may  also  develop  the  spasm  by  the  reflex  disturbance 
of  the  sympathetic  branches  which  are  distributed  to  the  bron- 
chi. Laryngeal  and  bronchial  irritations  are  also  direct  factors 
in  these  asthmatic  attacks.  The  attacks  come  on  suddenly  and 
are  followed  by  periods  of  complete  relief  from  the  spasm. 
Respiration  is  very  difficult,  expiration  being  prolonged.  The 
dyspnea  becomes  so  extreme  that  all  the  classical  symptoms  of 
asthma  are  experienced.  These  attacks  and  the  treatment  have 
been  considered  under  the  subject  of  bronchial  asthma.  Htc- 
cough,  though  referred  to  disturbances  of  the  phrenic  nerve,  is 
due  to  the  laryngeal  spasm  and  is  the  neurotic  equivalent  of 
asthma.  Injury  of  the  pneumogastric,  or  the  superior  laryn- 
geal, as  well  as  the  phrenic  nerve  may  excite  it. 

In  the  cardiac  disturbances  which  arise  from  any  involve- 
ment of  the  superior  or  inferior  cardiac  branches  of  the  vagus 
we  shall  notice  tachycardia  as  a  most  prominent  symptom. 
This  may  be  temporary  or  permanent  and  is  "due  to  the  in- 
creased accelerator  sympathetic  influenoe  or  to  decreased  vagus 
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inhibitory  control  or  to  both  acting  together."  (Church.)  This 
usuallj  oocnra  in  paroxjems.  It  has  been  more  fullj  described 
under  cardiac  diseases.  Cardiac  palpitation  and  bradycardia 
must  also  be  traced  to  a  vagus  neurosis,  both  of  which  have  been 
full;  described  under*these  special  subjects. 

Gaatralgia  or  gastrodynia  is  a  neurosis  of  the  pneumogafi- 
tric  branches  to  the  stomach,  which  is  unattended  by  digestive 
disturbances.  It  ma;  be  associated  with  other  neuralgias  or 
migraine,  and  hysteria  is  occasionally  the  irritant  cause.  The 
particular  features  of  this  have  been  given  under  stomach  dis- 
eases. Eumination  is  a  symptom  associated  with  disturbance 
of  the  gastric  or  esophageal  branches  of  the  pneumogastric 
and  may  be  rarely  noticed  in  hysteria,  neurasthenia,  epilepsy 
and  mental  diseases.  Nervous  dyspepsia  must  also  be  consid- 
ered as  at  least  a  partial  factor  in  pneumogastric  disturbance. 
The  treatment  of  all  of  these  conditions  has  been  spoken  of 
elsewhere. 

Diseues  of  (he  Spinal  Portion  of  (ho  Accessory  Nerve.— 
Accessory  spasm,  better  known  as  torticollis,  is  the  result  of 
an  irritative  lesion  of  the  spinal  accessory  nerve.  It  is  char- 
acterized by  clonic  or  tonic  spasm  of  the  muscles  supplied  by 
the  spinal  accessory  and  often  of  other  muscles  of  the  neck. 
It  is  sometimes  seen  in  meningitis,  epilepsy  and  other  forms  of 
convulsions.  It  often  exists  as  a  congenital,  wry  neck  and  it 
may  appear  as  a  symptomatic  wry  neck  in  children  following 
a  rheumatic  myositis.  The  spasmodic  wry  neck  is  the  typical 
form  caused  by  a  spasm  of  the  muscles  supplied  by  the  spinal 
accessory.  The  exciting  cause  is  not  always  understood.  It 
may  come  from  injury,  undue  strain  of  the  muscles  mentioned, 
infections,  emotional  excitement,  etc  In  my  experience  it 
more  frequently  arises  without  any  known  cause.  The  symp- 
toms are  characterized  by  the  painful  spasm  which  affects  the 
muscle.  The  stemomastoid  is  most  frequently  affected,  though 
the  upper  fibres  of  the  trapezius  are  occasionally  implicated. 
The  head  is  inclined  to  the  affected  side  by  the  action  of  the 
stemomastoid,  while  the  chin  is  elevated  and  the  face  is  rotated 
to  the  opposite  side  by  the  combined  action  of  the  stemomastoid 
and  the  trapezius.  The  head  may  be  pulled  backward  when 
both  trapezii  are  involved.  The  complexus  and  superior  oblique 
may  be  implicated.  It«mote  muscles  may  be  simultaneously 
involved.     The  spasm  instead  of  being  clonic  in  character  may* 
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be  tonic.  In  the  average  case  the  patient  suffers  but  little 
between  paroxysms,  though  the  spasm  may  be  renewed  by  any 
nervous  excitement.  The  disease  is  in  reality  a  neurosis,  the 
bulbar  and  cerebral  centers  being  implicated.  The  innervation 
is  disturbed  and  as  a  result  there  is  an  intermittent  discharge 
of  nerve  force. 

The  treatment  is  not  always  satisfactory.  Wbile  torti- 
collis is  not  incurable  it  is  liable  to  assume  a  chronic  state 
which  responds  only  to  persistent  treatment.  By  many  it  is 
regarded  as  an  incurable  disease  and  surgery  is  considered  as  a 
last  resort.  I  am  inclined  to  look  upon  the  therapeutic  possi- 
bility with  a  little  more  hope.  I  have  succeeded  in  curing 
two  severe  cases  which,  fortunately,  came  to  me  in  the  early 
stages  of  the  disease.  IMany  remedies  have  been  suggested 
for  the  treatment,  among  which  may  be  mentioned  atropin, 
hyoscyamus,  conium,  gelsemium,  zinc  valerianaie,  physostigma 
and  agaricin.  The  last  is  my  favorite  remedy,  and  this 
I  have  used  in  conjunction  with  a  tablet  containing  hydro- 
bromate  of  hyoscin  (gr.  1/400)  cannabin  (gr.  1/8)  and  zinc 
phosphide  (gr.  1/10).  One  tablet  of  the  latter  is  given  four 
times  daily.  Bromids  and  opiates  are  required  in  the  acute 
paroxysms,  but  a  cure  is  not  accomplished  in  this  way.  A 
remedy  must  be  used  which  reduces  the  persistent  discbai^  of 
nerve  force  and  this  will  be  found  only  after  a  careful  study  of 
the  symptoms. 

The  galvanic  and  faradic  currents  may  be  of  adjuvant 
service  to  relax  the  spasm,  but  I  do  not  believe  they  are  indi- 
cated in  every  case  and  their  prolonged  use  in  the  interparox- 
ysmal  state  may  incite  a  spasm.  Massage  and  vibratory  stimu- 
lation are  much  more  serviceable  in  the  majority  of  cases. 
Nerve  stretching  and  suspension  are  now  properly  abandoned. 
Resection  of  the  posterior  branches  of  the  upper  three  or  four 
cervical  nerves  has  relieved  in  a  few  cases. 

Pirilysis  ol  the  Sf  Inal  Accessory  Nerve. — This  pertains 
to  a  palsy  which  affects  the  spinal  portion  of  the  nerve.  The 
nuclei  may  be  involved  in  a  degenerative  lesion  which  starts  in 
the  spinal  gray  matter.  Cortical  disease  very  rarely  causes 
complele  and  permanent  loss  of  power  in  the  spinal  accessory. 
The  nerve-trunk  may  suffer  compression  from  meningeal  exu- 
dations, caries  or  tumors.  The  stemomastoid  will  show  the 
paralysis  while  the  trapezius  will  be  slightly  involved.     The 
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head  is  not  so  easily  turned  to  the  opposite  side,  the  shoulder 
droops  slightly  and  the  extension  of  the  arm  is  impaired.  The 
scapula  stands  out  from  the  ribs  and  tlie  normal  contour  of  the 
neck  is  lost.  The  lesion  is  usually  unilateral,  though  a  bilateral 
palsy  may  arise  as  the  result  of  meningitis  or  vertebral  caries ; 
it  may  also  develop  in  progressive  muscular  atrophy.  If  both 
atemomastoids  are  involved,  the  head  falls  backward,  and  if 
both  trapezii  are  involved,  it  falls  forward.  The  tTeatment 
relates  to  the  underlying  cause ;  in  nuclear  lesions  no  hope  may 
be  expected. 

DiseaaesoItheHypoClossalNerve. — The  hypoglossal  nerve 
is  the  motor  nerve  for  the  miiscles  of  the  tongue  and  those  at- 
tached to  the  hyoid  bone.  Spasm  of  the  hypoglossal  nerve 
takea  place  in  hysteria,  epilepsy  and  sometimes  in  chorea.  Irri- 
tation of  the  fifth  nen-e  is  also  responsible  for  the  spasm.  A 
paroxysmal  clonic  spasm  is  a  form  characterized  by  the  rapid 
protrusion  and  withdrawal  of  the  tongue.  The  prognosis  in 
these  cases  is  good  and  the  treatment  rests  on  the  use  o^  the 
indicated  remedy.  Paralysis  of  the  hypoglossal  nerve  is  the 
result  of  snpra-nuclear,  infra-nuclear  and  nuclear  lesions.  In 
the  supra-nucJear  paralysis  the  lesion  is  between  the  cortex  and 
medulla,  the  paralysis  appearing  on  the  opposite  side.  Atrophy 
and  electric  changes  are  not  noticed.  In  infra-nuclear  paraly- 
sis the  lesion  may  be  due  to  the  pressure  of  neoplasms  or  menin- 
geal or  syphilitic  exudates.  Nuclear  lesions  are  usually  de- 
generative. 

The  symptoms  are  characterized  by  paralysis  and  atrophy 
of  the  tongue  on  one  or  both  sides,  fibrillary  twitchings  and,  in 
unilateral  paralysis,  the  tongue  deviates  to  the  paralyzed  side. 
Articulation,  mastication  and  deglutition  are  slightly  inter- 
fered with.  In  the  bilateral  form  these  perversions  are  marked 
and  the  tongue  can  not  be  protruded.  When  the  lesion  is  supra- 
nuclear there  is  hemiplegia  on  the  same  side  as  the  lingual 
paralysis.  When  the  lesion  is  nuclear  a  bulbar  palsy  may 
exist.  When  tlie  medulla  fibres  are  involved  paralysis  of  the 
tongne  will  take  place  on  one  aide,  while  the  limbs  will  be 
paralyzed  on  the  opposite  side.  Outside  of  the  medulla  the 
spinal  accessory  nerve  is  generally  involved  and  the  paralysis 
is  unilateral. 
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DISEASES  OF  THE  SPINAL  NERVES. 

Diseases  of  (he  Cervical  Plezit8.~The  phrenic  nerve 
may  be  sffected  when  there  is  a  lesion  of  the  ganglion  cells  in 
the  anterior  horns  near  the  level  of  the  third  and  fourth  cer- 
vical nerve.  The  trunk  may  be  affected  by  neuritis,  traumatism 
or  by  the  pressure  of  an  aneurysm  or  neoplasms.  The  dia- 
phragm is  always  involved  when  this  nen'e  is  implicated  and 
this  affection  will  vary  between  a  complete  paralysis  and  im- 
mobility of  varying  degrees.  In  anch  instances  diaphragmatic 
action  shows  reversed  movement.  Exertion  causes  dyspnea 
and  pulmonary  diseases  are  inclined  to  be  exaggerated  when 
there  is  diaphragmatic  immobility.  Other  muscles  are  liable 
to  he  affected  when  the  diaphragm  is  implicated. 

Diseases  ol  the  Brachial  Plexas.— The  plexus  as  a  whole 
may  be  involved  or  single  branches  may  be  affected  separately. 
A  disturbance  may  likewise  be  confined  to  the  nerve-roots 
which  unite  to  form  the  brachial  plexus.  !Ueningeal  disease, 
traumatism  and  caries  of  the  vertebrae  may  constitute  the 
causes.  The  symptoms  are  usually  unilateral  and  purely  sen- 
sory and  motor  in  character  unless  the  lesion  is  extensive.  The 
posterior  thoracic,  if  affected,  will  show  its  symptoms  in  the 
serratus  magnus  muscle.  The  posterior  edge  of  the  scapula 
will  stand  out  prominently  and  this  will  be  exaggerated  when 
the  arm  is  moved  forward.  Neuralgic  pains  are  generally  pro- 
nounced and  the  neuritis  pursnea  a  slow  course. 

Combined  paralysis  may  be  experienced  when  the  brachial 
plexus  is  involved  and  this  may  result  from  the  involvement 
of  two  or  more  nerves  or  the  plexus  as  a  whole.  New  growths 
in  the  cervical  region,  wounds,  fractures  and  dislocations  are 
the  usual  causes.  A  brachial  neuritis  may  be  associated  with 
an  injury  to  some  nerve  communicating  with  it,  or  it  may  be  a 
primary  affection.  A  gouty  diathesis  predisposes.  The  parox- 
ysmal or  eontinnoiis  pain  is  increased  by  any  sudden  move- 
ment or  local  pressure.  Sleep-palsy,  or  crutch-palsy,  are  sam- 
ples of  the  pressure-palsies  which  frequently  occur. 

Suprascapular  palsy  is  observed  when,  by  the  involvement 
'  of  the  supra  and  infraspinatus  muscles,  the  outward  rotation 
of  the  humerus  and  the  rotation  of  the  scapula  is  interfered 
with. '  The  deltoid  naturally  hypertrophies  on  account  of  the 
extra  work  demanded  of  it.     When  the  circumflex  is  involved 
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the  arm  can  not  be  raised  at  right  angles  to  the  body  and  the 
involved  mUBclea,  the  deltoid  and  terea  minor  suffer  atrophy. 

Musculo-spiral  paralysis  is  very  common,  as  it  ia  particu- 
larly exposed  to  preeeure.  The  characteristic  symptoms  are 
wrist-drop,  finger-drop  and  inability  to  extend  the  hand,  the 
phalanges  of  the  fingers  or  the  thumb.  Supination  is  also  fre- 
quently lost  in  pressure-palsies.  There  are  only  slight  sensory 
symptoms.  Lead-palsy  is  difTereutiated  by  its  slower  onset, 
absence  of  supinator  involvement  and  its  bilateral  character. 
Besides  there  is  usually  a  history  of  lead-poisoning.  Bilateral 
wrist-drop  in  toxic  neuritis  is  generally  differentiated  by  the 
manner  of  the  attack  and  the  history  of  the  case. 

The  median  nerve  may  suffer  from  neuritis  following  an 
injury,  but  is  generally  affected  in  association  with  other 
nerves.  Wasting  of  the  thenar  muscles,  inability  to  oppose  the 
thumb  to  the  tips  of  the  fingers,  imperfect  fiexion  of  the  pha- 
langes and  the  radial  side  of  the  wrist  are  the  characteristic 
synLptome.  Ulnar  paralysis  causes  radial  deviation  of  the  hand 
on  Aexion  of  the  wrist,  loss  of  abduction  of  the  thumb  and  in- 
ability to  move  the  little  finger.  The  hypothenar  prominence 
suffers  from  wasting.  The  first  phalanges  can  not  be  flexed 
and  the  second  and  third  can  not  be  extended.  The  "claw 
hand"  is  usually  detected,  but  it  is  not  so  pronounced  as  in 
progressive  muacular  atrophy,  as  the  median  supply  overcomes 
this  extreme  <^ange. 


DISEASES  OF  THE  LUMBAR  AND  SACRAL 
PLEXUSES. 

These  plexuses  are  involved  occasionally  by  abilominal 
growths,  enlarged  glands,  psoas  abscess,  neuritis,  vertebral  dis- 
eases and  occasionally  by  wounds  and  dislocation  of  the  hip. 
The  obbiralor  nerve  is  affected  when  adduction  of  the  thigh  is 
intorfered  with,  outward  rotation  is  somewhat  impaired  and 
the  affected  leg  can  not  be  crossed  over  the  other.  Anterior 
crural  nerve  paralysis  is  recognized  by  the  loss  of  power  and 
wasting  of  the  leg  extensors,  Ixist  knee-jerk  and  anesthesia  of 
much  of  the  surface  of  the  thigh  and  the  inner  aide  of  the  leg 
and  foot  may  also  be  noticed.  The  superior  gluteal  nerve,  if 
paralyzed,  shows  a  lose  of  adduction  and  circumduction  of  the 
thij^ 
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In  sacral  plexus  paralysis  the  smtdl  sciatic,  when  involved, 
causes  difficulty  in  rising  from  the  sitting  position,  and  anes- 
thesia of  the  back  of  the  thigh  and  of  the  upper  part  of  the  leg 
posteriorly.  When  the  great  sciatic  is  involved,  the  act  of  walk- 
ing will  be  interfered  with  and  anesthesia  and  wasting  of  the 
flexor  muscles  of  the  1^  and  the  muscles  below  the  knee  will 
be  observed. 

When  the  external  popliteal  or  peroneal  nerves  are  in- 
volved there  will  be  foot-drop  and  toe-drop  and  the  region  sup- 
plied by  these  nerves  will  be  anesthetic.  Involvement  of  the 
internal  popliteal  nerve  causes  inability  to  flex  the  foot  and 
toes,  and  anesthesia  over  the  area  of  distribution. 


DISEASES  OF  THE  SPINAL  CORD. 
SPINAL  HEHORSHAOE. 

Hemorrhages  affecting  the  meninges  of  the  cord  and  the 
cord  proper  are  generally  classed  together  so  far  as  treatment  is 
concerned,  therefore  we  consider  them  under  the  term  of  spinal 
hemorrhage. 

Spinal  Heniotfeal  Bemorrhage. — This  ie  the  common  form 
of  spinal  hemorrhage.  It  is  either  extradural  or  subdural.  It 
may  be  associated  with  intracranial  hemorrhage  or  with  hem- 
orrhage into  the  cord  substance.  It  also  occurs  as  a  primary 
condition. 

Etiolojr. — Injuries,  particularly  spinal  fracture,  are  the 
moat  common  exciting  causes.  Diseases  of  the  meningeal  ves- 
sels may  produce  it;  syphilis,  arteriosclerosis,  purpura  and  all 
infections  and  dyscraeiae  naturally  predispose  to  it.  Severe 
convulsions,  epilepsy,  eclampsia,  tetanus  and  chorea  may  favor 
it.  The  rupture  of  the  thoracic  or  vertebral  aneurysm  or  a 
prolonged  meningitis  may  also  be  exciting  factors.  It  may  he 
due  to  severe  muscular  exertion  or  it  may  rarely  occur  spon- 
taneously. 

Patholofy. — In  extradural  hemorriiage  the  clot  is  gener- 
ally located  in  the  cervical  region ;  it  may  be  small  or  large 
and  may  extend  through  the  intervertebral  foramina.  The 
dura  may  be  infiltrated  for  a  considerable  area  and  cord  cent- 
pression  in  varying  degree  may  occur.    The  hemorrhage  comee 
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from  the  vertebral  plexus  of  veins.  Hemorrhage  wtfAin  the 
dura  may  be  extensive  or  slight,  the  central  arteries  being  its 
source.  Cord  compression  and  meningeal  inflammation  gen- 
erally attend. 

Symptoms.— The  signs  of  meningeal  hemorrhage  usually 
appear  suddenly.  In  small  hemorrhages  there  may  be  no  con- 
firming evidence.  The  symptoms  of  extra-  and  subdural  hem- 
orrhage are  virtually  the  same  in  the  be^nning.  Severe  pains 
in  the  back,  in  the  neighborhood  of  the  hemorrhage,  are  first 
experienced,  with  backache  and  numbness  for  several  hours. 
These  pains  extend  along  the  nerves  the  roots  of  which  are  in- 
volved. Rigidity  of  the  spinal  muscles  is  characteristic  and 
may  reach  the  stage  of  opisthotonos  and  convulsions.  Numb- 
ness, tingling,  formication,  hyperesthesia  and  paralytic  symp- 
toms affecting  the  muscles  below  may  follow  with  loss  of  control 
of  the  bowels  and  bladder.  Anesthesia,  together  with  other 
visceral  disorders,  may  now  attend  the  paralysis.  A  chronic 
meningitis  or  myelitis  may  ensue  and  the  recovery  will  be  slow. 
IHa^osis. — A  well  defined  onset  and  the  gradually  de- 
veloping secondary  symptoms,  with  the  history  of  traumatism, 
ought  to  confirm  the  diagnosis;  insidious  symptoms  may  con- 
fuse. When  the  cord  substance  is  affected  (as  in  hemato- 
myelia)  there  is  instant  loss  of  function  and  subsequent  an- 
esthesia; the  pain  is  less  but  the  paralysis  is  worse.  In 
meningitis  the  symptoms  do  not  develop  so  rapidly  and  the  cause 
is  not  so  apparent  From  tetanvs  we  differentiate  by  the  tris- 
mus in  the  latter  disease. 

Prognosis. — An  unfavorable  outcome  is  probable  in  most 
cases ;  immediate  death  is  possible.  If  the  patient  survives  a 
few  days,  a  partial  recovery  may  be  looked  for.  Subsequent 
inflammatory  invasion  and  respiratory  paralysis  may  cause  a 
fatal  termination.  Hemorrhage  in  the  cervical  area  is  most 
dangerous. 

Treatment. — Absolute  rest  in  bed  and  perfect  relaxation 
are  mandatory.  Local  application  of  the  ieebag  to  the  spine 
will  often  give  relief;  should  it  increase  the  irritation  it  must 
be  discontinued.  The  patient  should  be  given  only  a  liquid 
diet  and  complete  catharsis  should  be  effected.  The  enema 
and  the  catheter  should  be  resorted  to  to  avoid  any  possible 
exertion.  Cupping,  leeches  and  venesection  have  been  sug- 
gested by  older  authors. 


.y  Google 


912  DISEASES    OF    THE    NERVOUS   SYSTEM. 

The  remedies  which  aid  the  abeorption  of  the  blood  clot 
should  be  given  internally.  Secale  la  of  eervice  in  the  early 
stages  to  check  the  hemorrhage ;  hamamelis,  ipecac,  hydrangea, 
erigeron  and  similar  remedies  may  be  indicated.  Aconite, 
arnica,  belladonna,  gelsemium  and  Hypericum  generally  suf- 
fice for  the  acute  febrile  stage. 

Later,  to  encourage  absorption,  the  iodida,  mercurius,  sul- 
phur, nitric  acid  and  similar  remedies  may  be  indicated.  The 
more  complete  treatment  will  be  considered  under  hemato- 
myelia. 

HEMORRHAGE  INTO  THE  CORD. 

Etiolofy. — Hemorrhage  into  the  cord  substance,  hemato- 
myelia,  is  comparatively  frequent,  occurring  as  the  result  of 
severe  spinal  concussion,  violent  muscular  wrenching,  injuries, 
exposures,  and  sometimes  from  excessive  coitus.  Again  it  may 
be  secondary  to  diseases  of  the  blood  vessels,  purpura,  syphilis, 
myelitis,  tumors  or  convulsions.  The  hemorrhage  ie  frequently 
located  in  an  area  of  myelitic  softening,  though  the  latter  may 
also  follow  the  hemorrhage.  In  old  people  degeneration  of  the 
arteries  is  more  frequently  the  cause  of  this  disease. 

PalhoIoCy. — The  hemorrhage  is  punctate  and  multiple,  or 
it  may  be  single  and  extensive;  it  occurs  in  the  central  arteries 
and,  hence,  is  found  mostly  in  the  gray  matter  of  the  cord;  it 
may  penetrate  the  white  columns  or,  leas  commonly,  the  central 
canal.  In  the  punctate  variety  small  pinhead  clots  are  found 
in  the  slightly  reddened  cord ;  they  are  mostly  in  the  perivas- 
cular spaces.  The  single  or  larger  hemorrhage  invades  even 
more  of  the  gray  matter,  causing  a  decided  swelling  of  the  cord, 
A  zone  of  softening  is  observed  about  the  clot  a  few  days  after 
the  hemorrhage,  which  may  develop  into  a  more  extensive 
myelitis. 

Symploins. — Numbness  and  weakness  in  the  limbs  are  the 
first  premonitions,  then  paraplegia  appears  suddenly,  which  is 
the  first  sign  of  a  primary  focal  hemorrhage.  The  extent  of 
the  paralysis  depends  upon  the  size  of  the  clot.  Anesthesia  is  a 
characteristic  symptom,  the  tactile  sense  is  preserved,  but  the 
pain  and  thermic  sense  are  lost.  The  sphincters  are  paralyzed, 
the  reflexes  are  at  iirst  lost,  but  soon  become  exaggerated  and 
ataxia  may  supervene.    If  the  lesion  is  in  the  upper  part  of  the 
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cord,  the  arms  may  be  affected  also.  In  about  ten  days  the 
acute  symptoms  subside  and  the  disease  then  Bimulates  chronic 
myelitiH. 

Diafaosis. — ^Ve  may  differentiate  between  this  and  men- 
ingeal kemorrJiagc  by  the  fact  that  the  latter  sho^vs  more  pain 
and  spasm,  less  paralysis  and  has  a  greater  tendency  to  recov- 
ery. Hematomyelia  lias  a  more  sudden  onset  and  less  fever; 
often  the  eymploms  are  so  similar  that  it  is  difficult  to  make  a 
perfect  diagnosis. 

frotHOSlB.- — Tills  depends  upon  the  extent  of  the  hemor- 
rhage, the  subsequent  softening  and  the  location  of  the  lesion. 
In  the  cervical  region,  it  is  almost  invariably  fatal ;  in  the 
lumbar  region  it  is  unfavorable,  while  in  the  dorsal  region  the 
prognosis  is  more  hopeful.  If  the  secondary  myelitis  extends 
upward,  it  causes  certain  death,  if  it  extends  downward,  it  en- 
hances the  paraplegia.  Permanent  paralysis,  pronounced 
trophic  disturbances,  spastic  ataxia  or  an  incurable  chronic 
myelitis  are  possible  results  of  the  hemorrhage. 

Tnatmsilt. — At  first  it  Is  necessary  to  insure  absolute  rest 
and  <]uiet  The  patient  must  bo  kept  in  bed  for  several  weeks 
in  a  position  that  will  cause  the  least  pressure  upon  the  spine. 
The  ice  bag  applied  to  the  involved  area  gives  much  relief.  The 
diet  should  be  limited  and  the  bowels  should  be  relieved  by 
means  of  an  enema. 

Remedies  which  reduce  arterial  tension  and  control  the 
hemorrhage  should  be  employed.  Aconite  and  veratrum  viride 
are  the  most  serviceable  in  the  first  stages ;  belladonna  answers 
well  in  plethoric  patients ;  secale,  in  potency,  may  be  used  for  a 
time,  but  heroic  doses  of  ergot  should  not  be  employed.  Ham- 
amelis  and  arnica  should  not  be  overlooked  when  traumatism 
is  a  causative  factor.  Ipecac  will  be  of  service  when  gastric 
disturbances  attend.  Trillium,  sabina,  geranium,  erigeron  and 
ustUago  are  useful,  if  indicated,  the  same  as  in  any  other  hem- 
orrhage. Arsenicum  may  be  indicated  when  the  hemorrhage 
is  attended  by  asthenic  conditions.  Cinchona  and  ferrum  phos. 
are  called  for  when  anemia  is  present  Oxalic  add  is  useful 
when  exhaustion  is  attended  by  severe  pains  extending  up  and 
down  the  back.  Nitric  add  and  mercurius  may  be  demanded  as 
the  condition  approaches  the  chronic  stage.  Opium,  codein 
and  adrenalin  chlorid  should  not  be  overlocAed. 
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When  the  danger  fr-om  hemorrhage  and  its  attending 
symptomB  disappears,  the  treatment  and  the  remedies  which 
apply  in  chronic  myelitis  will  be  demanded,  therefore,  further 
discnssion  of  the  treatment  will  be  found  under  that  subject. 


CAISSON  DISEASE. 


This  is  a  disease  which  occurs  with  those  who  are  sub- 
jected to  high  atmospheric  pressure.  It  is  observed  most  fre- 
quently with  men  who  work  in  caissons,  hence,  its  title.  The 
symptoms  appear  when  there  is  a  sudden  return  from  a  con- 
densed air  to  the  normal  atmosphere.  Aeronauts,  mountain 
climbers  and  workers  in  high  altitudes  may  suffer  with  a  mild 
form  of  the  disease. 

Ellol*^. — Those  whose  vocations  accustom  them  to  un- 
usual atmospheric  pressure  do  not  ordinarily  experience  any 
discomfort ;  the  novice  is  more  liable  to  this  disease.  The  trou- 
ble comes  m<etly  from  the  sudden  reduction  of  the  pressure. 
Age,  alcoholism,  obeeity,  heart  and  kidney  diseases  predis- 
pose to  its  occurrence. 

Symptoms. — These  usually  appear  very  soon  after  the 
workman  reaches  the  surface.  Sometimes  they  do  not  appear 
until  a  few  hours  later.  Headache,  dizzineaa,  faintness,  nausea, 
vomiting,  delirium  and  often  coma  are  early  symptoms.  The 
spinal  symptoms  are  most  severe.  Paroxysmal  pains  in  the 
lower  extremities  are  most  intense,  and  while  the  legs  are 
generally  affected  more  frequently,  the  pain  may  involve  the 
arms  as  well.  Anesthesia  attends  the  weakness  and  soon  para- 
plegia develops.  Hemiplegia  is  an  infrequent  symptom  and  the 
sphincters  are  generally  paralyzed.  The  dvraiion  of  the  dis- 
ease is  not  long.  With  favorable  physical  conditions  a  speedy 
cure  is  possible.  Amelioration  of  pain  comes  slowly,  while 
the  paraplegia  may  remain  for  some  time  or  may  become  per- 
manent. 

Patholo^. — When  the  atmospheric  pressure  is  increased, 
the  capillary  system  becomes  paretic,  the  internal  viscera  are 
congested  and  thus  a  brain  and  cord  hyperemia  exist.  When 
the  workman  returns  to  the  normal  atmosphere,  blood  rapidly 
rushes  to  the  surface,  causing  a  peripheral  congestion.  The 
brain  and  cord,  being  in  bony  cavities,  can  not  rapidly  elimi- 
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nate  the  exceasive  amount  of  blood.  As  a  result  hemorrhage 
or  a  permanent  congestion  is  found  in  these  parts.  Following 
thisj'there  is  a  liability  to  persistent  inflammation  or  necrosis 
of  nerve  tissue,  particularly  in  the  cord. 

Tr«a(m«nt. — This  is  mostly  expectant  and  symptomatic. 
Only  a  perfectly  sound  man  should  be  permitted  to  assume 
this  kind' of  work.  More  time  should  be  taken  to  return  to  the 
surface.  When  the  disease  exists  we  should  put  the  patient  into 
the  most  perfect  state  of  rest  and  relaxation.  Morphin  and 
chloral  may  be  necessary  to  relieve  the  pain  and  nervous  ex- 
citement. The  treatment  of  the  paraplegia  will  be  the  same  as 
given  under  myelitis. 


SPINAL  BYPEKEHIA. 

This  is  a  disease  which  is  really  a  symptom  present  iu  the 
first  stages  of  acute  inflammations.  It  is  incident  to  violent 
physical  exertion,  sexual  excess,  menstrual  disturbances,  and 
toxemia,  and  may  be  acute  or  chronic.  The  latter  form,  though 
not  well  defined,  may  follow  meningitis  or  injury. 

Pathology. — ^This  is  not  marked,  as  the  disease  is  simply 
a  congestion  of  the  spinal  vessels  and  may  depend  upon  exag- 
gerated or  diminished  cardiac  action. 

Symptoms. — Neuralgic  pains,  numbness  and  other  pares- 
thesiae  appear  early;  a  feeling  of  heaviness  and  of  weight 
in  the  limbs  and  back  are  then  experienced:  Twitching  of 
the  muscles  and  slight  sphincter  weakness  may  be  complaints 
in  the  early  stages.  The  weakness  of  the  limbs  may  disappear 
in  a  short  time  or  it  may  persist.  Generally  speaking, .  the 
symptoms  are  mild  in  character  and  short  in  duration. 

Tmtmeot. — This  condition  is  generally  cared  for  success- 
fully by  the  remedies  indicated  in  acute  febrile  conditions. 
Aconite,  belladonna,  cimicifyga,  geleemium,  arnica,  hamamelis 
and  fnillefolium  are  usually  sufiicient.  Arnica,  nitric  acid  and 
china  are  good  secondary  remedies. 

The  patient  should  be  kept  very  quiet  and  in  a  horizontal 
position  for  some  time.  The  ice  bag,  applied  to  the  spine,  will 
invariably  give  relief  in  the  early  stages.  Excessive  pain  will 
demand  an  opiate,  while  the  chronic  stage  may  call  for  the  gal- 
vanic current.  Perfect  rest  and  the  internal  remedy  are  about 
the  only  therapeutic  measures  necessary. 
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SPINAL  ANEHIA. 

Whenever  the  circulation  is  interfered  with,  the  spinal 
cord  is  liahle  to  suffer  from  anemia.  Hemorrhages,  exhaust- 
ing diseases  and  diseases  affecting  the  aortic  valves  of  the  heart 
are  Bourcee  of  this  trouhle.  When  spinal  anemia  exists  the 
cord  functions  are  greatly  diminished,  with  a  resultant  impair- 
ment of  motor  function;  weakness  of  the  legs  amounting  to 
apparent  paraplegia  is  experienced,  particularly  after  an  undue 
amount  of  exercise.  There  may  be  periodic  pains  in  the  hack, 
especially  when  the  patient  suffers  from  fatigue.  Spinal  irri- 
tation often  is  a  residuum  and  requires  careful  treatment.  In 
other  respects  the  symptoms  resemble  neurasthenia.  The  treat- 
ment is  purely  symptomatic  and  the  prognosis  is  generally  fa- 
vorable. Freedom  from  nervous  excitement  and  the  worry  and 
demands  of  business  is  mandatoiy.  These  patients  should 
forego  all  social  indulgences  and  a  treatment  of  systematic  rest 
must  be  instituted. 


SPINAL  HENINOITIS. 


Pachrmenlngills  Externa.—  Etislogy. — This  is  always  sec- 
ondary to  some  other  disease.  Tuberculosis  and ,  spinal 
caries  are  the  most  frequent  causes,  while  purulent  pleurisy, 
peritonitis,  mediastinal  collections  of  pus  and  even  pelvic  ab- 
scesses may  be  more  rarely  the  primary  factors. 

Pathology. — The  dura  is  thickened  and  covered  by  a  case- 
ous or  purulent  deposit,  the  posterior  aspect  of  the  cord  being 
most  involved.  The  inflammatory  exudate,  when  acute,  is 
fibro-purulent  in  character  when  chronic,  connective  tissue  pre- 
dominates, and  this  may  affect  the  cord  and  all  the  membranes. 
In  such  cases  a  compression  myelitis  is  liable  to  follow. 

SjnuHonu.-—RadiaHng  pains  indicative  of  an  irritation 
of  the  sensory  and  motor  nerve  roots  of  the  part  affected  are 
early  symptoms.  Hyperesthesia,  twitchings,  exa^eration  of 
reflexes,  paraplegia  and  sphincter  perversions  are. subsequent 
symptoms.  Anesthesia  may  occur  later,  or  it  may  be  an  early 
sign  in  severe  cases.  When  cord  compression  follows  from  un- 
usual thickening,  an  extreme  spastic  paraplegia  is  observed. 

Dia^oais. — Tliis  is  aided  decidedly  by  determining  the 
predisposing  disease.     The  pronounced  radiating  pain,  the  local 
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tendemees  and  irritability,  the  chronic  course  and  the  paralyeis 
from  compreeBion  late  in  the  disease,  should  settle  the  diag- 
nosis. Myelitis  should  be  differentiated  by  the  rapid  onset, 
the  slight  amount  of  pain,  the  girdle  sensation,  the  anesthesia 
below  this  point,  the  sudden  paralysis  and  the  pronounced  in- 
volvement of  the  sphincters. 

Prognosis. — This  is  almost  always  unfavorable.  If  com- 
pression does  not  exist  and  the  case  is  energetically  treated,  we 
may  avoid  the  protracted  chronic  condition. 

Treatintnl. — The  treatment  is  most  decidedly  surgical,  in- 
asmuch as  the  inflammation  is  usually  due  to  mixed  infection. 
Mechanical,  hygienic  and  constitutional  treatment  will  do  much 
for  these  cases. 

PachrmeniaCitis  Interna. — This  includes  two  form's,  the 
hemorrhagic  and  hypertrophic.  The  hypertrophic  form  repre- 
sents simply  a  thickening  of  the  exudate  due  to  hemorrhage. 
The  two  forms  are,  therefore,  included  in  this  discussion. 

EHolojy.— It  occurs  most  frequently  in  adults.  Expo- 
sure and  traumatism,  alcoholism,  syphilis  and  other  infections 
are  the  most  common  causes. 

Pathology, — The  primary  pathologic  condition  is  a  hem- 
orrhage upon  the  surface  of  the  dura,  followed  by  chronic  in- 
flammation and  recurrent  hemorrhages,  resulting  in  an  exudate 
of  flbrous  tissues  which  soon  encircles  and  compresses  the  pia 
mat«r  and  cord.  This  exudate  may  be  extensive,  but  usually  it 
is  conflned  to  the  cervical  area.  When  syphilis  is  the  cause,  the 
exudate  is  gummatous  in  character. 

Symytoms. — The  disease  is  a  chronic  one,  and  therefore 
the  symptoms  are  slow  in  their  development.  Irritation  of  the 
nerve  roots  gives  rise  to  hyperesthesia  and  pain  radiating  along 
the  spinal  nerves,  which  have  their  origin  in  the  spinal  segment 
involved ;  these  pains  exacerbate  at  night  and  considerable  stiff- 
ness in  the  neck  is  observed  in  the  beginning.  Nimibness, 
prickling  and  pain  are  felt  in  one  or  both  arms.  Gastric  crises 
are  sometimes  observed. 

The  paralytic  aymptoms  are  apparent  a  few  months  or  a 
year  later.  There  is  a  gradually  developing  weakness  in  the 
parts  involved,  while  anesthesia  and  trophic  changes  slowly 
make  -their  appearance.  As  the  cord  compression  ensues,  spas- 
tie  sympioma  are  observed  in  the  parts  supplied  by  the  affected 
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nerves.  Rigidity,  exaggerated  reflexes  and  spinal  trepidation  ' 
are  followed  by  paraplegia ;  this  condition  may  remain  station- 
ary for  some  time  and  then  recovery  may  take  place.  Fre- 
quently one  or  both  arms  are  affected,  which  depends  upon 
B  meningeal  invasion  of  a  small  vertical  area  in  the  cervical 
region  and  is  termed,  pachymeningitis  eervicalis  kyp^rirophica. 
This  form  gives  a  peculiar  deformity;  the  flexor  muscles  are 
most  affected,  particularly  the  small  muscles  of  the  hand  and 
arm.  The  fingers  are  forcibly  flexed  and  the  hand  is  often  ex- 
tremely extended.  In  some  cases  the  ulnar  nerve  is  affected 
most  and  a  peculiar  wrist  drop  exists.  The  disease  is  liable  to 
affect  the  general  health  and  strength,  and  the  patient  may  die 
from  exhaustion  or  some  other  intercurrent  troiible. 

Pnfnosia. — Little  hope  of  a  care  should  be  given.  The 
syphilitic  cases  are  most  unfavorable,  but  those  caused  by  a 
slight  trauma  are  more  hopeful.  The  disease  may  assume  a 
stationary  condition  for  a  long  time. 

Dlatnssia. — The  diagnosis'  is  most  difficult  when  the  in- 
flammatory exudate  is  extensive.  The  chronic  course,  the  char- 
acteristic pain  and  the  localized  symptoms  should  lead  to  the 
diagnosis.  Tumor  of  the  cord  is  most  simulating,  though  the 
symptoms  are  more  localized  and  it  does  not  run  so  chronic  a 
course.  Myelitis  more  frequently  affects  the  lower  cord,  and 
the  paralysis  is  acute.  The  anesthesia,  the  sphincter  involve- 
ment and  other  characteristic  symptoms  should  also  aid  in  the 
differentiation.  In  progreaaive  muscular  atrophy  the  muscular 
degeneration  is  the  cause  of  the  paralysis  and  other  symptoms. 

Treatmeat. — The  remedies  suggested  previously  for  hefn- 
orrhage  and  febrile  conditions  should  be  used  in  accordance 
with  indications.  Hydrotherapy,  and  the  applications  of  dry 
heat  may  palliate  in  the  beginning.  Massage  and  electricity 
may  relieve  the  rigid  muscles,  but  the  paralysis  will  not  be 
cured  unless  the  exudate  is  absorbed  and  the  function  of  the 
compressed  nerves  is  restored.  The  syphilitic  cases  must  be 
treated  with  consideration  for  the  cause.  In  general,  po/(M- 
sium  iodid,  chlorid  of  gold,  iodid  of  arsenic,  nitric  acid  and 
mercurius  will  be  standard  remedies.  For  the  muscular  pains 
and  weakness  of  the  limbs  gelsemium,  cimtcifuga,  coniutn,  ced- 
ron,  china  and  cicuta  virosa  should  be  considered.  Plumbum 
iodid  is  of  great  service  when  the  pathol<^c  condition  tends  to 
sclerosis  and  when  there  is  glandular  induration.     Iodid  of 
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antimony  and  the  iodid  of  tin  have  been  suggested  in  the 
chronic  stages ;  zinc  picrate  and  the  phosphid  of  zinc  will  always 
be  worthy  of  coheideration, 


ACUTE  SPINAL  LEPTOMENINGITIS. 

Etiol*^. — This  is  generally  observed  in  connection  with 
inflammation  of  the  cerebral  pia  mater.  It  is  due  to  infection 
and  it  may  involve  the  inner  surface  of  the  dura  and  the  cord 
periphery  as  well.  Typhoid,  tuberculosis,  syphilitic  and  other 
infections  may  be  the  cause.  The  pneumococcus  and  the  men- 
ingococcus have  been  found  as  etiologic  factors.  Traumat- 
ism, exposure  and  rheumatism  are  predisposing  causes.  Sur- 
gical operations  and  penetrating  wounds  may  furnish  an  infec- 
tion if  asepsis  is  not  perfectly  observed. 

Palholoty.^ — The  pathology  depends  much  upon  the  char- 
acter of  the  exudate ;  the  suppurative  exudate  is  the  most  char- 
acteristic. The  infection  is  easily  propagated  and  transmitted 
through  the  spinal  fluid  of  the  arachnoid  space.  The  pia,  the  - 
inner  surfaces  of  the  dura  and  the  coid  periphery  are  hypeiemic 
and  the  spinal  fluid  is  increased  in  quantity.  If  the  inflamma- 
tion is  protracted,  the  connective  tissue  increase  causes  dural, 
arachnoid  and  pial  adhesions ;  the  arachnoid  spaces  are  thus  ob- 
literated and  compression  of  the  nerve  roots  and  the  cord  creates 
structural  changes.  We  may  find  degeneration  of  the  fiber 
tracts  whenever  the  softening  process  occurs.  In  tubercular 
infection  the  exudate  is  not  so  excessive  and  resembles  fibrous 
tissue. 

SymptoiDS. — The  disease  is  ushered  in  by  chills  and  fever, 
often  preceded  by  malaise  and  gastric  disturbance.  Tenderness 
and  pain  in  the  back  now  appear  and  muscular  rigidity  soon  is 
noticed;  this  may  give  rise  to  convulsions  and  particularly 
opisthotonos.  Dyspnea,  Cheyne-Stokes'  respiration  and  other 
serious  symptoms  may  develop  rapidly.  Hyperesthesia  gives 
place  to  anesthesia  and  eventually  paralysis  with  sphincter 
involvement  takes  place. 

Prognosis. — The  outcome  of  this  disease  is  rarely  favor- 
able, while  the  tuberculous  form  suggests  a  still  less  favorable 
prognosis.  A  chronic  form  of  meningitis  may  be  a  bothersome 
sequela. 
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Diatnosls. — There  is  not  a  groat  amount  of  confusion  in 
makiog  the  diagnoeis  when  we  consider  the  essential  signs  of 
infection.  Qonorrheal  rheumattsvi  gives  the  most  complete 
symptomatic  resemblance,  but  tliia  slioiild  be  easily  differen- 
tiated. 

Trtatmenl.— The  general  and  medicinal  treabnent  does 
not  differ  materially  from  that  of  pachymeningitis.  The  im- 
portance of  absolute  rest  and  quiet  must  not  be  overlooked. 
Hot  applications  or  cold  appUcationa  should  be  employed;  the 
ice  bag  will,  on  the  average,  give  better  relief  than  anything 
else.  Counter-irritation,  cupping  and  leeches  are  still  advo- 
cated in  accordance  with  the  old  line  of  practice,  but  the  neces- 
sity of  these  measures  is  not  established.  In  the  plethoric  pa- 
tient, bleeding  may  be  indicated,  and  in  certain  cases  we  may 
find  counter-irritation  of  some  service.  If,  however,  we  assist 
nature  by  prescribing  for  actual  symptoms  and  keep  the  patient 
perfectly  quiet,  we  shall  get  better  results. 

As  the  disease  progresses  we  may  sometimes  find  efficacy 
in  the  use  of  the  hot  spinal  spray,  but  the  old  theory  of  spinal 
cauterization  is  obsolete.  When  cerebral  symptoms  appear  we 
shall  find  use  for  such  remedies  as  aconite,  belladonna,  hyoscya- 
mu8,  stramonium  and  anacardium.  For  the  paralytic  condi- 
tions which  result  from  acute  leptomeningitis  we  should  resort 
to  the  adjuvant  treatment  of  electricity,  massage,  etc.,  the  same 
as  for  other  forms  of  paralysis. 


CHBONIC  SPINAL  LEPTOHENINOITIS. 

We  do  not  often  observe  this  disease  except  as  it  occurs  as 
a  sequel  of  the  acute  form.  Alcoholism  and  syphilis  may  in- 
cite it,  but  even  these  causes  are  more  liable  to  be  factors  in  de- 
veloping acute  symptoms.  Traumatism  and  spinal  concussion 
may  create  a  slowly  developing  inflammation  which  partakes  of 
a  chronic  character. 

Pithvlofy. — Extensive  fibrous  thickening  of  the  pia  mater 
and  the  arachnoid,  may  extend  to  the  cord  and  cause  a  ring- 
like sclerosis ;  the  degeneration  may  then  Involve  isolated  parts 
of  the  cord  until  certain  portions  of  the  fiber  tracts  are  affecteil. 
This  is  better  defined  as  meningo-myelitis.  The  nerve  roota 
found  in  this  sclerotic  mass  may  suffer  a  like  degeneration  and 
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aa  a  result  of  this  we  are  liable  to  find  herpetic  and  other  cutan- 
eous STmptoms. 

Symptoms. — These  resemble  those  of  the  actite  form,  but 
they  are  not  so  pronounced  in  intensity.  Tenderness  along  the 
spine,  and  radiating  pains  are  present,  which  develop  slowly  and 
are  not  constant.  There  is  some  spasm  and  twitching  of  the 
limbs  and  a  slight  palsy  may  develop  after  a  time.  Anesthesia 
occurs  later  and  trophic  changes  may  be  marked.  There  are 
periods  of  improvement,  while  all  symptoms  are  relieved  by  ab- 
solute rest. 

Diatnosis. — A  careful  study  of  the  symptoms  and  their 
cause  should  settle  the  diagnosis.  Spinal  irritation  may  have 
some  similar  symptoms,  but  they  are  not  so  extreme,  as  the 
pain,  rigidity,  atrophy  and  paralysis  are  not  so  pronounced. 

Treatment.' — ^Wheii  the  disease  ia  a  residuum  of  the  acute 
form,  the  treatment  will  demand  the  management  described 
under  that  disease.  Tor  special  remedies  we  should  be  guided 
by  the  indicated  symptoms. 


HTELITIS. 


By  the  term  myelitis  we  refer  to  an  inflammation  of  the 
spinal  cord.  The  pathologic  condition  resulting  from  this  in- 
flammation may  assume  various  forms.  For  instance,  we  speak 
of  diffuse  myelitis  when  it  involves,  to  any  extent,  both  the  gray 
and  white  substance  of  the  cord.  Transverse  myelitis  describes 
a  sectional  inflammation  of  the  cord  and  is  the  usual  form 
which  we  meet.  Anterior  poliomyelitis  refers  to  the  involve- 
ment of  the  anterior  horns.  We  And  many  other  terms  used  to 
express  the  character  of  inflammation  and  subsequent  soften- 
ing. For  instance,  hemorrhagic  myelitis  refers  to  the  hem- 
orrhage which  creates  it ;  compressive^  septic,  purulent,  tiiber- 
eulotta  and  syphilitic  myelitis  are  all  named  from  the  specitio 
cause. 

Acute  Traosrerse  MyelitlB.  Eliolofy. — This  form  deflneb 
the  ordinary  case  of  myelitis ;  it  may  have  a  variety  of  causes 
and  attending  conditions,  and  the  pathologic  change  may  in- 
volve only  a  small  portion  of  the  cord,  or  may  be  quite  diffuse. 
Ordinarily  we  speak  of  it  as  an  inflammatory  invasion,  followed 
by  acute  softening,  which  affects  a  vertical  section  of  an  inch  or 
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more  and  extends  completelj  across  the  cord.  The  character 
of  the  infection  and  the  course  and  the  extent  of  the  inflamma- 
tion vill  define  the  morbid  anatomy. 

A  predisposing  cause  may  be  found  in  the  neuropathic  ten- 
dency; any  previous  disease  of  the  nervous  system  may  encour- 
age it,  but  hemorrhage  is  the  moat  frequent  and  direct  cause. 
Injury,  violent  muscular  effort,  spinal  conctission,  hemophilia, 
syphilitic  meningitis  and  possibly  cold  and  exposure  are  con- 
ducive to  its  onset.  Extension  of  inflammation  from  the  bony 
structure  and  surrounding  tissues,  the  meningeal  inflammations 
and  all  the  acute  infectious  diseases  are  factors. 

Fatholoty. — The  primary  process  is  inflammation,  but 
whether  this  precedes  or  follows  the  hemorrhage,  it  is  difficult 
to  state.  Hemorrhagic  extravasation,  with  subsequent  soften- 
ing, is  the  next  pathologic  stage.  The  section  affected  is  swol- 
len, soft  and  bypercmic,  the  cord  structure  being  considerably 
disintegrated  with  granular,  amyloid,  fatty  and  blood  cells  in 
evidence.  Spider  cells  (Deiter's)  are  usually  increased  in  num- 
ber. The  axis  cylinders  and  their  sheaths  are  swollen,  while 
the  perivascular  spaces  are  filled  with  hemorrhagic  exudate  and 
leukocytes. 

The  granular  matter  and  the  nerve  detritus  increase  as  the 
disease  progresses.  Connective  tissue  changes  soon  affect  the 
white  matter  until  the  cord  becomcB  vacuolated.  The  degen- 
eration may  extend  up  and  down,  involving  different  fiber 
tracts  or,  in  the  typical  transverse  form,  it  extends  directly 
across  the  cord,  causing  a  complete  paralysis  of  parts  below. 
The  foci  of  softening  may  appear  in  isolated  parts  of  the  cord 
structure,  creating  a  disseminated  myelitis ;  cellular  infiltration 
may  also  dilate  or  obliterate  the  central  canal.  It  is  possible  in 
extremely  acute  cases  that  the  suppurative  process  may  be  suffi- 
cient to  create  abscesses  and  in  such  cases  death  rapidly  su- 
pervenes. 

Symptoms. — While  we  find  certain  cardinal  symptoms  in 
myelitis,  their  characteristic  totality  is  dependent  upon  the  loca- 
tion and  extent  of  the  lesion.  The  onset  varies  and  in  some 
cases,  particularly  in  hemorrhage,  the  symptoms  suddenly  ap- 
pear. In  other  cases  there  are  prodromal  signs  of  paresthesia 
or  pain  in  the  back.  The  infectious  causes  develop  primary 
symptoms  in  accordance  with  the  causative  disease.  Convul- 
sions, hi^  fever  and  rigors  usually  indicate  a  grave  condition. 
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The  initial  symptoms  start  with  a  feeling  of  numbness  and 
weakness  in  the  legs.  Pain,  which  is  sometimes  sharp  and  lan- 
cinating, is  felt  in  the  back  and  may  girdle  the  trunk  Follow- 
ing this,  suddenly  in  hemorrhagic  cases  and  slowly  in  infectious 
cases,  paraplegia  is  observed ;  if  the  lesion  is  in  the  cervical 
cord,  the  arms  will  be  affected.  Anesthesia  and  sphincter 
paralysis  usually  soon  follow.  The  febrile  conditions  depend 
upwn  the  infection. 

The  symptoms  of  on  ordinary  attack  are  about  as  follows : 
The  patient  notices  a  pain  in  the  back,  numbness  and  a  sense  of 
weight  in  the  limbs ;  he  is  not  able  to  walk  or  use  the  linjibs  per- 
fectly. A  girdle  sensation  is  felt  at  the  level  of  the  spinal  le- 
sion. Anesthesia  to  touch,  pain  and  temperature  exists  in  parts 
below  the  lesion ;  this  is  greatest  so  far  as  touch  and  temperature 
are  concerned.  There  is  vesical  anesthesia  and  the  rectal  and 
bladder  paralysis  ensue.  A  catheter  is  necessary  to  draw  the 
urine  and  the  fecal  matter  must  be  removed  by  enema  or  me- 
chanical means.  When  hemorrhage  is  the  direct  cause,  these 
symptoms  appear  suddenly.  The  flexors  are  involved  more 
than  the  extensors.  The  order  of  the  symptoms  depends  upon 
the  portion  of  the  cord  involved  and  the  destructive  nature 
of  the  infection  and  inflammation.  When  the  posterior  nerve 
roots  and  the  meninges  are  involved,  the  local  pain  and  tender- 
ness will  be  excessive.  In  general  the  pain  is  less  than  in  njen- 
ingitis. 

The  reflexes  below  the  part  affected  are  generally  dimin- 
ished at  first;  in  a  few  days  or  weeks  they  gradually  become 
exaggerated.  In  lumbar  lesions  the  skin  and  tendon  reflexes 
are  weakened  for  some  time  and  the  paralysis  is  flacci<l.  When 
the  lesion  is  transverse  and  complete  the  flaccid  palsy  remains 
for  some  time,  but  there  generally  are  sufficient  motor  fibres  pre- 
served to  allow  the  development  of  rigidity  later.  In  the  typ- 
ical case,  after  the  early  symptoms  have  disappeared,  the 
muscles  affected  are  rigid  and  considerable  spasticity  is  present. 
The  limbs  are  rigidly  extended  and  adducted.  Contractures 
may  develop  later.  The  sexual  power  is  lost  when  there  is  lum- 
bar involvement,  while  priapism  may  result  from  cervical  le- 
sions. 

Trophic  changes  appear  as  the  disease  progresses.  The 
muscles  supplied  by  the  nerves  afiFected  begin  to  atrophy  and 
show  the  reaction  of  degeneration.     The  limbs  waste  from  in- 
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action  and  the  general  trophic  functions  are  depleted.  The 
fikin  is  dr;  and  unhealthy  and  bed  sores  are  common.  After  a 
few  weeks,  if  the  patient  Jivee,  the  diBease  becomes  stationary. 
When  there  are  signs  of  improvement,  the  sensations  graduallj 
return.  A  little  later  slight  motor  power  ia  observed  in  the 
affected  muscles,  but  spasms  and  contractions,  however,  are 
liable  to  be  greater  at  this  period.  As  the  patient  b^;inB  to  use 
the  limbs,  the  gait  assumes  that  of  "ataxic  paraplegia." 

IHafnosiB. — The  diagnosis  is  made  only  after  a  careful 
consideration  of  the  foregoing  symptoms.  The  sudden  onset, 
particularly  if  hemorrhage  is  a  cause,  the  early  radiating  pain, 
the  distribution,  extent  and  character  of  the  paralysis,  the 
sphincter  involvement,  the  girdle  sensation,  the  aneethesia  be- 
low the  point  of  the  lesion  and  the  hypereathetic  zone  jnst  above 
this,  are  symptoms  which  will  rarely  fail  as  guides  to  a  correct 
diagnosis.  In  polioinyeh'tis  sensory  disturbances  are  not  pro- 
nounced and  the  paralysis  is  liable  to  be  monoplegic.  In  men- 
ingitis pain  is  more  decided.  Spinal  hemorrhages  are  more 
sudden  and  have  less  fever.  Multiple  neuritis  has  a  slow  onaet, 
affects  the  extensor  muscles  of  the  four  extremities  and  pares- 
thesia is  pronounced.  Hysteria  should  be  differentiated  by  the 
stigmata,  the  characteristic  hemianesthesia  and  hypereathetic 
zones,  and  the  absence  of  trophic  changes.  Landry's  palsy  (an 
acute  aacending  myelitis)  shows  a  steady  paralytic  advance 
from  the  legs  upward. 

Prsfoosls. — The  outlook  fur  a  cure  in  this  disease  is  de- 
cidedly unfavorable.  If  the  patient  does  not  die  during  the 
acute  attack,  the  paralytic  sequences  are  liable  to  take  him  off 
later.  Of  course,  everything  depends  upon  the  extent'  of  the 
paralysis.  The  prognosis  is  generally  worse  in  cervical  mye- 
litis, less  dangerous  in  lumbar  and  least  dangerotis  in  dorsal 
myelitis.  At  best  the  case  may  reach  a  chronic  stage  in  which 
the  patient  may  be  fairly  comfortable  if  he  is  not  absohitcly 
oared. 

Treatment. — This  must  consider  the  cause,  the  symptoms 
of  the  attack  and  the  subsequent  parapl^a.  The  cause  moat 
be  constantly  kept  in  mind,  though  this  may  not  be  the  guiding 
requirement  in  the  beginning.  Our  first  attention  is  called  to 
the  features  of  an  atta<^;  the  patient  generally  is  suddenly  par- 
alyzed and  we  learn  only  of  the  predisposing  symptoms  later. 
The  inflamed  cord  should  be  quieted  and  soothed  by  perfect  rest 


and  any  external  application  which  will  relieve  the  congeetion. 
Hot  fomentations  or  the  ice  bag  will  answer  this  purpose.  The 
hoHzontal  position  of  the  patient  muBt  be  maintained  and  the 
back  should  be  elevated  so  that  no  pressure  occurs  at  the  point 
of  the  lesion.  The  theory  of  systematic  cartharsis  is  right,  aa 
it  corrects  the  blood  pressure  and  aids  the  bowel  movement; 
generally,  however,  the  peristaltic  power  is  bo  perverted  that 
mechanical  means  are  necessary  for  evacuation  of  the  bowels. 

The  temperature  is  to  be  corrected  by  remedies  which  are 
indicated  by  the  symptoms  and  the  character  of  the  infection. 
When  first  called  to  the  case  secale,  arnica,  ipecac,  convallaria, 
hamamelis,  phosphorus,  hydrangea,  opium  and  digitalis  should 
be  considered  with  reference  to  the  hemorrhage  as  a  cause. 
Any  other  remedy  or  expedient  indicated  for  hemorrhage  or 
the  prevailing  symptoms  should  be  resorted  to.  The  fever 
should  be  treated  with  reference  to  the  infection  which  creates 
it.  Baptitia,  china,  arsenieum,  rhus  tax  and  echinacea  will  be 
found  moat  serviceable.  For  the  pain  hryonia,  gelsemium,  dm- 
ieifuga,  mezereum,  cedron,  cicuta  virosa  and  caulophyllum  will 
be  frequently  indicated.  Aconite,  belladonna  and  veratrum 
viride  should  not  be  overlooked  in  the  early  febrile  stage.  Hy- 
pericum, dulcamara  and  ruta  graveolena  should  be  studied  in 
the  early  stages.  The  bladder  symptoms  will  often  suggest 
hyoscyamuB,  cannabis  sat.  or  benzoic  acid.  The  systemic  infec- 
tion may  demand  a  limited  diet,  the  tepid  sponge  and  the  use  of  - 
an  internal  antiseptic.  Traumatism,  the  meningeal  hemor- 
rhages or  the  presence  of  any  new  growth  may  necessitate 
surgical  procedure. 

The  later  stages  of  myelitis  are  most  discouraging,  for  the 
improvement,  if  there  is  any,  is  very  slow.  Careful  massage, 
faradism  and  possibly  galvanism  may  now  be  employed.  Some 
times  the  spasticity  becomes  so  severe  that  splints  are  necessary 
to  prevent  contractures.  The  fulgurating  pains  may  be  relieved 
by  the  use  of  morphin.  Bed  sores  demand  the  most  careful 
attention  on  account  of  the  necrotic  tendency ;  a  protected  air  or 
water  cushion  must  be  continuously  used  to  protect  these  parts ; 
a  gauze  pad  and  dry  dressings  will  aid  the  local  recovery ;  often 
it  is  necessary  to  use  iodin,  balsam  of  peru,  carbolic  acid  or 
the  actual  cautery  to  obtain  healthy  granulation ;  the  tar  plaster 
may  also  be  used  as  a  constant  dressing  in  these  suppurative 
sores. 
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CystUit  18  such  a  aerious  complication  that  alkaline  drinks, 
bladder  irrigation  and  the  use  of  urinary  antiseptics  may  be 
necessary  to  supplement  the  internal  remedy,  as  catheteriza- 
tion is  required  for  a  long  time,  a^d  the  most  strict  asepsis  is 
essential  When  the  urine  begins  to  come  involuntarily,  a 
urinal  must  be  attached  constantly. 

There  are  several  remedies  to  be  considered  in  the  see- 
ondary  stage.  Mereurius,  laeheais  and  sulphur  always  refer  to 
constitutional  disorders.  Oxalic  acid  and  nitric  acid  relate  to 
the  secondary  conditions  arising  from  hemorrhage.  Kali  iodid, 
mereurius  iodid  and  the  chlorid  of  gold  have  reference  to 
specific  causes.  The  degeneration  of  nerve  tisane  will  call  for 
phosphorus,  phosphoric  acid,  nati^tn  phos.,  argentum  nitrir 
cum,  plumbum,  the  zincs  and  many  other  similar  acting  reme- 
dies. My  preference  is  for  the  continued  use  of  the  zincs,  and 
of  these  I  obtain  beat  results  from  the  picrate  of  zinc.  Should 
the  patient  recover  sufficiently  to  use  his  limbs  in  t^e  least  he 
should  be  taught  how  to  use  them  so  as  to  encourage  a  return  to 
normal  motor  power.  During  all  this  time  the  aim  should  be 
to  nourish  and  build  up  the  depleted  system. 


CHRONIC  MYELITIS. 


Etlolofy. — The  term  chronic  myelitis  serves  to  define  the 
conditions  which  follow  the  acute  attack.  It  pertains  to  the 
paraplegia  and  the  other  symptcmis  which  naturally  appear 
when  the  inflammation  is  subacute,  and  when  the  aigna  of 
both  degeneration  and  repair  are  present.  It  includes  several 
forma  which  represent  the  character  of  the  softening.  For  in- 
atance,  we  speak  of  a  diffuse  or  disseminated,  central  or  margi- 
nal form,  in  accordance  with  the  location  of  the  disease.  Com- 
pression myelitis  has  already  been  referred  to. 

When  myelitis  relates  to  the  chronic  stage  following  the 
acute  form,  it  is  considered  as  a  secondary  disease.  When  it 
develops  independently,  and  slowly,  it  is  termed  primary  mye- 
litis. This  form  may  occasionally  come  from  exposure,  injury, 
infections,  lead  poisoning  and  particularly  from  syphilis. 
Rarely  we  find  meningitis  and  neuritis  aa  causes. 

Patholotfy. — The  cord  and  meninges  are  indurated  in  the 
affected  part.  The  nerve  structure,  at  this  point,  becomes 
atrophied,  connective  tissue  is  abundant  and  there  is  an  increase 
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of  blood  vefiBels.  The  morbid  conditioD  shows  various  stages 
of  inflammatory  degeneration. 

Symptoms. — The  signs  of  chronic  myelitis  are  slow  in  de- 
velopment as  contrasted  with  the  acute  form.  The  patient  ex- 
periences numbness  in  the  limbs  and  feet,  while  weakness  and 
heaviness  of  the  limbs  are  noticed  after  slight  exertion.  Slight 
pain  may  be  felt  in  the  back  and  a  sense  of  constriction  is  com- 
plained of.  Later  the  limbs  become  rigid  and  locomotion  ia  im- 
perfect ;  the  knee  reflex  is  exa^^rated  and  ankle  clonus  may  be 
found.  The  sexual  and  the  sphincteric  functions  are  naturally 
weakened.  The  anesthesia  is  not  pronounced,  but  a  slowly 
developing  paraplegia  appears  a  month  or  two  later. 

The  above  symptoms  progressively  increase  in  severity,  the 
involved  muscles  begin  to  atrophy,  the  sphincters  are  leas  active 
and  the  paraplegia  reaches  a  state  of  more  complete  paralysis. 
If  the  patient  is  able  to  get  about,  he  shows  a  rigid,  imperfect 
and  shuffling  gait.  When  the  paraplegia  is  complete,  anesthe 
sia,  contractions  and  pronounced  atrophy  make  him  a  hopeless 
paralytic.  Then  the  vasomotor  perversions  are  more  rapid  in 
development  and  bed  sores  and  other  signs  of  trophic  depletion 
are  observed. 

The  character  of  the  lesion  varies  the  symptoms,  the  para- 
plegia being  worse  when  the  lumber  segment  is  involved.  When 
the  lesion  is  in  the  cervical  area,  the  arms  are  affected  and  the 
respiratory  muscles  may  be  paralyzed.  Compression  myelitis 
gives  radiating  and  more  pronounced  pain,  dependent,  of 
course  upon  the  amount  of  pressure  on  the  spinal  roots.  When 
the  dorsal  region  ia  affected  the  sphincter  involvement  is  not  so 
extreme.  Central  myelitis  is  difficult  to  detennine  inasmuch 
as  none  of  the  cardinal  symptoms  of  myelitis  are  pronounced ; 
sensory  disturbances,  vasomotor  perversions  and  symptoms  of 
visceral  crises  and  muscular  atrophy  are  most  characteristic. 

DiatQOSls. — This  disease  may  be  recognized  by  a  careful 
observation  of  the  symptoms  previously  mentioned.  There  are 
several  differentiations  to  make.  The  characteristic  rigidity 
and  the  deformities  of  amyotrophic  lateral  sclerosis,  together 
with  the  absence  of  marked  anesthesia  and  sphincter  involve- 
ment should  help  us  to  exclude  this  disease.  In  progressive 
muscular  atrophy,  the  muscular  wasting  starting  in  the  thenar 
and  hypothenar  groups,  together  with  the  systematic  atrophy 
of  other  muscles  preceding  the  paralysis,  should  define  that  dis- 
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ease.  The  ataxia  of  tabes  should  not  make  that  difFereDtiation 
difficult.  In  pachymeningitis  (he  poeitive  history  of  injury, 
the  pain,  the  lack  of  sphincter  implication  and  the  tendency  to 
a  cemcal  lesion  should  aid  us  in  deciding.  Tumors  of  the 
cord  are  painful,  develop  slowly,  and  represent  a  defined  local- 
ization. Brain  palsies  are  generally  unilateral,  painless  and 
not  80  spastic. 

Prognosis. — The  outcome  is  always  unfavorable.  The 
disease  either  remains  in  its  chronic  condition  or  secondary  de- 
generation may  follow.  While  improvement  may  at  times  be 
noticed,  the  tendency  is  toward  a  permanent  paralysis.  The 
cause  and  the  location  of  the  disease  have  much  to  do  with  the 
pn^osis. 

Treatmenl. — Measures  of  all  kinds  have  been  resorted  to 
with  the  aim  of  giving  local  relief.  It  is  a  question  if  these  are 
not  merely  su^estions  to  the  patient.  The  counter-irritant,  the 
cautery  and  the  seton  have  never  obtained  reanlts.  Galvanic, 
faradic  and  static  electricity  have  been  adjuvants  of  limited 
power.  Hydrotherapy,  mechanical  and  surgical  measures  offer 
assistance  only  in  surgical  cases  and  as  general  adjuvants.  The 
treatment  depends  entirely  upon  the  individual  demands.  No 
stereotyped  applications  should  be  depended  upon.  Every- 
thing which  looks  to  the  relief  of  suffering  or  the  suppression 
of  the  pathologic  process  should  be  employed,  bat  no  specific 
cure  exists. 

Among  the  remedies  indicated  we  may  consider  arsenic, 
mercurius,  phosphorus,  potassium  iodid  and  aunim  ehlorid. 
The  remedies  for  the  acute  form  have  already  been  mentioned. 
Arsenic  applies  most  decidedly  to  the  conditions  of  disease 
produced  by  tissue  degeneration ;  it  refers  to  the  patient  who 
shows  the  result  of  anemia  or  malnutrition ;  exhaustion  and 
restlessness  are  its  characteristic  symptoms;  a  dry  skin,  with 
much  itching  and  burning,  is  always  a  feature.  Furthermore, 
this  remedy  relates  to  a  weakness  in  the  back  attended  by  pain, 
heaviness  and  some  spasticity  of  the  limbs ;  it  is,  therefore, 
frequently  indicated  in  this  disease.  Tn  order  to  obtain  the 
best  results,  it  should  be  given  interruptedly  for  a  long  time. 
Mercurius  frequently  points  to  a  toxemia  from  drug  or  spe- 
cific infection;  usually  the  glands  are  involved  primarily  and 
the  necrosis  affects  all  the  tissues  later;  the  pains  and  weak- 
ness of  the  limbs  are  attended  by  a  cold  clammy  sweat  or 


.y  Go  Ogle 


ACVTE  ANTERIOR  POLIOMYELITIS.  928 

other  signs  of  Bepsis.  Phosphorus  is  always  thought  of  when 
fattj  d^eneration  or  phlebitis  are  pathologic  couditions; 
Dumbnesa  is  geiierall;  aseociated  with  the  muscular  weakness 
of  the  limbs ;  a  pseudo-muscular  hypertrophy  is  a  possible  con- 
dition as  the  disease  progresses. 

Potaasvum  iodid  is  to  be  considered  when  the  disease  is 
secondary  to  syphilis  or  other  dyscraeia ;  the  paine,  in  this  case, 
are  deep«eated,  contractions  are  frequent  and  the  exaeerba- 
tions  are  mostly  at  night;  glandular  induration  and  necrosis 
of  the  skin  are  often  in  evidence.  In  this  respect  a  compari- 
son should  be  made  with  sulphur,  lachesis,  silicea  and  calcarea 
fiuorica.  Chlorid  of  gold  and  argentum  nitricum  are  rem- 
edies with  similar  indications,  but  they  are  related  more  par- 
ticularly to  the  sclerotic  condition  of  nerve  tissue.  Plumbum 
should  be  thought  of  in  connection  with  these  symptoms  when 
there  is  also  a  tendency  to  glandular  induration  and  ulceration. 
Conium  has  many  features  which  answer  for  the  chronic  stage 
of  myelitis;  Hie  trembling  and  painful  stiffness  of  the  limbs, 
the  sphincter  inability  and  the  symptoms  which  follow  from 
sexual  weakness  are  most  illustrative.  Mezereum  may  be  pre- 
scribed when  neuralgias,  bone  pains  and  subsultus  are  asso- 
ciated with  a  general  bruised -sensation  in  the  limbs.  With 
this  we  may  compare  arnica.  Thus  tox,  phytolacca  and  mer- 
curivs.  Other  remedies  such  as  zinc  pic.,  zinc  vai.,  cuprum 
met.,  agaricin,  airopin  and  the  iodid  of  arsenic  may  be  applied 
in  certain  cases.  Strychnia,  which  has  been  used  so  much  in 
tie  past,  is  now  generally  discarded  unless  cardiac  insufficiency 
is  present. 


ACUTE  ANTERIOR  POLIOMYELITIS. 

This  disease  is  an  acute  myelitis  involving  the  anterior 
horns  of  the  spinal  gray  matter.  It  is  marked  by  a  sudden 
onset,  pronounced  fever  and  a  paralysis  which  is  followed  by 
atrophy  of  the  muscles  involved.  It  has  no  sensory  phenomena 
and  is  most  liable  to  occur  in  children. 

Etiolstfy. — The  majority  of  cases  are  found  in  children 
between  six  months  and  two  years  of  age.  Traumatism,  colds, 
exposure  and  dentition  are  claimed  as  causes.  Infectious  fev- 
ers probably  are  the  most  common  cause.  Malnutrition,  occur- 
ring at  a  time  when  the  spinal  cord  activities  are  being  devel- 
oped, no  doubt  is  an  underlying  condition  wliich  favors  it. 
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Patholotfy. — The  pathology  is  that  of  a  localized  myelitiB 
involving  the  multipolar  ganglion -cell  8  of  the  anterior  comu, 
with  the  characteristic  inflammation,  necrosis  and  even  cavity- 
formation.  Finally  sclerotic  changes  in  the  affected  area  and 
even  in  the  pyramidal  tract  with  atrophy  of  the  anterior  nerve- 
rootB  and  the  muscles  thus  supplied  may  be  observed.  Fatty 
degeneration  of  the  muscles  is  not  uncommon. 

Symptoms. — Without  prodromal  signs  or  an  apparent 
cause  the  patient  experiences  moderate  fever  (100°-102°  F.) 
and  this  may  be  attended  by  convulsions,  vomiting  and  other 
visceral  disturbances.  Soon  after,  a  few  hours  or  a  few  days, 
paralysis  and  flaccidity  of  one  or  more  limbs  is  observed.  If 
the  paralysis  develops  very  slowly,  it  is  termed  a  subacute 
form.  As  a  general  thing  the  prodromal  symptoms  are  not 
marked,  sensations  are  normal  and  the  paralysis,  which  moet 
frequently  appears  suddenly,  is  often  the  first  symptom  ob- 
served. 

A  stationary  ■period  exists  in  the  paralysis  after  it  reaches 
its  height,  which  may  continue  several  weeks.  Wasting  of 
the  paralyzed  limb  may  then  be  noticed,  the  muscles  become 
flabby,  the  reflexes  are  absent  and  tenderness  is  pronounced. 
A  stage  of  improvement  now  follows  and  this  may  continue 
for  six  months  or  a  year.  During  this  time  the  paralysis  grad- 
ually disappears,  improvement  beginning  in  the  parts  least 
affected.  This  may  continue  until  one  limb  or  only  certain 
muscles  are  affected.  The  period  of  improvement  depends 
decidedly  upon  the  physical  condition  of  the  patient  and  the 
extent  of  the  paralysis.  The  ease  will  finally  lapse  into  a 
chronic  stage  which  may  continue  for  the  remainder  of  the 
patient's  life. 

The  lower  extremities  are  involved  more  frequently  than 
the  upper,  and  the  left  leg  more  than  the  right,  while  a  crossed 
form,  affecting  one  upper  with  the  opposite  lower  limb  is  not 
rare.  In  the  upper  extremity  the  muscles  of  the  hand,  the  ex- 
tensors of  the  wrist  and  the  deltoid  are  chiefly  iiivolved,  while 
in  the  lower  limbs  the  extensors  are  mostly  affected.  The 
atrophy  develops  from  the  inaction  of  the  muscles  which  re- 
ceive nerve  fibers  from  the  affected  cells.  The  atrophy  con- 
tinues until  fibrous  degeneration  occurs,  which  permits  con- 
tractures of  the  muscles.  Luxations  and  other  deformities 
are,  therefore,  natural  sequelae  of  prolonged  cases  of  this  dis- 
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ease.  The  arm  may  not  only  atrophy,  but  it  is  liable  to  dis- 
location. On  account  of  the  involvement  of  the  extensors  of 
the  lower  extremities  foot  drop,  talipes  equinus  and  flexures 
are  common. 

Dlainosls. — During  the  early  stages  of  acute  poliomyelitia 
it  is  possible  to  mistake  the  symptoms  for  acute  rheumatic 
fever.  When  the  paralysis  is  established  the  diagnosis  should 
not  be  mistaken,  especially  with  the  appearance  of  the  differ' 
ent  stages.  Cerebral  palsies  of  children  have  initial  convul- 
sions affecting  definite  muscles.  Multiple  neuritis  has  marked 
sensory  disturbances  while  progressive  muscular  atrophy  shows 
the  characteristic  atrophy  which  precedes  the  paralysis.  Mye- 
litis gives  slight  febrile  warning,  the  paralysis  appears  sud- 
denly, involving  all  the  muscles  below  the  lesion,  sensory  dis- 
turbances are  always  present,  while  sphincter  involvement  is 
invariably  present.  In  addition  to  this  we  may  say  that  fara- 
dic  reaction  is  lost  earlier  in  anterior  poliomyelitis  than  in 
other  simulating  diseases. 

Prognosis. — A  fatal  termination  in  this  disease  ia  rare. 
Improvement  generally  takes  place  in  the  majority  of  cases 
after  the  stationary  period.  Complete  recovery,  however,  is 
not  usual.  If  the  atrophy  is  pronounced,  the  paralysis  will 
continue.  Early  and  persistent  treatment  will  accomplish 
much  in  preventing  extreme  and  permanent  disability.  Very 
frequently  the  disease  shows  signs  of  recovery  in  all  except 
perhaps  one  limb. 

Treatment. — lu  the  first  stage  our  treatment  should  be 
directed  to  the  consideration  of  the  febrile  condition.  The 
patient  should  be  put  to  bed  and  kept  absolutely  quiet  The 
tepid  sponge  and  a  high  enema  should  be  given,  and  any  appli- 
cations necessary  for  the  relief  of  local  symptoms  should  be 
resorted  to.  The  affected  limbs  should  be  kept  warm,  if  nec- 
essary, by  means  of  cotton  and  the  roller  bandage.  Aconite 
is  the  most  frequently  indicated  remedy  in  this  stage.  Bella- 
donna, chamomilla,  pulaaiilla,  eupatorium,  gelsemium,  helle- 
bore, baptiaia  or  rhus  tox  may  be  demanded. 

In  a  few  weeks,  when  the  acute  or  febrile  symptoms  sub- 
aide,  it  is  advisable  to  begin  the  use  of  electricity ;  this  should 
not  be  used  too  frequently  at  first.  It  is  often  best  to  sus- 
pend this  treatment  after  a  time  and  give  the  affected  limbs 
a  more  complete  rest.     The  merits  of  galvanism  and  faradism 
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depend  upon  the  character  of  the  palsy.  When  the  paralysis 
is  complete,  the  galvanic  current  seems  to  give  the  beet  stimu- 
lation. The  electricity  should  never  he  given  long  enough  or 
strong  enough  to  exhaust  or  tire  the  muscles.  Massage,  fric- 
tion and  the  alternate  douching  of  the  parts  with  hot  and 
cold  water  will  add  much  toward  restoring  the  lost  muscular 
tonicity.  Inunctions  of  oils  and  fats  will  aid  the  trophic  re- 
juvenation. 

Later  passive  motion  should  be  systematically  practiced  to 
overcome  the  tendency  to  spasticity  or  muscular  contractions. 
The  limbs  should  not  be  allowed  to  remain  too  long  in  a  pendant 
position,  and  they  should  be  kept  warm  at  all  times.  Exercise 
should  later  be  instituted  to  develop  the  normal  muscular  activ- 
ity, which  has  been  suspended  by  the  different  stages  of  the 
paralysis.  The  different  forms  of  physical  exercise,  gymnast- 
ics and  bicycle  riding  will  often  encourage  improvement  in 
the  activity  of  affected  muscles. 

In  the  ckronic  stage  such  remedies  as  plumbum,  picric 
acid,  graphites,  catisticum,  alumina,  mercurius,  platinum  and' 
zinc  will  be  indicated. 


ACUTE  AND  CHRONIC  SENILE  PARAPLEGIA. 

The  cause  of  the  acute  variety  of  this  disease  is  found  in 
a  thrombosis  or  hemorrhage  of  the  spinal  arteries.  The  para- 
plegia develops  suddenly,  as  in  acute  myelitis,  only  the  pain 
ia  not  so  decided.  ■  The  paralysis  varies  considerably;  often 
it  is  complete  and  the  symptoms  seem  to  point  to  myelitis; 
again  it  may  be  only  partial  and  there  are  signs  of  intermit- 
tent improvement  from  the  very  beginning.  The  serious  phase 
of  the  pathologic  condition  depends  upon  the  arteries  involved ; 
if  the  central  are  affected,  the  condition  is  more  serious. 
Ataxia  seems  to  be  a  decided  symptom  in  these  cases.  Im- 
provement appears  early,  though  relapses  are  liable  to  occur. 
The  remedies  mentioned  under  myelitis  will  generally  be  in- 
dicated for  this  disease.  Rest  and  nourishment  are  essential 
considerations. 

The  chronic  form  of  senile  paraplegia  begins  witii  a  simple 
weakness  of  the  legs;  the  muscles  affected  gradually  atrophy 
and  the  paraplegia  develops  slowly.  The  arms  are  involved 
later  in  the  disease;  the  sphincters  are  slightly  paretic.     The 
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Bunilanty  to  progressive  muscular  atrophy  is  evident,  but  the 
paralysis  and  wasting  develop  together,  the  legs  are  generally 
involved  first  and  there  are  no  fibrillary  contractions.  Chronic 
progressive  anterior  poliomyelitis  is  the  most  nearly  allied  to 
this.  The  treatment  would  not  be  different  from  that  of  polio- 
myelitis in  the  later  stages.  The  outlook  depends  upon  the 
age  and  strength  of  the  patient,  and  the  condition  of  the  blood 
vessels. 


LANDSrS  PARALYSIS. 

Landry's  disease,  as  understood  today,  is  an  acute  infec- 
tious ascending  paralysis.  The  toxemic  conditions  which  pro- 
duce it  are  confined  mostly  to  the  anterior  gray  matter  of 
the  cord.  The  spinal  roots,  the  medulla  and  cortex  are  often 
involved  by  the  progressive  pathologic  process.  The  paralysis 
begins  generally  in  the  legs,  extends  to  the  trunk  and  arms 
and  quite  rapidly  ascends  to  the  medulla.  The  respiratory 
and  throat  muscles  are  generally  involved,  and  hence  sudden 
death  is  usual.  The  sensory  disturbances  are  not  marked,  the 
sphincters  are  rarely  affected,  the  faradic  irritability  is  nor- 
mal and  muscular  atrophy  is  rare. 

Etisloty. — The  disease  occurs  most  frequently  with  men 
between  the  ages  of  twenty  and  forty,  but  it  is  exceedingly 
rare.  Exposure  may  be  an  exciting  cause,  though  it  often 
appears  without  any  known  cause.  Infection,  without  doubt, 
is  the  principal  factor.  Pneumonia,  typhoid,  diphtheria,  syph- 
ilis, smallpox,  tuberculosis  and  influenza  are  looked  upon  aa 
predisposing  diseases.  The  infection  evidently  reaches  the 
gray  matter  through  the  arteries  which  approach  the  anterior 
cornu  along  the  motor  roots  and  this  explains  the  limitations 
of  the  myelitic  process. 

PathnlutT* — A  variety  of  diseases  have  been  confused  with 
Landry's  paralysis,  but  it  is  now  quite  thoroughly  settled  that 
it  is  due  to  a  poison  of  microbic  origin,  the  toxemia  affecting 
the  gray  matter  of  the  anterior  horns  and  their  motor  roots. 
The  cerebral  gray  matter  has  been  involved  in  a  few  cases. 
A  diffuse  myelitis,  or  a  general  neuritis,  are  possible  sequelae 
when  the  toxemia  is  extreme.  A  form  of  rabies  known  as 
"paralytic  rabies"  causes  a  disease  similar  to  this.  The  con- 
sensus of  opinion  favors  the  theory  of  its  being  an  acute  poly- 
oeuritiB. 
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Symptoms. — Premonitory  symptoms  are  rare,  though  there 
may  be  slight  numbness  in  the  extremities,  with  some  pain  in 
the  back  and  limbs.  Usually  the  first  symptoms  are  observed 
during  or  after  an  infectious  disease.  In  a  few  days  the  lower 
extremities  are  completely  paralyzed.  Respiration  and  deglu- 
tition are  perverted,  and  in  severe  cases  every  muscle  below 
the  face  is  paralyzed.  The  cranial  nuclei  may  be  involved 
and  the  oculo-motor,  the  facial  and  tlie  hypoglossal  centers  being 
most  frequently  affected.  Following  the  invasion  of  the  res- 
piratory center,  we  may  obsen'e  pronounced  mental  perver- 
sions and  cardiac  failure.  The  disease  is,  therefore,  rapid 
in  its  development  and  a  fatal  termination  is  usual,  although 
some  recoveries  are  reported. 

Pain  and  sensory  disturbances  are  not  marked  and  the 
reflexes  are  only  slightly  disturbed.  The  sphincters  are  not 
affected  and  as  the  trophic  functions  are  not  impaired,  there 
is  little  muscular  atrophy.  As  the  disease  progreesee  so  rap- 
idly toward  the  medulla,  it  generally  terminates  fatally  in 
less  than  a  week.  If  the  medulla  is  not  reached,  the  patient 
may  be  completely  paralyzed  below  the  head.  Under  such 
conditions  as  this  a  slight  improvement  may  take  place  or  the 
paralysis  may  remain  stationary  for  a  time  and  possibly  recede 
in  the  reverse  order  of  its  appearance.  In  some  cases  the  upper 
extremities  may  show  the  first  symptoms. 

Prefnosls. — Nearly  every  case  is  liable  to  terminate  fatally 
after  a  short  duration.  At  best  the  patient  is  liable  to  remain 
a  hopeless  paralytic. 

IHlfnosiB< — With  the  above  symptoms  a  diagnosis  is  not 
difficult.  Acute  myelitis,  acute  poliomyelitis  and  acute  m»il- 
tiple  neuritis  mnst  be  differentiated.  The  acute  ascending 
course,  the  absence  of  fever,  anesthesia,  atrophy,  sphincter 
troubles  and  degenerative  reactions  should  help  us  to  decide 
positively. 

Treatment. — Little  may  be  hoped  for  from  any  treatment. 
The  local  applications  and  remedies  mentioned  under  myelitis 
should  be  considered. 


TABES  DORSALIS. 

Locomotor  ataxia  is  a  common  disease  of  the  spinal  cord 
which  represents  eventually  a  pri^rcssive  sclerosis  of  the  pos- 
terior fiber  tracts.     It  may  begin  in  the  posterior  spinal  ganglia 
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or  the  peripheral  sensory  nerves,  and  it  is  characterized  by 
incoordination,  Argyll-Robertaon  pupil,  severe  pains,  loss  of 
knee  jerk,  anesthesia  and  many  visceral  and  trophic  disturb- 
ances. It  may  assume  various  forms  which  have  given  rise 
to  many  different  descriptive  terms.  The  typical  form,  how- 
ever, will  be  considered  in  this  chapter. 

Etiolofy. — Middle  life  seems  to  be  the  average  age  for 
its  appearance,  thongh  the  marked  symptoms  may  not  appear 
until  a  later  age.  If  heredity  is  a  cause,  it  may  be  observed 
in  younger  patients.  Syphilis  is  the  most  frequent  cause, 
though  it  is  claimed  that  other  toxic  factors  may  produce  a 
similar  degenerative  condition,  the  larger  percentage  may  be 
traced,  directly  or  indirectly,  to  syphilis.  Exposure,  extreme 
and  persistent  muscular  exertion,  sexual  excess  and  unnatural 
functional  activities  may  produce  a  similar  set  of  symptoms, 
but  these  do  not  characterize  the  typical  disease.  Syphilis 
seems  to  predispose  the  nerve  fibres  to  the  degenerative  process 
observed  in  tabes.  It  is  not  unreasonable  to  believe  that  the 
lack  of  thorough  antisyphilitic  treatment  is  responsible  for  its 
frequent  development  of  tabes.  The  male  sex  is  more  fre- 
quently affected.  The  iieuroiic  inheritance,  hysteria,  chorea, 
hemiplegia  and  epilepsy  may  have  something  to  do  with  its 
development.  Acute  infections,  such  as  typhoid,  pnetmionia 
and  rheumatism,  severe  hemorrhages  and  even  diabetes  have 
been  claimed  as  influencing  factors. 

Pathology. — As  Uana  says :  "We  can  not  understand  the 
pathology  of  locomotor  ataxia  without  acknowledgment  of  the 
pathology  of  syphilis  in  its  relation  to  the  nervous  system." 
He  speaks  of  taltes  "as  a  post-iufective  degeneration,  which 
first  attacks  the  posterior  spinal  ganglia  or  corresponding  cells 
of  the  special  senses,  due  to  a  prolonged  poisoning  of  these 
parts  by  the  toxins  of  the  infection."  The  syphilitic  infection 
seems  to  make  its  first  impression  on  the  posterior  roots  because 
the  veins  and  lymphatics  are  unable  to  eliminate  it.  Later  it 
involves  a  vertical  section  between  the  cokmuis  of  Goll  and 
Burdach  and  gradually  these  columns  suffer  from  the  sclerotic 
degeneration  which  begins  its  development  toward  the  medulla. 
The  pathologic  changes  are  first  inflammatory,  showing  the 
effect  upon  the  blood  vessels  and  serous  membranes  by  an  exu- 
date. The  degenerative  changes  in  the  nerve  fibers  follow  di- 
rectly and  this  continues  until  connective  and  neuroglia  tissue 
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supplant  the  sensory  or  motor  tracts  as  the  disease  prc^resaes. 
The  pia  mater  and  the  walls  of  the  hlood  v^tsels  also  present 
a  slight  thickeniDg. 

In  appearance  the  cord  shows  a  reduction  in  size  and  a 
alight  anteroposterior  compression;  the  posterior  columns  are 
contracted  wherever  the  disease  is  established.  The  segments 
involved  most  in  the  beginning  are  the  upper  Imnbar  and  lower 
dorsal,  while  the  column  of  Lissauer  also  shows  early  dc^n- 
eration.  As  the  columns  of  Goll  and  Burdach  are  transformed 
into  a  mass  of  hardened  connective  tissue,  portions  of  the 
lateral  cord  are  liable  to  he  implicated,  though  not  extensively. 
The  gray  matter  of  the  posterior  cornu  may  show  some  signs 
of  d^enerative  change  and  the  cells  are  decidely  atrophied  in 
advanced  cases.  The  anterior  roots  are  not  generally  involved 
in  the  pathologic  process. 

Sometimes  the  initial  lesion  starts  as  low  as  the  sacral 
segment,  and  in  such  cases  we  notice  the  marked  genito-urinary 
disturbances.  When  the  cardinal  symptoms  of  tabes  are  pres- 
ent, we  generally  locate  the  lesion  in  the  upper  Itmibar  or 
lower  dorsal  r^on.  There  is  a  rare  form  known  as  the 
brachial  or  arm  type  in  which  the  pathologic  change  develops 
first  in  the  cervical  region.  The  peripheral  nerves,  and  the 
cranial  nerves,  may  be  affected  daring  some  stage  of  the  dis- 
ease. Optic  atrophy  may  appear  early  and  prepress  with 
the  disease.  The  third,  fifth  and  sixth  nerves  are  occasionally 
involved.  The  vagus  and  glossopharyngeal  often  show  a  scler- 
otic tendency  in  the  early  part  of  the  disease. 

Symptoms. — There  are  three  stages  in  the  symptoms:  the 
initial  or  pre-ataxic,  the  ataxic  and  the  paralytic.  In  the  ini- 
tial stage  there  is  a  slight  disturbance  of  the  muscular  sense'; 
the  patient  can  not  walk  well  without  the  aid  of  vision ;  the 
incoordinate  condition  is  noticed  when  walking  in  the  dark, 
and  stumbling  occurs  at  the  slightest  obstruction  in  his  way. 
The  limbs  are  numb  and  heavy ;  the  ground  does  not  feel  natural 
under  his  feet  and  there  is  a  general  sense  of  insecurity  when 
he  walks.  The  sexual  power  is  weakened  and  the  bladder 
function  is  imperfect.  The  knee  reflex  is  lessened  or  lost  and 
tliere  is  a  tendency  to  exhaustion  of  the  limbs  from  the  slight- 
est exertion.  Numbness  and  slight  anesthesia  are  detected 
in  the  feet  and  the  lower  part  of  the  legs.  These  symptoms 
may  persist  for  several  months  or  even  years. 
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The  ataxic  stage  is  marked  b;  the  increased  incoordina- 
tion. The  patient  ia  ver;  unsteady  while  walking.  He 
watchee  biB  feet  and  spreads  the  legs  at  ever;  step,  depending 
upon  the  use  of  a  cane  for  support.  Komberg's  sign  (inability 
to  stand  with  the  feet  close  t<^ther  and  the  ejea  closed)  is  pres- 
ent He  can  not  walk  backward  when  the  eyes  are  closed ;  it  is 
impossible  to  turn  about  quickly  or  to  rise  from  a  sitting  posi- 
tion at  command.  There  is  a  tendency  to  rigidity  of  the 
advancing  leg,  the  supporting  knee  is  over-extended  and  the 
heel  strikes  heavily  upon  the  floor.  Iq  attempting  to  sit  down 
suddenly  the  knees  give  way  and  he  drops  into  the  chair;  in 
crossing  the  knees  the  limb  is  raised  too  high  and  drops  quickly. 
All  of  these  symptoms  show  the  increased  loss  of  the  mnactUar 
sense  and  the  development  of  ataxia. 

The  sensory  symptoms  are  even  more  pronounced.  The 
feet  fed  as  if  they  were  encased  in  cotton;  fulgurating  or 
lightning-like  pains  attack  the  legs,  and  anesthesia  is  mani- 
fested by  delayed  sensations;  sometimes  a  girdle  sensation  ia 
felt  in  the  back.  The  sexual  power  is  now  absolutely  lost,  and 
the  bladder  and  rectal  sphincters  are  paretic.  The  pupils  are 
small  and  stiff,  reacting  to  accommodation,  but  not  to  light 
(Argyll-Bobertson  pupil).  Symptoms  of  visceral  disturbance 
may  begin  at  this  time. 

The  paralytic  stage  is  reached  in  a  few  years  unless  the 
pathologic  process  is  arrested.  Some  cases  may  show  signs 
of  early  improvement  while  the  second  atage  may  be  prolonged 
for  years  without  paralytic  development.  Therefore,  persist- 
ent and  careful  treatment  may  do  something  for  this  incurable 
affliction.  The  word  paralysis  is  hardly  a  proper  term,  inas- 
much as  the  condition  ia  an  extreme  degree  of  ataxia,  which 
is  practically  a  paralysis.  In  this  condition  the  patient  losee 
the  entire  power  of  locomotion.  Muscular  atrophy  now  appears 
in  the  uuuaed  limbs;  anesthesia  is  complete,  the  bladder  is 
paralyzed  and  the  rectal  sphincter  incontinent.  The  extreme 
pains  subside  somewhat,  but  the  patient  suffers  from  pro- 
nounced exhaustion.  During  this  stage  there  may  be  some 
involvement  of  the  upper  extremitiea,  .but  this  is  generally 
slight.  The  patient  may  linger  now  for  acme  time  as  a  hope- 
less paralytic. 

There  are  other  attendant  symptoms  of  tabes  which  de- 
mand some  consideration.     For  instance,  we  find  Tteuralgias 
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ABBOciated  with  the  fulgurating  pains,  the  latter  appearing 
generally  in  paroxysms  and  extending  down  the  \^a  often 
causing  involuntary  contractions.  The  neuralgiaa  are  located 
mostly  in  the  bladder  and  rectum  and  may  cause  excruciating 
suffering  and  functional  derangement.  These  pains  are  the 
most  distressing  symptoms  of  the  disease.  Hyperalgeaic  areas 
are  also  observed  in  various  parts  of  the  body,  which  may  be 
the  foci  of  the  lightning-like  pains.  Analgesia  is  also  com- 
mon and  may  affect  the  deeper  tissues  as  well  as  the  skin,  the 
patieut  often  not  observing  this  until  the  test  is  made  by  the 
prick  of  a  pin.  This  analgesia  is  not  confined  to  the  limbs, 
generally  occurs  in  plaques  and  is  usually  synmietrically  dis- 
tributed. Retardation  in  the  transmission  of  sensations  in- 
creases slowly  as  the  disease  progresses.  The  senses  of  touch, 
temperature  and  pain  are  often  affected  differently.  Pain  may 
be  retarded  while  touch  is  acute,  and  again  there  may  be  abso- 
lute loss  of  temperature-sense  with  only  slight  change  in  touch 
and  pain-sense.  The  tactile  sensations  are  preserved  longest. 
Sudden  involuntary  jerkings  of  the  fingers,  wrist,  arm  or  foot 
may  appear  independently  or  in  association  with  the  fulgurat- 
ing pains.  These  simulate  athetoid  movements,  but  are  not 
the  same  in  character. 

The  ocular  muscles  are  often  implicated,  especially  those 
supplied  by  the  third  and  sixth  nerves,  though  other  ocular 
paralyses  may  be  observed.  All  of  these  are  liable  to  be  tran- 
sitory, the  permanent  palsies  appearing  later.  The  early 
palsies  are  usually  due  to  gummas  which  may  disappear  under 
treatment,  while  the  later  palsies,  in  contra-distinction,  repre- 
sent a  degeneration  of  the  nerve  nuclei  and  their  surrounding 
tissues.  Myosis  may  occur  when  the  dilating  sympathetic 
fibers  are  involved.  The  loss  of  lij^t  reflex  and  pupillary 
rigidity  are  defined  under  the  term  Argyll-Robertson  puptt; 
the  failure  of  the  pupil  to  respond  to  light  appears  early  and 
later  we  may  obseri'e  the  loss  of  accommodation.  The  pupils 
may  also  be  irregular,  while  ptosis  is  a  common  symptom. 
Optic  atTophy  is  found  in  about  10  per  cent  of  the  cases.  It 
usually  begins  in  the  early  stage.  The  atrophy  is  generally 
bilateral,  though  it  may  affect  one  eye  more  than  the  other.  At 
first  a  contraction  of  the  color  field  is  detected,  next  the  form 
field  shrinks,  and  lastly  the  vision  is  diminished  or  lost.  Hemi- 
anopsia and  central  scotoma  are  possibilities. 
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The  auditory  nerve  la  abo  liable  to  suffer  degeoeration 
in  tabes,  but  this  is  more  frequently  related  to  middle  ear 
diBease.  The  impairment  of  bearing  develops  slowly  and  is 
often  bilateral.  Tinnitus  and  aural  vertigo  are  frequently 
reof^ized.  The  senses  of  smell  and  taste  are  slightly  per- 
verted in  some  cases. 

Yiaceral  disorders  may  be  the  most  disturbing  features  of 
the  disease,  manifested  by  attacks  of  pain  and  sudden  func- 
tional derangement  of  the  stomach,  intestine  or  bladder.  Gas- 
tric crises  are  the  most  common.  Pain  may  suddenly  appear 
in  the  gastric  region  and  radiate  to  the  abdomen,  chest  and 
back;  the  paroxysm  is  insufferable  and  symptoms  resembling 
those  of  angina  pectoris  may  be  present.  Vomiting  may  be 
violent  and  persistent.  While  it  is  not  always  excited  by  the 
ingestion  of  food,  the  stomach  is  rarely  able  to  retain  nourish- 
ment during  these  paroxysms.  Diarrhea,  extreme  exhaustion 
and  collapse  are  not  infrequent.  These  attacks  may  terminate 
as  abruptly  as  they  begin.  Intestinal  crises  may  occur  inde- 
pendently of  the  gastric  crises,  and  are  characterized  by  diar- 
rhea or  constipation,  colic  or  rectal  tenesmus.  Urinary  dis- 
turbances may  arise  in  the  early  stages  and  is  recognized  by 
the  sphincter  impairment.  Paroxysmal  pain,  however,  may 
appear  suddenly  during  the  progress  of  the  disease;  complete 
retention  of  urine  and  cystitis  are  then  very  titiublesome. 
Glycosuria  may  also  be  discovered  iu  tabes.  The  urea,  phos- 
phates and  chlorids  may  be  diuiinished  and  the  amount  of 
urine  may  be  increased  or  decreased.  The  inflammation  along 
the  urinary  tract  may  be  so  great  tliat  renal  crises  may  be 
observed.  The  generative  function  is  always  modified  in  this 
disease.  Impotence  appears  early,  tlioiigh  sexual  excitement 
may  exist  for  a  time. 

Pharyngeal  and  tnnjngeal  disturbances  have  been  noticed 
in  many  cases ;  pharyngeal  crises  are  observed  by  the  repeated, 
painful  and  noisy  effort  at  swallowing;  laryngeal  crises  are 
recognized  by  croupy  attacks  with  a  tendency  to  dyspnea  and 
cyanosis.  Bronchial  crises  are  manifested  by  unexpected  and 
violent  fits  of  coughing,  while  cardiac  crises  simulate  an  attack 
of  angina.  Arteriosclerosis  and  organic  heart  disease  often  at- 
tend tabes. 

Troj)hic  perversions  in  tabes  are  characterized  by  the 
general  malnutrition.     A  round  perforating  ulcer  of  the  sole 
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of  the  foot  is  significant  of  the  later  stages  of  tabes.  Herpes, 
eczema,  urticaria,  pemphigus  and  ichthyosis  are  sometimes 
sequelae.  When  syphilis  has  not  received  proper  treatment, 
we  maj  find  incurable  ulceration  of  the  throat,  tongue  or  mouth, 
and  the  teeth  may  fall  out. 

The  arthropathies  which  attend  the  pronounced  cases  of 
tabes  were  first  described  bj  Charcot.  These  are  characterized 
by  a  sudden  painless  and  enormous  swelling  of  the  joints  and 
adjoining  structures,  which  may  rapidly  involve  the  whole 
limb  and  usually  subside  after  a  short  duration.  Spontaneous 
fractures  and  luxations  varying  in  degree  commonly  occur 
when  the  trophic  condition  has  reached  this  stage. 

Dlatnosls. — This  is  difficult  only  in  the  early  stages. 
Many  cases  in  the  pre-ataxic  stage  are  erroneously  treated  for 
rheumatism  or  neuralgia.  The  lose  of  knee-reflex,  the  pres- 
ence of  fulgurating  pains,  the  Argyll-Robertson  pupil  and  Rom- 
bei^s  sign  leave  no  doubt  as  to  the  disease.  The  otherwise 
unexplainable  absent  knee-jerk  with  any  other  of  the  char- 
acteristic symptoms,  should  lead  us  to  suspect  the  presence 
of  tabes.  In  hereditary  ataxia  the  peculiar  pains  are  ab- 
sent, the  hypoglossal  nucleus  is  involved  early  and  the  dis- 
ease generally  begins  in  childhood.  Multiple  Tieuritis,  chronic 
myelitis  and  spinal  tumor  are  differentiated  by  their  charac- 
teristic symptoms.  Paraplegias  are  marked  by  eza^^rated  re- 
flexes, ankle  clonus  and  definite  areas  of  dysesthesia.  Cere- 
bellar disease  is  characterized  by  optic  neuritis,  severe  headache 
and  vomiting  and  a  different  form  of  incoordination.  The 
knee-reflex  is  usually  preserved. 

Prognosis. — Complete  recovery,  in  a  typical  case,  is  not 
to  be  expected.  Some  relief  of  symptoms  may  be  obtained 
in  the  early  stages. 

Treatment. — It  is  possible,  by  the  use  of  local  measures 
and  internal  remedies,  to  limit  to  a  certain  degree  the  extent 
of  the  patholt^c  development.  If  the  case  comes  under  otir 
care  in  the  pre-ataxic  stage,  we  may  possibly  relieve  the  loss 
of  muscular  sense  and  stop  the  progress  toward  complete  inco- 
ordination. While  the  degenerative  prepress  may  be  checked 
it  is  impossible  to  regenerate  the  tissues  involved.  Much  de- 
pends upon  the  early  management  of  the  syphilitic  invasion. 
Relief  from  mental  and  physical  strain,  and  often  a  change  , 
of  vocation  or  climat«  may  temporarily  benefit  some  cases. 
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Kuy  contribnting  autotoxemia  should  be  removed  by  attention 
to  the  elimination  by  bowela,  kidneye,  lungs  and  skin. 

Absolute  rest  in  bed  may  lessen  the  nerve  exhaustion. 
The  diet  should  be  highly  nutritious.  Hydrotherapy,  in  the 
nature  of  ■warm  baths  or  possibly  the  hot  or  cool  spinal  spray, 
are  of  some  service,  especially  early  in  the  disease.  Electricity, 
both  faradic  and  galvanic,  has  been  assiduously  employed,  but 
the  results  have  been  negative.  The  psychical  effect  upon  the 
patient  is,  however,  very  pronounced.  In  this  respect  the 
static  spark,  no  doubt,  yields  the  best  results.  The  actual  cau- 
tery used  on  the  spine,  cupping  and  blistering  have  never 
given  any  satiafaetory  results.  S\tapension  has  perhaps  given 
some  relief  to  the  spinal  irritation,  but  no  decided  benefit  has 
been  obtained  by  this.  Frankel's  system  of  motor  education 
applied  to  the  affected  muscles  has  to  some  extent  overcome 
the  extreme  ataxia.  The  fulgurating  pains  often  demand  pal- 
liation. '  Morphin  hypodermatically,  is  probably  the  best  agent 
for  this  purpose.  Godein  or  heroin  are  also  valuable.  The 
co<d-tar  derivatives,  harmful  as  they  may  be  in  some  cases, 
are  often  used. 

If  any  relief  of  symptoms  is  to  be  obtained  at  all  it  must 
come  from  internal  medication.  In  this  respect  it  is  natural 
to  look  hack  to  the  creative  cause.  The  Practical  Medical  Se- 
ries, September,  1904,  however,  says,  "the  number  of  eases,  in 
which  antisyphilitic  therapy  has  caused  an  aggravation  of  the 
symptoms  is  much  greater  than  the  number  helped  by  such 
treatment.  It  would,  therefore,  seem  that  antisyphilitic  treat- 
ment in  tabes  should  not  justify  the  confidence  lately  given  it." 
If  we  employ  antisyphilitic  treatment  the  iodid  of  potash  should 
be  given  in  ten  drop  doses  and  gradually  increased.  Argentum 
nitricum  is  a  serviceable  remedy  and  should  be  used  in  the 
third  decimal  potency,  freshly  prepared,  for  a  considerable 
time.  This  remedy  refers  to  the  tremulous  weakness,  the 
paralytic  heaviness  and  sensory  disturbauees  in  the  legs.  Some 
good  results  have  been  claimed  from  its  use  in  quarter-grain 
doses  three  times  daily,  but  the  probability  of  permanent  skin 
discoloration  should  be  kept  in  mind.  In  line  with  this  we 
should  consider  the  chlorid  of  gold  in  the  second  decimal  po- 
tew^. 
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Zinc  is  another  remedy  which  ia  useful  in  all  d^enera- 
tions  of  the  nervous  system;  it  may  be  employed  in  this  dis- 
ease in  various  forms.  Where  there  is  general  nervous  ex- 
haustion the  pkosphid  of  zine  is  best;  for  the  fulgurating  pains 
and  other  sensory  disturbances,  the  picraie  of  nine  shonld  be 
nsed ;  when  general  nervous  excitement  exists,  the  valerianate 
of  zinc  wilt  be  indicated.  In  anemic  casee  femim  picrieum 
or  ferrum  phos.,  may  be  employed.  Alvmina  has  been  recom- 
mended when  dizziness,  exa^ierated  sensations  and  the  char- 
acteristic constipation  exists.  Phosphorus,  phos.  acid  and 
nitric  acid  are  also  worthy  of  consideration.  The  sympto- 
matology of  secale  points  more  clearly  to  the  genuine  features 
of  tabes  than  any  other  remedy.  Considerable  praise  has  been 
given  to  this  when  given  in  potency.  A  carefnl  study  of  its 
action  in  many  clinical  cases  has  satisfied  me  that  no  appre- 
ciable results  are  obtained. 

Causticwn  has  been  recognized  by  many  as  a  valuable 
remedy  in  nervous  dieeases,  but  its  sphere  of  action,  however, 
is  no  doubt  limited;  where  there  is  muaonlar  tension  and  ar- 
thritic pains  it  may  be  serviceable ;  its  action  upon  the  Bphinc- 
ters  is  pronounced  and  for  that  reason  it  may  give  some  favor- 
able results  in  the  early  stages.  Cuprum  mettUlicum,  gelsem- 
ium,  cannabis  sativa  and  esculua  may  be  considered  in  this 
respect.  The  iodid  of  mercury  and  the  iodid  of  arsenic  shonld 
not  be  overlooked  in  considering  the  syphilitic  cause.  Col- 
chicum,  ignatia  and  physostigma  may  sometimes  be  indicated. 
Cicuta  virosa  (tr.  m.  5)  four  times  daily,  may  give  relief  when 
cerebrospinal  irritation,  with  tetanic  and  epileptiform  symp- 
toms are  present.  Cimicifuga  may  be  used  with  good  effect 
when  rheumatic  pains  or  stiffness  are  present.  In  fact  we 
may  safely  say  that  any  remedy  indicated  for  any  set  of  pecu- 
liar symptoms  may  be  used  in  this  as  well  as  any  other  disease. 


ATAXIC  PABAPLEOIA. 

Tliis  ia  a  form  of  paraplegia  which  is  ataxic  and  yet  spastic 
in  character  and  represents  a  combined  posterior  and  lateral 
sclerosis. 

Etiolofy. — The  process  is  a  secondary  cord-degeneration. 
A  diffuse  myelitis  which  invades  the  lateral  tracts  may  be 
added  to  a  primary  tabetic  condition  and  as  a  result  of  this, 


nOOgle 


ATAXIC    PARAPLEGIA.  94S 

aBceiiding  and  descending  sclerosis  may  occur.  Qeneral  pare- 
sis, leptomeningitis  and  vascular  lesions  may  also  be  the  ini- 
tial causes.  Syphilis  is  leas  rarely  a  factor  than  traumatism 
and  exposure. 

Pitholoty. — Both  the  posterior  and  lateral  columns  are 
invaded.  The  sclerosis  in  the  coltmins  of  OoU  b^ins  in  the 
middle  and  lower  dorsal  regions  and  extends  upward  to  the 
medulla.  Burdach's  column  is  affected  only  slightly.  The 
pyramidal  tract  is  involved  mostly  in  the  outer  area,  while 
the  direct  pyramidal  tract  is  involved  only  slightly  in  the 
upper  cervical  region.  The  direct  cerebellar  tract  is  exten- 
sively sclerosed.  Thus  we  find  the  posterior  columns  undergo 
an  ascending  sclerosis  and  the  lateral  a  descending  sclerosis. 

Symploms. — The  symptoms  are  those  of  spastic  paraplegia 
and  locomotor  ataxia  combined.  Thtis  we  see  a  similarity 
in  the  symptoms  of  chronic  myelitis  and  tabes  dorsalis  which 
may  vary  in  different  cases.  There  is  incoordination  with 
an  ataxic  gait;  anesthesia,  paresthesia  and  fulgurating  pains 
are  invariably  present,  though  the  muscles  are  rigid,  the  ten- 
don reflexes  are  exa^erated  and  aukle  clonus  is  obtained.  In 
the  early  stages  the  symptoms  strongly  simulate  ataxia,  but 
the  exaggerated  reflexes  and  the  peculiar  rigid  posture  and 
gait  suggest  at  once  a  different  disease.  Muscular  weakness 
is  pronounced,  but  the  sensory  symptoms  are  not  so  marked 
as  in  typical  ataxia.  Visceral  crises  are  uncommon  and,  if 
present,  they  are  light  in  character.  The  upper  extremities 
also  show  a  muscular  spasticity.  Clonic  spasms  involving  the 
muscles  of  the  lower  jaw  may  be  frequently  demonstrated. 
The  pupils  may  be  irregular  and  sluggish,  but  the  typical  Ar- 
gyll-Robertson pupil  is  not  usually  present. 

DlsfOttSis. — The  differentiation  considers  the  symptoms 
of  tabes  and  those  of  chronic  myelitis.  In  the  early  stages 
ataxia  is  prominent.  Later,  as  the  paraplegia  develops,  the 
muscular  weakness,  exaggerated  reflexes  and  the  absence  of 
decided  sensory  and  visceral  symptoms  should  settle  the  diag- 
nosis. Cerebellar  tumor  may  give  some  of  these  symptoms, 
but  the  occipital  pain,  choked  discs,  retracted  head,  the  vom- 
iting and  mental  symptoms,  indicate  the  brain  involvement. 
It  may  also  cause  forced  attitudes  or  movements. 

Prognosis. — The  danger  to  life  does  not  seem  to  be  so 
decided  as  in  tabes.     There  is  even  more  hope  of  improve- 
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ment,  though  a  complete  cure  is  not  to  be  expected.     Its  oonrse 
of  development  is  not  bo  rapid  aa  that  of  tabes, 

Treatmflnl.- — The  general  and  remedial  treatment  has  been 
suggeated  under  chronic  mjelitis  and  tabes.  The  local  use 
of  massage,  electricity  and  hot  or  cold  spinal  donehes,  ma; 
relieve  the  muscular  spasticity.  Valerianate  of  tine,  agaridn, 
hyoscyamus,  hydrobromate  of  hyoscin,  geUemium,  etc,  may  be 
indicated. 


THE  COMBINED  SCLEROSES  IN  ANEMIAS  AND  CACHEXIAS. 

Pernicious  anemia  and  the  cachectic  conditions,  according 
to  the  observationa  of  Putnam  and  .Dana,  may  create  degenera- 
tions in  the  posterior  columns  and  the  pyramidal  tracts.  Asso- 
ciated vith  this  patholt^y  we  may  also  find  a  slight  disin- 
t^ration  of  the  nerve  cells  in  the  gray  horns.  The  toxemia 
is  incident  to  a  systemic  debility  and  affects  the  posterior  sen- 
sory fibers  and  the  lateral  descending  tract.  Qemorrhagio 
foci  appearing  in  these  areas  give  rise  later  to  a  sclerotic  trans- 
formation. 

Etloloty< — The  disease  is  observed  most  frequently  In 
women  beyond  middle  age.  Halarla  ia  the  most  oommon 
cause,  though  any  prolonged  toxemia  may  create  it.  Diseases 
of  the  suprarenal  glands,  heredity  and  neuropathic  conditions 
are  also  considered  as  predisposing  factors. 

STinptoint. — The  signs  of  anemia  precede  and  attend  the 
characteristic  symptoms.  Emaciation,  diarrhea,  coldness  of 
the  extremities  and  general  exhaustion  are  present  early. 
Numbness  of  the  extremities  generally  precedes  the  ataxic 
paraplegia  which  is  the  typical  symptom.  The  spasticity,  ex- 
aggerated knee-jerk  and  ankle-clonus  appear  early,  bat  may 
subside  somewhat  if  the  cause  of  the  disease  is  removed.  Par- 
esthesia, anesthesia  and  neuralgia  may  be  present  in  the  later 
stages.  The  vision  and  other  special  senses  are  not  affected, 
but  there  may  be  slight  visceral  disturbances. 

Dlatiiosis. — The  presence  of  anemia  or  cachectic  diseaseB, 
the  age  of  the  patient,  the  slight  ataxic  parapl^a,  the  ema- 
ciation and  progressive  weakness,  with  the  paresthesia,  will 
settle  the  diagnosis. 
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Prognosis. — There  ie  more  hope  for  a  cure  in  this  diBease 
than  in  any  of  the  ataxias.  Pernicious  anemia,  however,  does 
not  respond  readily  to  treatment.  The  prognosis  depends  upon 
the  extent  of  the  causative  disease  and  the  degree  of  cord 
involvement.  The  treatment  should  be  applied  to  the  undei^ 
lying  causee. 


FRIEDREICH'S  ATAXIA. 

Friedreich  first  called  attention  to  the  fact  that  tliere  are 
certain  forms  of  ataxia  which  may  be  properly  termed  family, 
or  hereditary  ataxia.  Some  of  these  are  purely  congenital, 
while  others  develop  so  early  in  life  that  the  hereditary  fea- 
ture is  clearly  established.  The  apiual  ataxia  which  is  d&- 
fined  as  Friedreich's,  closely  resembles  hereditary  cerebellar 
ataxia  and  hereditary  ataxic  paraplegia.  The  cerebellar  form 
shows  a  pathologic  limitation  to  the  cerebellum,  the  hereditary 
ataxic  paraplegia  develops  mainly  in  the  lateral  columns,  but 
Friedreich's  is  an  ataxia  due  to  a  chronic  degeneration  in  the 
posterior  and  lateral  columns  of  the  cord. 

Ztioloty. — A  neuropathic  history  may  be  obtained  in 
nearly  every  case.  Males  are  most  frequently  affected,  though 
the  transmission  is  by  the  female  line.  Usually  the  history 
of  insanity  or  inebriety  is  found  in  the  preceding  generations. 
Syphilis  in  the  parents  is  a  frequent  though  not  invariable 
cause.  Tuberculosis  and  consanguinity  may  be  predisposing 
factors.  It  seems  to  appear  most  often  in  large  families. 
The  degeneration  of  the  posterior  and  pyramidal  columns  seems 
to  occur  at  the  time  of  cord  development,  when  malnutrition 
or  hereditary  dyscraaia  would  disturb  it  most. 

In  some  cases  the  disease  is  congenital,  in  others  it  de- 
velops early  in  life  or  at  the  time  of  puberty  and  adolescence. 
The  first  or  second  dentition,  and  particularly  infectious  dis- 
eases, may  be  exciting  causes.  Locomotor  ataxia  in  parents 
does  not  predispose  to  it. 

Pttholofy.' — Tliere  is  marked  sclerosis  of  the  columns  of 
Goll  and  Burdach  and  the  same  degeneration  exists  in  the 
pyramidal  tracts.  These  are  the  parts  which  are  always  in- 
volved and  in  typical  cases  the  sclerosis  is  complete.  Gower's 
tract  and  the  direct  cerebellar  tract  may  be  slightly  affected 
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in  certain  cases ;  the  anterior  or  direct  pyramidal  tract  may 
also  show  Bome  involvement.  The  posterior  horn  shows  little 
disturbance,  though  the  cells  may  he  somewhat  shrunten.  The 
cord  is  small  in  size  from  the  congenital  defect  in  develop- 
ment. This  sclerotic  condition  is  also  found  in  the  medulla 
and  particularly  about  the  hypoglossal  nucleus.  The  posterior 
spinal  roots  and,  to  a  certain  extent,  the  anterior  roots^  au£Fer 
fl  similar  degeneration,  while  the  peripheral  nerves  are  still 
less  involved. 

SymptomB. — If  the  disease  is  congenital  we  notice  that 
the  child  does  not  use  the  tongue  well.  The  mind  develops 
very  slowly  and  there  is  inability  to  walk  at  the  proper  period, 
while  later,  deformities  of  the  legs  appear.  In  other  cases 
clumsiness  in  walking  is  first  observed ;  the  child  stumbles  easily 
and  there  is  a  general  unsteadiness  on  the  feet,  and  finally 
ataxia  is  pronounced.  Previous  to  this  there  are  few  sensory 
symptoms  which  su^;est  its  development,  though  numbness  and 
slight  pain  may  exist.  The  knee  reflex  is  lost,  but  the  muscle 
sense  is  not  greatly  affected.  Coarse  and  rhythmic  movements 
in  the  Jegs  occur  in  attempting  to  move  them.  The  same 
tremor  is  noticed  in  the  facial  muscles  when  there  is  an  attempt 
to  speak. 

In  the  ordinary  case  in  a  few  years  the  arms  are  affected 
and  then  the  real  bulbar  paralysis  appears.  The  speech  is 
thick  or  scanning  until  the  tongue  refuses  to  work.  Vertigo, 
nystagmus  and  severe  headache  may  develop  at  this  time.  A 
peculiar  mental  dulness  with  an  expressionless  facial  appear- 
ance may  be  observed.  The  patient  is  apathetic,  and  oscilla- 
tion of  the  head  and  choreic  symptoms  are  common.  After 
a  time  the  legs  become  weak,  there  is  some  atropby  and  para- 
plegia finally  appears.  Upon  examination  of  the  spine  a  lat- 
eral curvature  may  be  detected.  Later  club  foot  is  liable  to 
develop.  The  vesical  and  rectal  sphincters  are  rarely  affected. 
Visceral  disturbances  are  not  evident  in  the  average  case. 

Diafnoals. — The  age,  the  character  of  the  ataxia,  with 
upper  arm  and  bulbar  symptoms,  the  normal  condition  of  the 
muscular  sense,  the  lack  of  sensory  symptoms,  the  infrequency 
of  optic  atrophy,  the  scoliosis  and  club  foot  ought  to  decide 
the  diagnosis.  In  addition  to  this  the  atypical  ataxia  and 
the  family  tendency  should  help  us.  In  tabes  dorsalis  we  have 
rarely  a  cerebellar  involvement,  and  besides  there  are  charac- 
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teristic  viBceral  crises,  absent  knee-jerk,  lightning-like  pains 
and  other  sensory  perversiona,  pupillary  rigidity  antl  vesical 
weakness.  Chorea  may  resemble  it  in  the  early  stages,  but 
this  should  be  distinguished  hy  its  peculiar  twitchings  and  the 
absence  of  ataxia,  bulbar  symptoms,  scoliosis,  club  foot,  etc. 

Prognosis. — The  outlook  is  always  unfavorable-  The 
patient  may  linger  for  years,  but  the  ataxia  eventually  reaches 
the  incurable  or  paralytic  stage. 

Treatment. — Much  may  be  done  in  the  way  of  overcom- 
ing malnutrition.  In  this  respect  a  nutritious  diet,  outdoor 
life  as  much  as  possible,  with  massage  and  inunctions  of  oil 
may  avail  somewhat.  Under  this  head  also  we  should  consider 
the  internal  use  of  calcarea  carb.  and  calcarea  phos.,  calcarea 
iodidi  arsenicum  and  silicea,  femim  phos.  and  ferrum  iodid, 
calcarea  fluorica,  svlphvr  and  that  class  of  remedies.  The 
scoliosis  may  be  helped  by  a  brace.  Careful  education  of  the 
mind  and  muscles  may  relieve  the  distressing  symptoms,  but 
other  than  this  we  can  do  little. 


HEKEDITARY  SPASTIC  PASAPLEOIA. 

This  is  a  disease  which  is  paraplegic  in  character  and 
yet  has  many  ataxic  symptoms.  It  appears  in  early  or  middle 
life  and  is  hereditary,  though  it  may  follow  infectious  dis- 
eases. Syphilis  is  not  a  cause.  The  pathology  is  marked  hy 
degeneration  of  GoU's  column,  the  pyramidal  tract  and  slight 
portions  of  the  direct  cerebellar  tract.  Stiffness  and  leg  weak- 
ness are  early  symptoms;  there  is  an  imperfect  use  of  the 
leg  muscles  which  gives  the  appearance  of  ataxia.  The  re- 
flexes are  exa^;erated  and  ankle-clonus  is  present.  Sensory 
disturbances  and  sphincter  weakness  are  not  recognized.  The 
arms  and  possibly  the  cranial  nerves  may  be  implicated  later. 

The  disease  is  not  common,  its  course  is  not  rapid  and, 
though  a  perfect  cure  is  generally  impossible,  the  danger  to 
life  is  not  pronounced.  The  general  management  is  similar  to 
that  of  other  ataxic  conditions ;  the  remedies  should  be  given  in 
accordance  with  the  demand  of  symptoms. 
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HULTIPIE  CEKEBKO-SPINAL  SCLEROSIS. 

This  disease  has  also  been  termed  multiple  sclerosis,  insu- 
lar sclerosis  and  disseminated  sclerosis.  It  is  pathologically 
characterized  by  the  development  of  sclerotic  patches  irregu- 
larly distributed  in  the  brain  and  cord.  These  chsngee  are 
primarily  vascular  and  are  probably  due  to  eome  infection  or 
intoxication.  It  ia  clinically  characterized  by  some  paralysis, 
usually  paraplegia,  intention  tremors,  scanning  speech,  nys- 
tagmus, mental  symptoms  and  other  disturbanoes  depending 
upon  the  location  of  the  sclerotic  patches. 

Etiolo^. — The  disease  is  not  common  and  it  affects  both 
sexes  alite.  In  rare  instances  children  are  affected.  Heredity 
apparently  has  little  influence,  though  the  neuropathic  tendency 
is  discovered  in  many  cases.  Traumatism,  exposure  and  ex- 
cesses probably  have  little  to  do  with  its  development.  The 
infections  are  at  present  regarded  as  the  chief  etiolt^c  fac- 
tors. Intoxicants  are  still  regarded  as  causes  by  many  experi- 
enced observers.  Whatever  the  cause,  it  is  evident  that  the 
"irritative  influence"  reaches  the  nerve  tissue  involved,  directly 
through  the  blood  channels. 

Pitholofy. — Macroscopically  the  sclerotic  patches  are  of 
various  sizes  and  are  usually  grayish  or  pinkish-gray  in  color, 
The  white  substance  is  invaded  most  frequently  though  the 
gray  matter  does  not  escape.  There  is  no  uniformity  in  the 
sclerotic  distribution,  the  cranial  nerves,  their  nuclei  and  the 
spinal  roots  often  being  invaded.  Microscopically  the  patches 
are  distinguished  from  the  surrounding  normal  tissue  by  their 
definite  outlines.  The  nerve  fibers  included  in  the  sclerotic 
area  are  deprived  of  their  myelin,  though  the  axis  cylinders 
show  slight  change.  The  proliferation  of  neuroglia  tissue  is 
always  apparent,  but  secondary  degenerations  are  not  generally 
found,  Popoff,  however,  denies  the  neuroglia  hyperplasia, 
claiming  that  the  change  is  due  to  the  degeneration  of  myelin 
and  axis  cylinders.  The  nerve  cells  are  decreased  in  size  and 
often  pigmented.  The  blood  vessels  at  the  seat  of  the  lesion 
are  decidedly  changed,  their  coats,  especially  the  external,  be- 
ing greatly  thickened.  "The  perivascular  sheaths  are  dilated 
and  at  times  obliterated."  Thrombotic  and  embolic  changes 
are  also  occasionally  foimd. 

Symptoms. — The  motor  symptoms  are  marked.       Aside 
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from  the  muscular  weakness  the  limbs  are  decidedly  rigid, 
causing  a  characteristic  spastic  gait  which  is  often  combined 
with  cerebellar  staggering,  thus  giving  rise  to  the  term  "cere- 
bello-spasmodic  gait."  The  reflexes,  except  in  the  early  stages, 
are  exa^erated  and  clonus  is  usually  present.  The  upper 
extremities  display  the  same  spastic  tendency  with  some  rigid- 
ity. The  intention  tremor  is  a  classical  sign  and  this  is  evi- 
denced when  the  patient  attempts  to  take  something  with  the 
hands.  It  is  coarse  in  character  and  the  trembling  may  affect 
all  muscles  which  are  called  into  use  for  a  particular  motion. 
When  the  parts  are  at  rest  the  tremor  disappears.  The  haTid- 
writing  clearly  shows  this  tremor.  The  lower  extremities  and 
the  head  may  show  a  similar  tremor,  but  not  to  such  a  degree 
as  the  hands  and  arms.  Apoplectic  aitacks  are  occasionally 
observed  and  these  are  followed  by  a  transitory  paralysis. 
Such  attacks  are  sometimes  the  initial  manifestations  of  the 
disease. 

The  sensory  symptoms  are  not  marked,  though  slight  dis- 
turbances of  t»uch,  pain  and  temperature-sense  may  be  detected 
in  the  fingers  and  toes  or  in  the  distal  parts  of  the  limbs; 
these  perversions  are  usually  transitory  and  changeable.  If 
the  disease  is  associated  with  hysteria,  anesthetic  patches  OT 
hemianesthesia  may  exist.  Taste,  smell  and  hearing  are  rarely 
perverted.  The  optic  ncrue  is  frequently  affected,  the  vision 
being  decidedly  modified.  Optic  neuritis  is  sometimes  present 
and  slight  atrophy  may  be  discovered.  These  changes  in  the 
visual  apparatus  are  more  common  in  the  later  stages  of  the 
disease  and  depend,  of  course,  upon  the  cerebral  lesions  in 
the  vicinity  of  the  optic  nerve  or  tract.  The  pupils  are  con- 
tracted or  unequal,  while  the  reflexes  to  light  and  accommo- 
dation are  occasionally  lost.  Nystagmus  or  nystagmiform 
movements  are  commonly  observed. 

The  visceral  disturbartces  are  not  prominent  though  sphinc- 
ter incontinence  and  gastric  crises  are  occasionally  rect^ized 
in  extreme  cases.  Scanning  speech  is  a  marked  symptom  of 
cerebral  disturbance  and  is  usually  detected  in  the  average  case. 
Vertigo  frequently  accompanies  this,  and  if  the  nystagmus  is 
extreme  it  may  be  a  troublesome  symptom. 

The  onset  usually  develops  slowly,  though  it  may  be  an- 
nounced abruptly  hy  an  apoplectic  attack  which  is  followed 
by  hemipl^a,  parapl^a  or  a  monoplegia.     The  patient  usu- 
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ally  complains  of  di£Bciilty  in  -wslking  or  speaking,  and  the 
intentional  tremor  is  soon  noticed.  Pain  is  rarely  an  attend- 
ing symptom  and  the  disease  slowly  assumes  its  chronic  chai^ 
aoter.  There  are  occasional  signs  of  improvement,  but  these 
are  not  iisually  pennaneot.  Eventually  the  patient  becomes 
hetplesB,  though  death  may  suddenly  intervene  as  the  result  of 
some  intercurrent  disease. 

Dlatnosis. — In  the  classical  cases  the  diagnosis  is  made 
by  the  spastic  weakness  of  the  muscles,  the  cerebello-spasmodic 
gait,  the  intention  tremor,  the  nystagmus  and  the  scanning 
speech.  Paraiyais  agiians  occurs  in  older  patients,  the  sen- 
sory and  special  sense  symptoms  and  nystagmus  are  usually 
absent,  the  reflexes  are  normal,  rigidity  is  permanent,  the 
speech  is  at  first  slow  and  then  hurried,  the  tremor  is  constant, 
also  involving  the  head,  occasionally  checked  by  voluntary 
movement,  mental  phenomena  are  not  usually  present,  while 
the  immobile  face  and  the  propulsive  gait  are  also  character- 
istic. Tabes  dorsalis  is  differentiated  by  the  marked  inco- 
ordination, the  lose  of  kneejerk,  the  absence  of  nystagmus, 
tremor,  ankle-clonus,  speech  defects,  mental  disturbances  and 
rigidity,  while  the  fulgurating  pains,  stiff  pupils  and  the  char- 
acteristic ataxic  gait  usually  settle  the  diagnosis.  Hereditary 
ataxia  begins  early  in  life  and  the  family  history  of  ataxia  is 
usually  found.  There  is  no  rigidity  of  muscles,  the  knee-jerk 
is  lost  only  as  the  disease  progresses,  the  motor  impairment  is 
purely  ataxic  and  never  spasmodic,  and  there  is  rarely  any 
optic  nerve  disturbance.  In  the  cerebellar  type  of  family 
ataxia  the  reflexes  may  be  exa^erated  and  optic  atrophy  may 
appear,  but  there  is  no  muscular  spasticity.  The  intention 
tremor  is  invariably  absent,  the*  aijecch  is  slow  and  irregular 
but  not  scanning.  Hysteria  may  simulate  this  disease,  but 
should  be  differentiated  by  its  stigmata  and  a  careful  study 
of  the  case. 

Protnosis. — The  hope  of  a  cure  should  not  be  entertained 
though  it  is  possible  to  alleviate  many  of  the  symptoms  by 
treatment.  The  tendency  lo  remissions  may  be  regarded  as 
favorable,  Westphal  has  descrilwd  a  pseudosclerosis  which 
closely  resembles  this  disease. 

Treatmentt— If  infection  is  a  factor,  we  must  keep  this 
cause  in  mind  when  selecting  the  remedy.  Thus  quinin,  iron 
and  arsenic  have  been  highly  recommended.     For  the  symp- 
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tomatic  treatment  we  ma;  favorably  consider  tine  phna.,  zinc 
picrate,  strychnia  pkoa.,  and  agaricin. 


PROGRESSIVE  MUSCULAR  ATROPHY. 

This  disease  is  distinguished  from  the  other  forms  of 
atrophic  development  hy  the  progressive  atrophy  and  paralysis 
of  the  muscles  of  the  extremities.  The  cause  is  found  in  the 
trophic  impairment  and  atrophy  of  the  motor  cells  of  the  an- 
terior comu.  Its  course  of  development  is  opposite  to  that 
of  chronic  anterior  poliomyelitis. 

Ellolofjr. — Adult  life  furnishes  the  moat  cases.  It  may 
appear  as  early  as  puberty  or  in  rare  instances  in  late  adult 
life.  Males  are  affected  most  frequently.  Syphilis,  rheuma- 
tism and  especially  lead  poisoning  are  the  most  frequent  causes, 
though  exposure  and  functional  exhaustion  may  start  the 
atrophy.  Occupations  which  demand  over  use  of  certain 
groups  of  muscles,  may  be  etiol<^c  factors. 

Pathttlofy.^The  process  of  degeneration  is  found  first 
in  the  anterior  motor  ganglion  cells  of  the  cord.  A  gradual 
wasting  of  the  whole  eornu  follows.  The  anterior  roots,  the 
peripheral  nen-es  and,  in  some  cases,  parta  of  the  lateral  col- 
umns are  implicated  in  the  degenerative  extension.  The  last 
feature,  however,  pertains  more  particularly  to  another  form 
of  the  disease.  As  the  functional  control  of  the  muscles  is 
cut  off,  muscular  atrophy  and  paralysis  attend  the  progress 
of  the  disease.  14'euroglia  and  connective  tissue  development 
create  a  sclerosis  which  may  even  involve  the  medulla  and 
brain  cortex  and  the  nerve  trunks.  The  posterior  cord  struc- 
ture is  exempt.  The  involved  muscles  undei^  fatty  meta- 
morphosis with  an  increase  of  connective  tissue  until  muscular 
atrophy  and  muscular  paralysis  are  coincident  with  the  atrophy 
of  the  ner\'e  cells  in  the  anterior  cornu. 

Syrnvtoms. — Signs  of  numbness  and  exhaustion  may  exist 
in  the  affected  parts  to  a  slight  d^:ree  in  the  beginning.  Mus- 
cular wasting  is  the  first  symptom  noticed.  This  begins  gen- 
erally in  the  thenar  and  bv-pothenar  group,  and  intcrossei 
muscles  of  the  hand.  The  functions  of  flexion  and  adduction 
are  imperfect  at  first  and  finally  lost  as  atrophy  continnes. 
Atrophy  of  the  hand  muscles  causes  the  peculiar  "ape  hand" 


lOOgle 


962  DISEASES    OF    THE    SERVOUS   SYSTEM. 

and  the  "griffin  tdaV  appearance.  The  disease  advances  up- 
ward graduallj  inTolving  the  flexors  and  eztensorB  of  the  fore- 
arm and  shoulder.  If  one  arm  is  involved  first,  the  other 
will  soon  show  similar  signs  of  degeneration.  The  muscular 
wealuiess  and  paralysis  go  hand  in  hand  with  the  atrophy. 
When  the  "upper  arm  type'*  is  found  the  morbid  changes 
attack  the  deltoid,  biceps  and  triceps  and  the  wasting  extends 
down  the  arm.  The  muscles  of  the  back,  the  hip  and  the 
thigh  may  sometimes  be  the  starting  point  and  then  the  atrophy 
and  paralysis  descend  to  the  1^. 

It  must  be  remembered  at  all  times  that  the  paralysis 
attends  or  develops  with  the  atrophy.  As  we  observe  the  pn^ 
ress  of  the  muscular  wasting,  fibrillary  twitchings  may  be 
detected  and  muscular  flaccidity  or  rigidity  may  be  observed. 
Electrical  irritability  is  lost  and  contractions  may  finally  de- 
velop.    Vasomotor  disturbances  may  be  present. 

DiatDOsiB. — To  make  a  diagnosis  we  must  differeUtiate 
the  following  diseases:  Chronic  anterior  poliomyelitis  bas 
generally  an  acute  b^inning  with  the  history  of  a  fever;  it 
reaches  its  height  and  remains  stationary  or  improves;  the 
paralysis  also  precedes  the  wasting  and  it  affects  the  muscles 
in  groups  according  to  their  physiologic  relation.  Lead  pcUsy 
bas  wrist  drop,  but  it  involves  the  extensor  muscles  only  and 
the  interossei  seem  to  escape  for  a  long  time;  the  palsy  and 
atrophy  do  not  show  the  typical  progression  as  in  progres- 
sive muscular  atrophy.  Neuritis  has  more  sensory  symptoms. 
Syringomyelia  has  characteristic  sensory  and  trophic  symptoms. 
Muscular  dystrophies  are  hereditary,  develop  slower  and  have 
no  fibrillary  contractions. 

Pro^Oils. — Cure  is  impossible.  There  may  be  some  tem- 
porary remission  in  its  progress,  but  it  eventually  terminates 
in  death  as  the  result  of  respiratory  paralysis  following  in- 
volvement of  the  meduUa. 

Trettmeat. — Measures  directed  to  the  general  health,  par- 
ticularly when  the  disease  occurs  in  children  and  young  adults, 
is  very  important;  an  outdoor  life  should  always  be  encour- 
aged. Rest  is  the  next  object  to  be  attained,  as  the  wasting 
muscles  should  not  be  overtaxed  when  the  atrophied  cell  can 
not  give  the  proper  innervation.  Massage  and  exercise  are 
serviceable.  Electricity  ia  a  measure  of  value ;  galvanism  will 
doubtless  yield  the  best  results ;  it  may  be  given  by  applying 
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the  positiye  pole  to  the  cervical  region  and  the  negative  to 
the  lumbar,  and  later  the  weakened  muscles  may  be  massaged 
by  the  negative  sponge.  Erb  favored  its  application  both  to 
the  spinal  cord  area  and  the  cervical  ajmipathetic.  Faradimn 
will  give  a  healthy  stimulation  in  most  cases ;  it  is  of  unusual 
value  to  the  muscles,  which  react  to  the  faradic  current. 

Among  the  remedies  we  find  that  strychnia  is  often  of 
great  value  in  this  disease.  Gowers  claimed  for  it  an  unuBual 
efficiency  in  the  early  stages.  He  advised  the  hypodermatic 
use,  banning  with  1/100  of  a  grain  and  gradually  increasing 
to  1/40  or  1/30.  It  should  be  given  once  daily  and  possibly 
oftener  in  extreme  cases.  The  objection  to  its  use  is  found 
in  the  tetanic  excitement  of  the  muscles  asd  the  undue  stimu- 
lation which  a  degenerating  nerve  will  not  endure.  Inter- 
nally it  may  used  in  the  form  of  strychnia  pkos.,  nux  vomica 
or  ignaiia. 

Plumbum  is  probably  the  most  frequently  indicated  rem- 
edy. It  relates  to  the  pathologic  conditions  of  sclerosis  with 
the  subsequent  atrophy  of  muscles,  with  general  emaciation. 
When  the  symptoms  partake  of  the  characteristics  of  lead  poi- 
soning, it  is  surely  indicated,  though  the  features  of  colic 
and  other  pains  may  not  be  present.  Atropin  may  relieve 
the  muscular  spasms.  Belladonna  may  correct  any  febrile  ten- 
dency, and  overcome  the  restlessness  and  nervous  excitement 
which  is  often  present.  Camphor,  coffea,  hyoscyamus  and 
opium  may  be  studied  in  this  relation.  Arsenicum,  ferrum 
phos.,  ealcarea  iodid,  china  and  kali  phos.  should  also  be 
studied. 

Argenium  nitricum  and  aurum  mur.,  gelsemium,  arnica, 
phosphorus,  mercurius,  physosUgma  and  cuprum  may  be  de- 
manded by  their  symptomatology. 


AMYOTROPHIC  UTEBAL  SCLEROSIS. 

The  term  spastic  progressive  muscular  atrophy  has  been 
often  applied  to  this  disease.  In  nearly  every  respect  it  is 
similar  to  progressive  muscular  atrophy,  except  for  the  addi- 
tional sclerosis  of  the  pyramidal  tract  and  a  corresponding 
change  in  some  of  its  symptoms. 

EtioloCT< — It  is  not  BO  common  as  progressive  muscular 
atrophy;  it  afflicts  older  people  and  the  cause  is  not  so  well 
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understood.  Syphilis  and  infectious  diseases  are  not  consid- 
ered as  factors;  it  is  probably  an  idiopathic  d^eneration  of 
the  motor  cells  of  the  anterior  cord  with  subsequent  involve- 
ment of  the  pyramidal  tract  fibers. 

Ptlholo^. — Atrophic  and  odier  changes  in  the  anterior 
comu  appear  the  same  as  in  progressive  mnscular  atrophy. 
In  addition  to  this  we  find  sclerosis  of  the  crossed  pyramidal 
and  direct  pyramidal  tracts.  The  hyp<^lo8Sal  nucleus  and 
the  medulla  also  show  marked  sclerotic  involvement. 

Symplons. — The  medulla  symptoms  appear  early ;  deglu- 
tition and  speech  are  difficult.  Leg  and  arm  weakness  follow 
and  the  slowly  developing  rigidity  is  attended  by  mtucuZar 
atrophy  and  deformities.  The  arm,  knee  and  ankle  reflexes 
are  exaggerated ;  the  jaw  clonus  is  also  present.  Sensory  and 
sphineteric  symptoms  are  not  marked.  The  rigidity  and  con- 
tractures are  liable  to  incapacitate  the  patient  in  a  short  time. 
The  course  of  the  disease  is  shorter  than  in  progressive  mus- 
cular atrophy.  Sometimes  the  bulbar  symptoms  are  most  pro- 
nounced ;  then  the  atrophy  of  the  arms  and  limbs  and  the 
contractures  is  not  so  pronounced. 

Diatoosls*— In  diagnosing  this  disease  we  must  differen- 
tiate transverse  myelitis,  multiple  sclerosis  and  progressive 
muscular  atrophy.  The  progressive  atrophy  plus  the  rigidity, 
the  exaggerated  reflexes  and  the  contractures,  together  with 
the  complete  absence  of  sensory  and  sphincter  symptoms  ought 
to  establish  the  i<ti'ntitv  <if  ilic  disease,  particularly  if  we 
find  bulbar  symptoms. 

Pro^osis. — When  bulbar  symptoms  appear  first,  the 
course  is  short  and  unfavorable.  It  is  scarcely  less  unfavor- 
able in  the  arm  and  leg  type,  but  life  may  be  prolonged  for 
a  greater  time. 

Trestnent. — This  is  the  same  as  in  progressive  muscular 
atrophy. 

PKOOKESSIVE  BULBAR  PARALYSIS. 

Glosso-labio-laryngeal  paralysis  or  polioencephalitis  in- 
ferior chronica,  is  a  progressive  atrophy  and  paralysis  of  the 
tongue,  lips,  pharynx  and  larynx.  The  condition  is  caused 
by  the  sclerosis  of  the  nuclei  of  the  nen-ea  which  supply  these 
parts. 
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Ellolofy. — The  disease  is  observed  almost  always  in  later 
life.  It  may  be  attributed  to  the  usual  causes  of  sclerotic 
diseases  and  may  be  a  feature  of  amyotrophic  lateral  sclerosis, 
tabes,  or  the  wasting  diseases.  Syphilis,  lead  poisoning  and 
diphtheria  may  predispose  to  it.  The  overuse  of  the  muscles 
involved  may  also  prediepoBe  by  overtaxing  their  nerve  nuclei. 
The  playing  of  wind  instruments  and  glass  blowing  have  been 
discussed  as  causes. 

Patholoty* — The  nuclei  of  the  hypoglossal,  the  spinal  ac- 
cessory, the  facial  and  the  motor  part  of  the  trifacial  nerves 
suffer  most  decidedly  from  the  sclerotic  degeneration.  The 
nerve  trunks  and  the  muscles  which  they  supply  gradually  show 
the  effects  of  a  similar  degeneration. 

Symptoms. — All  the  symptoms  are  insidious;  the  tongue 
is  first  affected.  Pronunciatton  is  indistinct  and  difficult,  par- 
ticularly in  the  articulation  of  the  lingual  consonants.  The 
tongue  becomes  flabby  and  gradually  loses  its  muscular  power. 
Mastication  is  diihcult  because  the  food  can  not  be  rolled  in 
the  mouth  by  the  tongue.  Finally  the  tongue  can  neither  be 
lifted  nor  protruded.  As  the  orbicularis  oris  is  invaded,  the 
lips  can  not  be  approximated  perfectly;  certain  vowels  and 
certain  consonants  can  not  be  properly  articulated.  The  pa- 
tient can  neither  blow  nor  whistle.  The  lower  lip  droops, 
saliva  dribbles  from  the  mouth,  deglutition  is  impaired  and 
very  soon  the  mouth  can  not  be  closed;  the  Hps  are  very  thin 
and  the  lower  part  of  the  face  becomes  motionless  and  expres- 
sionless. The  upper  part  of  the  face  presents  a  picture  of 
anxiety  and  suffering. 

Atrophy  of  the  palate  gives  a  nasal  tone  to  the  voice. 
The  pronunciation  of  the  lingua-palatal  consonants  is  imperfect, 
and  fluids  often  regurgitate  through  the  nose.  Pharyngeal 
paralysis  increases  the  difficulty  in  deglutition ;  food  enters 
the  respiratory  tract  and  paroxysmal  cough  ensues.  Pulmon- 
ary edema,  cardiac  failure  and  pneumogastric  paralysis  are 
now  liable  to  follow.  When  the  larynx  is  paralyzed  the  ab- 
ductors are  most  affeeted,  and  as  a  result  the  glottis  stands 
wide  open  and  the  voica  is  lost.  There  may  be  some  remission 
in  the  symptoms,  but  the  terminatiou  comes  in  about  three 
years.  The  mind  is  but  slightly  affected,  though  there  is  much 
emotional  excitement.  The  symptoms  generally  indicate  a 
bilateral  involvement  of  the  nuclei. 
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Diafnosis. — With  the  sjmptomB  etiumerat«d  above,  there 
should  be  little  difBcuUy  in  making  a  diagnosiB.  Thece  is  an 
asthenic  type  of  bulbar  paralysis  in  which  there  ia  no  degen- 
erative process  found  in  the  nuclei,  and  there  is  neither  mus- 
cular atrophy  nor  such  profound  symptoms. 

Prognosis. — This  is  always  unfavorabla 

Treatment. — This  is  similar  to  the  other  spinal  atrophies. 
Electricity  may  serve  to  lessen  the  extreme  symptoms.  The 
laryngeal  and  pulmonary  Bymptoma  will  demand  careful  atten- 
tion. Otherwise  remedies  like  atropin,  zinc,  plumbum,  phos- 
phorus and  argenium  nitricum  may  be  indicated  for  special 
conditions. 


PSEUDO-HUSCULAR  HYPEHTHOPHY. 

This  disease  is  a  characteristic  progressive  muscular  dys- 
trophy. While  the  course  of  the  disease  is  toward  paralysis 
from  atrophy,  the  typical  symptom,  in  the  beginning,  is  an 
apparent  muscular  hypertrophy.  It  is  recognised  at  first  by 
the  evidence  of  muscular  and  fatty  increase  and  the  progressive 
weakness  of  the  lower  limbs. 

Eliololy. — -There  are  many  reasons  for  believing  it  to 
be  a  family  disease.  It  appears  in  the  early  part  of  life  and 
particularly  in  young  children.  During  the  period  of  mus- 
cular development,  fatty  infiltration  and  hypertrophy  are  more 
liable  t«  exist;  a  condition  ot  malnutriiion  naturally  contributes 
to  this.  If  the  disease  appears  later  than  childhood  it  is 
moat  liable  to  manifest  itself  at  the  time  of  puberty  or  sub- 
sequent to  some  of  the  acute  diseases  of  children.  While  it 
does  not  necessarily  follow  acute  diseases,  these  may  act  as 
exciting  causes.  The  other  factors  of  atrophic  diseases  do 
not  seem  to  apply  in  these  cases. 

Patholotr- — The  best  authors  define  the  pathologic  con- 
dition as  a  degenerative  atrophy  in  distinction  to  a  simple 
atrophic  wasting.  In  this  disease  we  find  various  muscular 
changes.  The  muscles  in  the  parts  affected  are  bypertrophied, 
the  fibers  are  swollen  and  the  nuclei  are  increased  in  number ; 
some  fibers  may  split  or  break  up  into  fibrillae  and  in  the  midst 
of  all  these  changes  there  may  be  signs  of  atrophy.  In  time 
connective   tissue   increase   begins   and   progressive    mtiseular 
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atrophy  follows.  Fatty  deposits  are  found  during  the  early 
stage  of  atrophy  and,  in  some  cases,  lipomas  may  develop. 
Daring  the  later  stages  the  fat  is  gradually  absorbed  and  the 
muscles  degenerate  into  connective  tissue  masses. 

Sjmptami.~W eaktiess  in  the  legs  and  changes  in  mus- 
cular contour  are  first  evident.  The  patient  stumbles  easily 
and  has  a  peculiar  swaying  or  waddling  gait.  The  leg  muscles, 
to  all  appearances,  uudei^o  gradual  hypertrophy,  and  in  rare 
instances  there  is  an  increase  o£  adipose  tissue  over  the  entire 
body.  These  muscles  seem  to  be  firm  and  strong,  but  they 
nre  very  weak  and  lack  contractile  power. 

Following  this  psevdo-hyperlrophy  we  find  that  certain 
groups  of  muscles  begin  to  show  signs  of  atrophy.  The  calf 
muscles,  the  extensors  of  the  hip  and  knee,  and  the  flexors  of 
the  hip  are  among  the  first  to  develop  the  atrophy.  As  the 
result  of  this  the  shuffling  gait  is  aggravated  and  the  patient 
is  unable  to  ascend  stairs.  This  weakness  of  the  extensors 
and  flexors  of  the  hips  and  knees,  gives  rise  to  a  marked  lordosis 
which  disappears  when  sitting.  It  also  explains  the  typical 
manner  of  rising  from  the  dorsal  decubitus.  The  patient  can- 
not get  up  naturally,  but  first  turns  over  on  the  face,  then 
works  himself  up  on  his  knees,  then,  with  the  hands  on  the 
floor  he  straightens  his  limbs  until  he  assumes  the  "all  fours" 
position  and  finally,  with  one  hand  at  a  time,  climbs  up  upon 
his  body  until  he  assumes  the  erect  posture.  Talipes  equinus 
is  liable  to  follow  these  contractures  of  the  leg  muscles.  In 
extreme  cases  the  legs  and  arms  may  be  completely  flexed. 

Sensory  disturbances  are  absent  and  fibrillary  twitchings 
are  rarely  observed.  The  reflexes  are  lost  as  atrophy  develops, 
but  the  sphincters  are  undisturbed.  While  there  are  no  dis- 
tinctive trophic  changes,  retarded  growth  is  always  in  evidence 
with  the  persistent  atrophy.  In  all  cases  mental  apathy  is 
a  progressive  symptom. 

There  are  several  varieties  of  this  disease  which  are  named 
in  accordance  with  the  groups  of  muscles  first  affected  by  the 
pseudo^hyper trophy.  For  instance,  there  ie  a  facioscapulo- 
humeral form  which  begins  in  very  young  children.  Here 
the  atrophy  starts  in  the  face  and  gives  a  peculiar  appearance 
known  as  the  "myopathic  facies."  There  is  a  weakness  of 
the  oral  muscles  which  causes  the  lipa  to  protrude.  In  addi- 
tion to  this  the  shoulders  and  arms  are  affected  in  a  similar 
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manner.  Ab  the  atropliy  advances  the  clavicular  line  ia  down- 
ward, thuB  giving  an  apparent  lengthening  of  the  neck,  and 
a  drooping  shoulder.  The  scapulae  protrude  and  the  round- 
neaa  of  the  shoulder  disappears. 

The  juvenile  type  of  Erb  develops  very  early  ia  child- 
hood. It  ia  confined  mostly  to  the  ahoiddera  and  upper  arm 
muscles.  The  forearm  and  leg  are  not  affected  for  a  long 
time,  if  at  all ;  the  infra-  and  supra-apinati  invariably  escape. 
The  peroneal  type  is  another  form  in  which  the  peronei  are 
first  affected  and  the  atrophy  gradually  extenda  to  the  calves 
and  thighs;  generally  tliis  form  is  limited  to  the  legs. 

Diagnosis. — If  the  symptoms  and  the  physical  charac- 
teristics enumerated  above  are  carefully  taken  into  considern- 
tion,  there  will  be  little  confusion  with  any  other  disease. 

Prognosis. — There  ia  no  possibility  of  a  cure  in  this  dis- 
ease, but  we  may  check  its  rapid  development  if  we  overcome 
the  tendency  to  malnutrition. 

Treatneot. — The  general  care  of  the  patient  which  em- 
braces moderate  exercise,  gymnastics  and  massage,  may  retard 
the  fatty  metamorphosis  and,  to  some  extent,  correct  the 
atrophic  tendency.  Electricity  does  not  seem  to  avail  much. 
We  must  be  on  constant  guard  against  the  ravages  of  any 
infectious  disease  which  may  develop.  Out-door  life  and  the 
cold  sponge  bath  will  be  of  great  value.  The  question  of 
prophylaxis  is  most  important.  If  one  child  in  a  family  is 
affected  in  this  way,  other  children  should  not  be  iwm  to 
this  misfortune. 

Remedies  do  not  accomplish  much  when  the  disease  is 
well  established.  In  the  beginning,  however,  we  ought  to  gain 
something  by  their  use.  Phosphorus  gives  the  clearest  picture 
of  the  fatty  degeneration,  and  should  be  employed  for  a  long 
time  in  the  incipient  case.  Calcarea  carb.,  calcarea  phos.  and 
kali  phos.  may  also  be  demanded  in  this  disease.  Arsenic 
will  be  indicated  when  anemia  is  typified  by  exhaustion. 
China  is  useful  when  septic  symptoms  arc  added  to  the  gen- 
eral weaknesa. 


TUMOR  OF  THE  SPINAL  COKD  AND  HENINOES. 

Ttunors  which  involve  the  spinal  cord  primarily  are  rare. 
The  majority  start  in  the  meningea.  A  few  may  originate 
in  the  vertebrae.     The  general  symptomatology  ia  similar  in 
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moat  cases.  It  depends  much  upon  the  location,  character 
and  aize  of  the  tumor.  When  the  cord  alone  is  affected,  the 
growth  is  generally  small  and  single;  multiple  sarcoma  is  an 
exception  to  this.  Aa  the  meninges  are  more  frequently  in- 
volved the  study  of  growths  here  may  be  properly  grouped 
under  the  same  head. 

Etlolafy. — Most  tumors  appear  during  middle  life;  tu- 
bercle alone  may  develop  early,  though  lipoma  is  claimed  to 
be  a  congenital  possibility.  Males  furnish  a  great  majority 
of  the  cases.  Traumatism  and  syphilis  are  the  predisposing 
causes. 

Pathol*tT< — Glioma  and  sarcoma  are  the  most  common 
forms;  true  carcinoma  is  rare.  Fibroma,  myxoma,  gumma 
and  tubercles  are  liable  to  occur.  Most  of  these  start  in  the 
extradural  tissue  or  in  the  meninges;  they  invade  the  cord 
structure  by  compression,  creating  pressure  atrophy  or,  if  in- 
flammation is  present,  softening  and  a  general  myelitis.  The 
glioma,  by  its  wide  diffusion,  may  form  cavities.  Sarcoma 
may  infiltrate  the  cord  and  meninges  to  a  considerable  extent. 
The  characteristic  histological  features  which  typify  these 
growths  in  other  parts  of  the  body  are  recognized  when  the 
cord  is  involved.  The  lower  cervical,  upper  and  lower  dorsal 
areas  are  the  usual  locations. 

Symptoms. — Pain  is  constant  and  severe ;  it  appears  early, 
and  at  first  causes  a  girdle  sensation  by  irritation  of  the  pos- 
terior roots,  and  follows  the  distribution  of  the  peripheral 
nerves.  As  the  sensory  tracts  are  invaded  it  is  referred  to  parts 
below  the  lesion.  Numbness,  hyperesthesia  and  later  anes- 
thesia may  be  experienced.  All  sensory  symptoms  are  detected 
on  one  side  more  than  the  other,  though  they  may  be  bilateral. 

When  the  dorsal  or  lower  areas  of  the  cord  are  affected 
paraplegia,  with  exaggeration  of  reflexes,  is  present ;  hemi- 
paraplegia  may  precede  this.  Should  a  lumbar  segment  be  the 
seat  of  invasion,  the  reflexes  are  lost  and  the  sphincters  are 
paralyzed  early.  The  location  of  a  tumor  is  settled  by  a 
knowledge  of  cord  localization. 

Brown-Sequard's  paralysis  illustrates  the  average  symp- 
tomatology of  a  cord  tumor.  This  is  represented  by  a  paraly- 
sis of  motion  and  muscle  sense  on  the  side  of  the  tumor,  and 
loss  of  pain  and  temperature  sense  on  the  opposite  side.  It 
is  due  to  a  tumor  limited  to  one  side  of  the  cord  and  involv- 
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ing  the  posterior  horn  completely,  the  anterior  horn  slightly, 
and  the  lateral  white  structure  to  a  considerable  extent.  Thus 
hemiparaplegia  and  cntaneous  disturbances  on  the  opposite  side 
are  its  characteristio  symptoms. 

The  symptoms  are  diiferent  when  the  tumor  is  inside  or 
outside  of  the  dnra.  When  within  the  dura  hemiparapl^ia 
is  common,  but  pain,  spasm  and  rigidity  are  less;  when  tvith- 
oui  the  dura  hemiparapl^a  is  less  frequent,  but  pain  and 
motor  disturbances  are  more  pronounced. 

Dla^osis. — We  must  distinguish  between  cord  tnmor, 
vertebral  caries,  transverse  myelitis  and  hypertrophic  pachy- 
meningitis. Syphiloma  will  be  diagnosed  only  by  the  history 
and  the  fact  that  it  responds  to  antisyphilitic  treatment.  In 
the  average  case  it  is  safe  to  decide  on  sarcoma  or  glioma. 

Pro^osis. — This  is  always  unfavorable,  though  sui^cal 
measures  may  help  some  cases.  Syphiloma  may  be  relieved 
by  remedies. 

Treatmeot. — In  extradural  tumors  surgical  relief  is  pos- 
sible. Symptomatic  treatment  is  the  only  alternative  we  have. 
When  syphilis  is  the  cause  we  should  prescribe  sach  remedies  as 
potateium  iodid  and  mercury.  When  tuberculosis  is  present, 
we  should  direct  our  attention  to  that  disease.  It  is  possible 
that  araenicuTn  iodid,  aurum  mur.  and  argentum  nUricum  may 
be  of  some  use. 


CAVITIES  IN  THE  SPINAL  COBD. 

Under  this  head  we  are  to  consider  various  deformities 
of  the  spinal  cord  in  which  the  tissue  dogeneration  has  pei^ 
mitted  the  formation  of  cavities.  The  morbid  process  may 
occur  independently,  or  in  association  with  other  diseases. 
The  first  of  these  is  hydrom,yelia.  This  is  a  dilatation  of  the 
central  canal  with  the  cavity  filled  with  fluid.  It  is  most  fre- 
quently associated  with  hydrocephalus  or  spina  bifida.  It  is 
not  generally  extensive,  though  in  rare  cases  it  may  pervade 
a  considerable  portion  of  tbe  cord.  Myelitic  cavities  are  the 
result  of  minute  hemorrhages  and  the  subsequent  myelitic 
softening.  They  are  usually  smalt  and  are  distributed  in  dif- 
ferent parts  of  the  cord.  The  most  important  of  these  is 
syringomyelia,  and  as  it  deserves  more  extensive  study  it  is 
given  a  separate  heading. 
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5YRIN00HYELIA. 

This  is  a  duease  of  the  spinal  cord  characterized  bj  em- 
bryonic defects  of  the  central  canal  and  the  formation  of  mod- 
erate or  large  sized  cavities.  These  cavities  are  invaded  by 
gliomatous  tissue  and  this  pathologic  condition  gives  rise  to 
peculiar  sensory  and  trophic  disturbances. 

Etiology. — The  disease  is  a  rare  one  and  develops  in 
early  life.  Tbe  predisposing  causes  are  not  well  understood 
and  tbe  etiology  is  not  clearly  established. 

Pltholofy. — A  cross  section  of  the  cord  reveals  an  irreg- 
ularly formed  cavity  extending  upward  and  downward.  These 
cavities  are  of  various  shapes  and  sizes;  in  some  cases  they 
may  extend  to  tbe  cord  periphery.  Tbe  cervical  area  is  the 
most  frequent  location  and  they  invade  the  posterior  horns 
more  than  the  anterior,  though,  in  large  excavations  the  an- 
terior structures  may  also  be  invaded.  The  cavity  is  filled 
with  cerebrospinal  fluid  and  gliomatous  tissue.  The  hyper- 
plasia of  neuroglia  cells  is  evidently  the  primary  pathologic 
development.  .This  takes  place  in  connection  with  the  embry- 
ologic  defect  in  the  formation  of  the  central  canal.  Tbe  im- 
perfectly contracted  canal,  supplemented  by  the  gliomatous 
development,  permits  the  formation  of  a  larger  hole  in  the 
cord  during  the  development  of  the  child.  A  tumor  may  be 
found  when  the  gliomatous  increase  is  excessive. 

Symptoms. — The  symptoms  are  not  always  well  defined. 
Many  cases  are  diagnosed  only  at  autopsy.  The  typical  symp- 
toms are  as  follows:  The  onset  is  insidious.  Pain  in  the 
back  of  the  neck  and  arms  is  accompanied  by  paresthesia,  numb- 
ness and  atrophy  in  the  band  muscles;  the  wasting  gradually 
ex[«nds  to  tbe  trunk.  Fibrillary  contractions  and  partial  elec- 
tric degenerations  are  in  evidence.  Anesthesia  to  temperature 
and  pain  is  detected  in  tbe  hand  and  arm;  tbe  sensation  of 
touch  is  not  disturbed.  Paralysis  and  deformities  in  the  upper 
extremity  naturally  follow.  As  the  muscles  of  tbe  back  suffer 
from  atrophy,  a  scoliosis  appears  in  the  dorso-lumbar  region. 
A  spastic  paraplegia  develops  gradually  as  tbe  leg  muscles  are 
affected.  Most  of  tbe  paralytic  symptoms,  however,  appear  in 
the  upper  part  of  the  body. 

The  trophic  perversions  are  pronounced.  The  hands  are 
red  and  edematous ;  the  skin  is  either  abnormally  dry  or  moist ; 
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eruptions  in  the  form  of  bullae,  eczema  or  herpes  are  present, 
and  ulcers  or  gangrene  are  not  uncommon.  The  same  trophic 
change  maj  pervade  the  osseoua  structure,  giving  rise  to  ar- 
thropathies and  spontaneous  fracture.  The  disease  pursues  a 
slow  course  and  the  patholi^c  condition  maj  involve  the  med- 
uUa.     The  sphincterB  may  he  slightly  disturbed. 

Dlafnoaia. — ^The  diagnosis  should  be  settled  by  the  cardi- 
nal symptoms — a  progressive  muscTilar  atrophy,  the  anesthesia 
to  temperature  and  pain,  but  not  to  touch,  the  scoliosis  and 
the  characteristic  trophic  distnrhances. 

Protnosls. — There  is  no  possible  help  in  a  typical  case. 
The  remission  of  symptoms  may  give  some  temporary  encour- 
agement. 

TreatmSQt.— As  this  disease  starts  -with  a  congenital  de- 
fect, there  seems  to  be  no  possible  help  from  treatment,  unless 
we  may  find  remedies  which  will  overcome  the  increase  of 
gliomatous  tissue.  Arsenic,  argentum  nitricum  or  chlorid  of 
gold  may  possibly  aid  this  effort,  if  given  long  enough.  The 
trophic  function  may  be  helped  by  such  remedies  as  ailicea, 
natrum  aulph.,  graphites  and  thuja. 

Virions  Types. — The  symptoms  of  this  disease  vary  in 
accordance  with  the  location  and  extent  of  the  cavity  in  the 
spinal  cord.  There  may  be  symptoms  which  simulate  chronic 
myelitis  when  the  destruction  of  tissue  is  diffuse.  The  bulbar 
involvement  may  be  extreme,  giving  rise  to  symptoms  from 
cranial  nerve  implication.  Morvan'a  disease  represents  a  pe- 
culiar form  of  syringomyelia  complicated  by  a  peripheral  neu- 
ritis. It  is  characterized  by  painless  whitlows  on  the  ends  of 
the  fingers  of  both  hands.  The  trophic  debility  is  so  extreme 
that  ulceration  and  gangrenous  degeneration  may  take  place. 
The  nails  are  very  brittle  and  may  drop  off.  The  joints  may^ 
be  somewhat  affected. 


DISEASES  OF  THE  BRAIN  AND  ITS  MEMBRANES. 

PacliTinsiilntitIs  Externa. — Inflammation  of  the  outer 
layer  of  the  dura  is  the  more  common  form.  It  may  be  sec- 
ondary to  traumatism  or  disease  of  the  cranial  bones.  It  may 
follow  fractures  or  surgical  operations  upon  the  head.  Caries, 
necrosis,  or  syphilis  invading  the  softer  osseous  structure  of 
the  cranium  may  be  primary  causes. 
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Symptoms. — Severe  be&daehe,  fever  and  delirium  appear 
earlj  after  an  injury.  The  head  is  very  Beusitive  to  touch 
and  stupor,  convulsiona  or  paralyeiB  may  soon  follow.  Sup- 
puration and  the  signs  of  sepsis  rapidly  develop.  It  runs  an 
acute  or  subacute  course. 

Protoflsls. — This  depends  upon  the  extent  of  the  lesion 
and  the  sui^cal  relief. 

Tnalmeot. — Surgical  measures  offer  about  the  only  treat- 
ment. Cases  due  to  syphilis  may  demand  both  surgical  atten- 
tion and  antisyphilitio  remedies. 

PachrmealnCills  Internt. — This  variety  ia  of  rare  occur- 
rence. It  is  an  inflammation  secondary  to  dural  hemorrhage, 
or  may  follow  a  protracted  infectious  fever.  It  is  claimed 
by  some  authors  that  it  may  be  associated  with  the  general 
paralysis  of  the  insane  and  chronic  alcoholism.  Degeneration 
of  the  blood  clots  takes  place  between  the  dura  and  the  arach- 
noid. 

Symptams. — The  only  characteristic  symptoms  are  defined 
by  slight  apoplectiform  seizures.  General  exhaustion,  optic 
neuritis,  nystagmus  and  mental  derangements  are  possible 
symptoms.  When  It  occurs  in  childhood,  convulsions  or  bemi- 
pl^ia  may  mark  its  presence. 

Profnosis. — The  prognoaie  is  unfavorable,  and  about  the 
only  treatment  which  will  avail  anything  must  be  directed 
toward  the  control  of  hemorrhage. 

Acute  LeptomenlncitiB.— This  term  refers  to  an  acute 
simple  inflammation  of  the  pia  mater  in  contradistinction  to  epi- 
demio  cerebrospinal  and  tuberculous  meningitis.  Brain  fever 
is  a  common  definition. 

Etlolafy. — Traumatism  is  a  frequent  cause.  Diseases  of 
the  middle  ear,  frontal  sinuses  and  nasal  passages  are  predis- 
posing factors.  It  most  commonly  occurs  secondary  to  infec- 
tion. Pneumonia,  variola,  typhoid  fever,  rheumatic  fever, 
wbooping  cough,  measles  and  scarlet  fever  most  frequently 
contribute  the  infection.  Endocarditis,  empyema,  brain  neu- 
roses, goat  and  renal  disease  are  rare  causes.  It  may  exist  at 
any  age,  but  it  ia  oftener  serai  among  children. 

PatholoCr* — The  pia  is  thickened  by  the  purulent  or  fibro- 
purulent  exudate;  this  is  noticed  mostly  at  the  base  of  the 
brain,  though  it  may  be  limited  to  the  convexity.     The  ven- 
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tricles  aod  tbe  araclinoid  cavities  show  an  increased  amount 
of  fluid  which  maj  be  turbid.  The  blood  vessels  are  injected 
and  the  inflammatory  process  may  affect  the  cerebral  surfaces. 
The  micro-organiBniB  are  those  of  the  disease  which  contributes 
the  infection. 

Symptoms. — Prodromal  symptoms  are  often  nnobeerved. 
The  disease  is  ushered  in  by  the  sudden  appearance  of  rigors, 
severe  headache,  fever  and  delirium.  The  headache  persists  with 
exacerbations.  Vomiting  is  of  violent  or  explosive  character, 
though  it  is  not  always  present.  The  neck  is  rigid  and  the 
head  is  drawn  back.  Often  this  rigidity  affects  the  whole 
body  and  epileptiform  convulsions  magnify  this.  The  abdo- 
men is  retracted  and  the  evidence  of  a  very  grave  illness  is 
at  hand. 

Vertigo  is  often  present,  the  skin  is  hyperesthetic,  the 
face  is  flushed  and  the  patient  is  senaitive  to  the  slightest 
noise.  A  dull  instrmnent  drawn  quickly  across  the  skin  leaves 
a  red  line  (tache  c^brale).  The  pupils  are  contracted  and 
uneven.  The  fever  is  irregular  and  varies  from  101  "-104°  F. 
Respiration  is  rapid  and  irregular. 

As  the  acute  features  subside  stupor  or  coma  supplant 
the  delirium.  Rigidity  may  remain,  though  somewhat  modi- 
fled.  The  abdomen,  is  still  retracteil,  but  the  pupih  are  dilated 
and  the  skin  becomes  moist  with  the  disappearance  of  the 
fever.  The  sphincters  may  act  involuntarily  and  a  paralytic 
stage  may  intervene  in  wliich  the  patient  is  liable  to  die. 

When  the  pia  is  affected  more  at  the  base  of  the  brain 
the  delirium  is  modified,  but  optic  neuritis,  cranial  nerve  pal- 
sies, vomiting  and  retraction  of  the  head  are  more  pronounced. 
The  disease  generally  runs  a  course  of  one  to  two  weeks,  though 
a  patient  may  die  from  coma  in  the  early  stage. 

Dla^osis. — The  sudden  onset,  the  vomiting,  retraction  of 
the  head  and  rigidity,  the  contracted  pupils  which  later  are 
dilated,  the  retraction  of  the  abdomen  and  the  delirium  leave 
no  doubt  as  to  the  diagnosis. 

ProtnoBls. — The  disease  is  always  a  grave  one.  It  de- 
pends upon  the  infection  or  injnry  and  the  coarse  it  takes. 
If  the  symptoms  show  any  tendency  to  gradually  subside  under 
careful  treatment,  some  hope  may  be  entertained. 

Treatment. — To  a  certain  extent,  surgery  may  be  de- 
manded.    Injnry  of  the  skull  and  mastoid  disease  call  for  these 
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messuree.  DiseaaeB  of  the  ear  and  nasal  sinuses  must  also 
be  looked  after.  We  should  seek,  in  every  predisposing  dis- 
ease, to  prevent  the  meningeal  infection.  The  patient  should 
he  kept  absolntely  quiet.  The  icebag,  applied  to  the  head, 
will  give  the  greatest  relief.  The  diet  should  be  light  and  nu- 
tritious. Delirium  may  make  rectal  feeding  necessary.  Cathar- 
sis ie  often  required  and  may  be  induced  by  small  doses  of 
salines,  cascara  or  calomel  in  divided  doses.  The  use  of  the 
normal  salt  enema  should  not  be  overlooked.  Good  nursing 
is  of  highest  importance  in  this  disease.  Opiates  and  hypnot- 
ics may  be  necessary.  Aconite,  arnica  and  hamamelis  are  often 
indicated  in  the  beginning.  Belladonna,  hyoscyamus  -and  stror 
monium  will  cover  the  usual  congestive  features,  particularly 
when  delirium  is  present.  Bryonia,  gelsemium,  glonoin,  helle- 
bore and  anaeardium  will  often  meet  the  symptoms  presented 
hera 


TUBEKCULOUS  MEKINOITIS. 

The  bacillus  tuberculosis  is  the  cause  of  this  form  of  lep- 
tomeningitis. The  infection  causes  inflammation  which  is  most 
intense  at  the  base  of  the  brain,  the  exudate  is  not  purulent 
and  is  invariably  attended  by  distention  of  the  ventricles,  which 
gives  rise  to  the  term  "acute  hydrocephalus," 

EUtloCir.' — Tuberculous  meningitis  is  almost  always  found 
in  children  between  the  ages  of  two  and  twelve.  Heredity, 
environment,  occupation  and  all  the  predisposing  factors  which 
relate  to  other  tuberculous  conditions  are  found  in  these  cases. 
Tuberculous  infection  is  frequently  observed  in  other  organs. 
Traumatism  has  recently  been  referred  to  as  a  cause,  inasmuch 
as  trifling  injuries  of  the  spine  and  head  have  seemed  to  favor 
the  rapid  development  of  the  disease.  The  eruptive  fevers 
have  also  been  considered  as  predisposing  causes. 

Patholofy. — At  the  base  of  the  brain  we  flnd  a  jelly-like 
exudate,  and  tubercles  in  various  stages  of  degeneration.  These, 
together  with  a  fibrinous  deposit,  are  limited  to  the  area  of 
the  blood  vessels  and  vascular  spaces.  This  exudate  reaches 
the  convexity  of  the  cerebrum  throiigh  the  fissure  of  Sylvius 
and  the  smaller  sulci,  bat  the  greatest  deposit  is  at  the  base. 
While  the  inflammatory  invasion  may  affect  a  considerable  por- 
tion of  the  brain  tissue,  the  tubercles  remain  in  patches  about 
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the  arterioles  and  larger  Teasels.  The  choroid  plexus  and  ven- 
tricles are  finally  iuTaded,  giving  rise  to  their  dilatation  and 
the  increase  of  ventricular  fluid;  this,  with  the  additional 
increase  of  arachnoid  fluid,  gives  the  symptoma  of  acute  hydro- 
cephalus. The  bacillus  tuberculosis  ia  alwaya  present  in  these 
nodules;  sometimes  a  large  tuberculous  mass  may  exist.  Mixed 
infection  is  uncommon,  hence  the  absence  of  pus.  Not  infre- 
quently tuberculosis  elsewhere  in  the  body  is  discovered. 

Symploms. — The  early  symptoms  may  not  be  significant 
of  the  real  disease.  A  prodromal  malaise  ia  attended  by  dis- 
tressing headache,  digestive  disorders  and  some  fever;  the 
child  may  be  at  first  fretful,  apathetic  and  later  drowsy  or 
affected  by  marked  stupor.  This  condition  may  remain  for 
some  time,  during  which  physical  exhaustion  and  loss  of  flesh 
may  be  significant  of  a  serious  disease.  When  the  cerebral 
symptoms  appear,  paroxysmal  and  severe  headache,  explosive 
vomiting  and  constipation  are  manifest;  the  sleep  is  often 
disturbed  by  the  hydrocephalic  cry;  there  is  extreme  rigidity 
of  the  neck,  with  a  tendency  to  alight  opiathotonos,  the  thighs 
are  flexed,  and  Kemig's  sign  and  abdominal  retraction 
are  manifested.  The  temperature,  though  rarely  high,  may 
suddenly  rise,  Cheyne-Stokes'  respiration  may  appear  preced- 
ing the  paralytic  and  comatose  state.  Em^ieiation  progresses 
rapidly,  Bemission  of  the  typical  symptoms  may  take  place, 
a  period  of  apparent  improvement  being  usually  succeeded  by 
the  intensification  of  all  the  classical  symptoms.  Just  prior 
to  the  fatal  termination  the  fever  may  be  very  high  (106°-108° 
F.),  the  pulse  and  respiration  also  being  greatly  accelerated. 

Vasomotor  disturbances  are  among  the  early  features  of 
the  disease.  Alternate  flushing  of  the  face  and  pallor  are 
attended  by  the  typical  tache  cerebrate.  On  account  of  the 
basilar  involvement,  limitations  of  the  sight  may  follow  fundus 
changes.  Cranial  nerve  implication  is  represented  by  the  fre- 
quent appearance  of  strabismus.  As  the  third  nerve  is  affected 
the  pupils  are  at  first  contracted  and  rigid,  while  later  they 
are  dilated.  Facial  paresis  follows  facial  nerve  compression, 
and  the  tongue,  pharynx  and  larynx  are  affected  from  a  sim- 
ilar cause.  The  mental  state  represents  the  various  features 
of  apathy,  delirium  or  coma;  the  patient  alwaj^  resists  dis- 
turbance. All  the  symptoms  may  vary  in  intensity  and  char- 
acter, dependent,  of  course,  upon  the  localization  and  extent 
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of  tlie  exndate.  The  general  health  and  heredit;  have  much 
to  do  with  thiB.  The  disease  may  ran  a  subacute  course,  or 
a  fatal  termination  may  occur  from  the  exaggerated  conditions 
of  the  first  period.  Ordinarily  the  ^ctreme  ^mptoms  sub- 
side after  a  few  weeks,  only  to  be  followed  hy  a  sudden  and 
marked  remission,  daring  which  death  takes  place. 

Diagnosis. — A  positive  diagnosis  in  the  early  stages  is 
impossible,  unless  the  symptoms  are  clearly  defined.  The 
characteristic  vomiting,  with  severe  headache  and  the  other 
signs  of  brain  irritation  should  be  recognized.  The  hydro- 
cephalic cry,  the  stupor  and  pressure  symptoms,  together  with 
the  tendency  to  remission  of  aympttnus,  should  aid  us  in  mak- 
ing the  diagnosis.  The  discovery  of  tubercaloos  invasion  else- 
where, the  heredity  and  the  emaciation  sbould  be  suggestive 
signs.  The  subacute  character  of  the  symptoms  will  help  to 
differentiate  acute  meningitis.  If  tubercles  are  found  in  the 
retina,  or  if  they  can  be  obtained  hy  spinal  puncture,  the  diag- 
nosis will  be  confirmed. 

Prognosis. — ^While  the  disease  may  manifest  variations  of 
symptoms,  it  usually  terminates  in  death,  though  cases  of  cure 
are  reported  by  competent  obeeirers. 

Trettanent. — The  same  general  care  as  applied  to  acute 
meningitis  should  be  reeorted  to  here.  Sedatives  will  often  be 
demanded  and  for  this  purpose  chloral  or  bromid  of  potassium 
are  probably  the  best  The  icebag  or  the  ice-coil  are  indicated 
for  the  infiammation  and  pain  and  to  lessen  effusion.  Hot 
applications  or  the  hot  bath  may  be  more  agreeable  to  some 
patients.  The  high  normal  salt  en^na  and  the  systematic  cool 
sponge  also  have  their  place.  Quindie's  lumbar  puncture  has 
been  resorted  to  for  relief  of  intracranial  pressure,  though  this 
gives  usually  only  temporary  relief.  The  diet  should  be  highly 
nutritious,  e^gs,  milk  and  meat  juices  being  especially  valu- 
able. 

From  the  remediai  standpoint  we  should  first  of  all  con- 
sider the  tuberculous  cause.  The  treatment  which  generally 
applies  to  tuberculosis  elsewhere  may  be  followed  here.  The 
iodin  and  creosote  preparations  should  always  be  considered; 
guaiacol  is  probably  the  best.  The  internal  use  of  iodoform, 
in  the  second  or  third  decimal  potency,  has  been  recently  sug- 
gested, but  its  ase  is  more  serviceable  in  mixed  infections. 
For  the  acute  symptomfl  gelsemium,  baptteia,  beUadonna  uid 


.y  Google 


968  DISEASES    OF    THE    NERVOUS   SYSTEM. 

dmidfuga  ehould  be  employed.  For  the  effusion  hellebore, 
cantharis,  bryonia  and  apis  may  be  indicated.  The  use  of 
ttiberculinum  is  su^eated,  though  the  reeulte  with  this  rem- 
edy, in  my  experience  with  tuberculous  affections,  have  not 
been  encouraging.  Iodoform  inunctions  are  highly  recom- 
mended, a  number  of  cures  being  attributed  to  their  employ- 
ment 


CHRONIC  HYDSOCEPHALUS. 

This  disease  refers  to  the  great  increase  of  cerebrospinal 
fluid  within  the  ventricles,  the  gradual  enlargement  of  the  head 
and  pressure  aymptoms.  It  is  either  congenital  or  appears 
during  infancy.  Mechanical  causes  or  structural  defects  are 
the  primary  disturbances;  nutritional  perversion  may  bo  a 
factor.  Subdural  or  external  hydrocephalus  has  also  been  rec- 
ognized. 

Elioloiy. — The  usual  period  of  development  is  at  birth. 
Syphilis  and  alcoholism  on  the  part  of  the  parents  are  predis- 
posing factors.  Rickets  and  other  dyscrasiae  are  contribut- 
ing causes.     Traumatism  during  birth  or  after  may  incite  it. 

Pathology. — A  colorless  fluid  of  low  specific  gravity  ac- 
cumulates to  a  considerable  extent  in  the  ventricles  of  the 
brain.  This  may  exceed  two  gallons  in  amount.  The  aque- 
duct of  Sylvius  and  the  foramen  of  Magendie  may  be  occluded 
by  inflammatory  obstruction,  thus  preventing  the  escape  of 
this  fluid  into  the  general  arachnoid  cavity.  The  distention 
of  the  ventricles  pushes  out  the  cerebral  walls  so  that  the  trans- 
verse diameter  of  the  head  is  greatly  increased.  The  ven- 
tricular lining  is  hypertrophied,  but  the  cranial  bonea  are  thin 
as  the  result  of  pressure  from  within  and  malnutrition. 

Symploms. — If  the  disease  is  congenital  the  head  may 
be  so  large  at  birth  that  instrumental  delivery  or  craniotomy 
is  necessary.  It  more  frequently  develops  gradually  during 
the  first  few  months  after  birth.  The  head  rapidly  or  slowly 
enlarges  in  all  directions.  The  smaUne^  of  the  face  presents  a 
strange  contrast  to  the  bulging  head.  The  cranial  sutures  do 
not  approximate,  the  venous  circulation  is  interrupted,  optic 
atrophy  develops,  nystagmus  and  strabismus  may  be  present 
and  fluctuation  may  sometimes  be  detected.  The  child  becomes 
peevish  and  restless,  general  nutrition  is  perverted  and  (is 
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growth  is  retarded.  The  menial  powers  do  not  develop,  the 
ohild  can  not  wal^  and  the  optie  atrophy  tends  toward  blindness. 
The  disease  may  pass  slowly  into  a  chronic  condition,  which 
may  last  for  years  with  varying  conditions.  Often  the  ohild 
lives  on  in  this  chronic  state,  slowly  gaining  some  of  its  mental 
and  physical  powers.  As  a  rule,  however,  the  body  is  dwarfed 
and  the  mind  is  that  of  an  imbecile.  The  pressure  may  even- 
tually cause  vomiting,  coma  and  convulsions,  or  the  child  may 
die  from  other  causes. 

Dlifnosis. — The  characteristic  symptoms  will  easily  settle 
the  diagnosis.  Riclcela  simulates  it,  but  the  head  is  square, 
hydrocephalus  is  not  noticed,  the  enlargraaent  is  less,  and  in- 
volvement of  other  bones  is  observed. 

Prognosis. — In  some  cases  a  fairly  hopeful  result  may  be 
expected.  If  the  disease  develops  in  early  childhood,  the  phys- 
ical development  may  gradually  overcome  it  Congenital  cases 
are  usually  fatal. 

TreilmeDt. — The  best  results  are  obtained  by  careful  re- 
gard to  diet,  hygiene  and  by  the  use  of  such  remedies  as  calcarea 
carh.,  calcarea  phos.,  silicea,  apis,  hellebore,  iodoform,  arse- 
nicum  iodid  and  sulphur.  Surgical  measures  have  not  yielded 
good  results. 


CCBEBRAL  HYPEEEHIA. 

An  undue  amount  of  blood  may  invade  the  brain  from 
physiologic  or  pathologic  causes.  Sunstroke,  drug  irritants, 
alcohol  and  injury  contribute  to  the  latter  condition.  Mechan- 
ical, causes  which  prevent  the  return  flow  may  also  incite  it. 
Fever,  mania  and  meningitis  favor  it.  Organic  diseases  of  the 
heart  and  other  organs  may  also  induce  it.  The  symptoms  may 
be  defined  by  the  sense  of  fulness  or  pressure,  headache,  vertigo, 
mental  excitement,  insomnia,  etc.  The  disease  generally  yields 
to  local  and  remedial  measures. 


CEKEB8AL  ANEMIA. 


This  condition  is  also  acute  or  chronic  as  the  result  of  vari- 
ous diseases  and  conditions.  General  anemia  is  the  most  fre- 
quent cause.     It  may  be  due  to  organic  changes  in  the  cerebral 
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arteriea,  to  syphilis,  Bright'a  disease,  profuse  hemorrlisgea  and 
disorders  of  nntrition.     Fright  is  a  rare  cause. 

The  symptoma  are  vertigo,  nausea,  pallor,  confusion  of 
ideas  and  syncope.  In  the  chronic  form  mental  apathy,  som- 
nolence, mental  depression  and  headache  are  present  The 
diagnosis  is  baaed  on  the  symptoms  just  mentioned. 

The  treatment  embraces  the  improvement  of  the  general 
nutrition  by  diet,  hygiene  and  the  use  of  such  remedies  as  iron, 
arsenic,  strychnia  and  other  tonics. 


ABSCESS  OF  THE  BBAIN. 

Brain  abscess  is  a  localized  suppurative  inflanunation  of 
the  cerebral  structure.  The  cause  is  found  in  the  introduction 
of  pyogenic  bacteria. 

Etiololy. — Any  infection  which  produces  cerebral  inflam- 
mation may  be  considered  a  cause.  Suppurative  ear  disease, 
caries  of  the  ethmoid  and  other  cranial  bones  are  the  most  fre- 
quent factors.  Injuries  or  fractures  of  the  cranial  bones  may, 
by  the  contusion  of  tissue  and  subsequent  infection,  establish 
a  localized  suppuration.  Diseases  of  the  lungs  and  general 
pyemia  furnish  the  auppurative  cause  in  many  cases.  Pulmo- 
nary tuberculosis,  purulent  bronchitis  and  empyema  may  be 
especially  mentioned.  Septie  endocarditis  is  a  rare  cause. 
The  infectious  fevers,  such  as  influenza,  typhoid,  diphtheria, 
erysipelas  and  variola  are  etiologio  factors.  The  mixed  in- 
fection which  is  liable  to  attend  any  of  the  cerebral  tumors  may 
be  the  only  cause. 

Pathology. — The  abscess  is  generally  single  and  may  attain 
considerable  size,  containing  several  ounces  of  pus.  Usually  the 
large  ones  are  located  in  the  occipital  or  frontal  lobes.  The 
most  common  seat  is  in  the  temporo-sphenoidal  area  and  here 
they  are  of  moderate  size.  Sometimes  the  abscesses  are  mul- 
tiple ;  this  is  particularly  true  in  the  general  pyemic  state.  The 
congestive  sign  is  recognized  early  by  the  intense  redness  of  the 
cerebral  tissue  affected.  This  was  once  termed  '  'red  softening, ' ' 
but  it  is  only  a  primary  feature  of  the  suppurative  process.  As 
the  inflammation  continues,  destruction  of  nerve  fibres  and  cells 
take  place ;  neuroglia  tissue  in  the  part  involved  transplants  the 
normal  structure;  granular  corpuseles  and  an  excess  of  leuko- 
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oytes  Boon  make  up  the  purulent  mass  which  ie  walled  off  by  a 
fibrous  stmcture  until  it  becomea  completely  encysted.  There 
may  be  a  communication  through  a  fistulous  tract  with  the  diB- 
eaeed  bone.  The  gray  matter  of  the  cortex  is  not  so  frequently 
affected  as  the  white  substance.  The  pus  varies  in  aooordance 
with  the  extent  of  the  lesion ;  in  the  later  stages  it  becomes  thick 
and  fetid  as  in  any  abscees.  The  streptoooocufl  and  other  pyo- 
genic bacteria  are  generally  in  evidence. 

The  cerebellnm,  pons  and  medulla  may  rarely  be  the  seat 
of  the  abscess.  The  region  of  the  middle  cerebral  artery  is  the 
point  most  often  involved  when  the  infection  is  derived  through 
the  circulation.  Idiopathic  brain  absceBsea  are  said  to  be  lo- 
cated always  in  the  frontal  lobe. 

Symptoms.  — The  character  of  the  symptoms  depends  upon 
the  location,  rapidity  of  the  abscess  formation  and  the  virulence 
of  the  infection.  The  disease  may  run  an  acute  or  chronic 
course.  In  many  cases  the  clinical  signs  may  be  so  obscure 
that  a  diagnosis  can  not  be  made.  In  the  early  stage  the  tem- 
perature may  be  slightly  elevated,  but  it  is  more  frequently  sub- 
normal. Rigors,  profuse  sweats,  the  irregular  fever  and  great 
prostration  manifest  the  toxic  condition.  Headache  is  constant 
and  severe;  vomiting,  attended  by  constipation  or  diarrhea, 
mental  torpor  which  may  end  in  delirium  or  coma,  and  the  occa- 
sional presence  of  convulsions  are  typical  symptoms.  These 
features  may  last  a  few  days  or  weeks,  when  there  is  liable  to  be 
a  stage  of  remission.  The  patient  now  gives  signs  of  recovery, 
though  there  may  be  a  reappearance  of  the  cardinal  symptoms 
described  above.  As  the  abscess  development  progresses,  rup- 
ture of  the  limiting  capsule  and  general  infiltration  of  the 
cerebral  structure  are  liable  to  take  place.  This  condition  is 
ushered  in  by  the  sudden  appearance  of  an  apoplectic  stroke 
and  the  subsequent  presence  of  hemiplegia.  Usually  death 
comes  at  this  time,  though  the  hemipl^ia,  with  its  characteris- 
tic features,  may  be  a  progressive  development.  It  is  possible 
for  the  chronic  condition  to  continue  for  some  time,  with  occa- 
sional symptomatic  exacerbations.  The  inevitable  return  and 
sudden  exaggeration  of  the  typical  symptoms  will,  however, 
eventually  end  in  death. 

The  focal  symptoms  are  often  well  defined  and  enable  us 
to  locate  the  abscess.  If  embolism  of  the  cerebral  arteries  ex- 
ists, hemiplegia  may  be  an  early  and  positive  sign.     The  eir- 
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cumecribed  headache  does  not  always  define  the  accurate  loca- 
tion of  the  pus.  We  may  depend  much  upon  the  contributing 
factor  in  finding  the  lesion,  but  as  the  majority  of  abscesses  de- 
velop in  the  frontal,  temporal  and  occipital  lobes,  the  cranial 
nerves  are  slightly  affected  and  manifest  few  symptoms  of  im- 
portance. Multiple  abscesses  will  be  even  more  confusing. 
Hemianopsia,  Jacksonian  epilepsy,  optic  neuritis,  aphasia  and 
other  signs  of  a  true  cerebral  localization  may,  in  certain  cases, 
give  some  definite  focal  indications.  Local  tendemeaa  of  the 
scalp  has  been  regarded  by  some  observers  as  a  guiding  sign.    . 

Dllgnosls. — The  contributing  cause,  the  symptoms  of  sep- 
sis, the  headache,  focal  symptoms,  vomiting,  irregular  or  sub- 
normal temperature,  the  hebetude  and  delirium  or  coma  will  be 
differentiating  points  for  consideration.  Tumors  of  the  brain, 
meningitis  and  phlebitis  of  the  sinuses  must  be  excluded. 

Profnoais. — There  is  no  possibility  of  a  cure  except  by 
surgical  measures.  This  is  not  assuring,  from  the  fact  that  sec- 
ondary sepsis  may  follow,  even  though  the  abscess  may  be  lo- 
cated and  safely  reached. 

Treatment. — The  use  of  internal  remedies  avails  us  noth- 
ing so  long  as  the  pus  is  encapsulated  and  continues  te  form. 
Some  encouragement  has  been  given  by  surgical  procedure. 


ACUTE  EXUDATIVE  ENCEPHALITIS. 

This  is  an  infiammation  characterized  by  an  exudate  which 
affects  the  gray  matter  of  "definite  cerebral  structures."  In 
one  form  known  as  acute  polio-encephalitis  superior  the  exudate 
invades  the  nerve  nuclei  of  the  eye  muscles,  giving  rise  to  mus- 
cular disturbances  defined  as  ophthalmoplegia.  In  the  acute 
polio-encephalitis  inferior  the  exudate  involves  cranial  centers 
in  a  lower  part  of  the  medulla,  giving  rise  to  gloaso-labio-laryn- 
geal  palsy  or  bulbar  paralysis. 

Another  form  of  this  disease  has  been  described  by  Striim- 
pell  in  which  the  exudate  is  found  in  the  cortex  and  causes 
cerebral  palsies  of  children.  This  form  is  also  termed  acute 
cortical  polio-encephalitis.  None  of  these  diseases  is  sufB- 
ciently  prominent  to  demand  any  extended  consideration. 
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ACUTE  EXUDATIVE  ENCEPHALITIS  WITH  HEHOKKHAOE. 

It  has  been  found  that  a  form  of  eocephalitia  eziBts  in 
which  the  inflammatory  invasion  of  the  brain  is  secondary  to 
minute  non-supporative  hemorrhagic  foci.  It  is  often  mis- 
taken for  meningitia. 

EUoloty- — Infections  diseases,  particularly  influenza,  are 
the  most  frequent  exciting  causes.  It  may  depend  apon  alco- 
holism, septic  endocarditis  and  possibly  the  puerperal  state. 
While  it  may  occar  after  the  twentieth  year,  it  is  more  often 
observed  during  childhood. 

Patbolofy. — Numerous  bat  minute  hemorrhages  are  found 
in  the  cerebral  white  matter  and  the  basal  ganglia.  Intense 
congestion  and  inflammation  and  some  tissue  softening  exist  in 
the  vicinity  of  the  hemorrhagic  foci.  The  cerebral  fluid  is  in- 
creased and  blood  stained,  the  ventricles  are  ali^tly  distended 
and  the  surrounding  blood  vessels  are  dilated.  Connective  and 
neuroglia  tissue  increase  may  develop  a  sclerotic  condition. 
Larger  hemorrhages  may  lead  to  apoplexy.  The  influenza 
bacillus  has  been  found  in  the  infiltrated  brain  tissue. 

Symptoms. — The  symptoms  in  the  beginning  simulate 
those  of  meningitis.  PoUowing  an  aoute  infection,  headache, 
high  fever,  vomiting,  convulsions  or  localized  palsies  suddenly 
appear.  Photophobia,  delirium,  hebetude  or  stupor  are  soon 
recognized.  The  pulse  is  rapid  and  respirations  are  frequent 
and  shallow.  The  stupor  now  gradually  or  rapidly  deepens,  or 
there  may  be  a  semiconscious  condition  for  days.  A  restless 
and  irritable  state  may  succeed  gradual  improvement  in  the 
stupor  until  a  period  of  convalescence  is  reachedi  Recovery 
ia  possible,  though  features  of  epilepsy,  aphasia  or  paralysis 
may  intervene  in  accordance  with  the  extent  and  local  disturb- 
ance in  the  brain. 

Dlafnosis. — ^We  must  compare  this  disease  with  menin- 
gitis. It  does  not  show  the  projectile  vomiting,  the  hyperes- 
thesia, the  small  pupils,  nor  the  rigidity  of  the  neck  and  limbe. 
The  onset  is  also  sudden  and  the  coma  or  semi-coma  is  char- 
acteristic. 

Treilment. — The  care  and  consideration  which  are  given 
in  the  early  conditions  of  cerebral  hemorrhage  or  meningitis 
must  be  olHerved.  The  patient  must  be  put  to  bed  and  kept 
very  quiet.     The  bowels  and  kidneys  should  be  helped  to  act 
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freely  by  the  Tue  of  saline  cathartics.  The  fever  should  be 
tieated  by  remedies  and  systematic  sponging,  as  in  meningitis 
or  other  febrile  conditions. 


CEREBRAL  HEMORRHAGE  (HEMIPLEGIA). 

Cerebral  hemorrhage  or  apoplexy  is  characterized  by  pro- 
dromal symptoms,  sudden  loss  of  consciousness  and  by  the 
development  of  hemipl^a. 

Ellolofy. — The  conditions  which  favor  rupture  of  the  cere- 
bral arterieB  may  be  found  in  a  high  blood  pressure  with  in- 
creased weakness  of  the  arterial  wall.  Arteriosclerosis  with  in- 
creased cardiac  action  snob  as  accompanies  cardiac  hy- 
pertrophy is  the  chief  predisposing  cause.  Other  pre- 
disposing factors  are  advanced  age,  renal  disease, 
gout,  (Tronic  alcoholism,  syphilis  and  possibly  rheu- 
matism. All  acute  imfectione  which  favor  the  develop- 
ment of  arteritis  must  be  looked  upon  as  causes.  Blood 
diseases  may  contribute  to  its  development.  Heredity  has  its 
influence  and  the  "apoplectic  habit"  seems  to  be  established  in 
some  families.  It  is  essentially  a  disease  of  adult  or  later 
life,  though  traumatism  at  birth  or  in  early  life  may  cause 
intracranial  hemorrhage.  The  ineiting  causes  may  be  discov- 
ered in  sudden  physicfj  exertion,  shock,  violent  sneezing,  cough- 
ing, vomiting,  straining  at  stool  and  excessive  coitus.  Those 
who  overwork,  eat  excessively  and  indulge  in  dissipation  invite 
this  disease. 

Pitholoty. — The  hemorrhage  is  most  frequently  central, 
involving  the  vessels  which  supply  the  basal  ganglia,  internal 
capsule  and  white  matter  of  the  cerebrum.  While  it  may  occur 
in  the  meninges,  the  pons,  or  the  medulla,  the  cerebrum  is 
affected  in  the  great  majority  of  cases.  'The  pathol- 
ogy cousists  in  the  presence  of  blood  in  the  brain 
substance.  It  may  be  extensive,  penetrating  the  ven- 
tricle, or  it  may  be  only  enough  to  separate  the  nerve 
fibers.  After  a  time  the  blood  grows  lighter  in  color,  the 
walls  of  the  hematoma  showing  a  reactive  inflammation.  The 
pathology  of  the  predisposing  disease  is  present  When  the 
hemorrhage  is  extensive  enough  to  cause  marked  and  pretracted 
paralysis,  d^enerstion  of  the  motor  tract  takee  place. 
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Symptoms. — The  cardinal  featuret  of  cerebral  hemorrhage 
appear  bo  abruptly  that  the  term  "apoplectic  stroke"  character- 
izes the  onset  The  ■prodromal  symptoms,  though  not  of  fre- 
quent occurrence,  may  consist  of  numbness  of  the  hand  and 
foot  on  one  side,  slight  dizziness,  headache  or  fulness  in  the 
head,  with  cardiac  irre^;ulaTit7. 

The  attack  usually  begins  with  sudden  loss  of  oonacioas- 
ness  though  conTulsions  may,  in  some  cases,  precede.  With 
the  loss  of  consciousness  the  patient  falls  as  if  in  a  fit;  the 
face  is  highly  congested,  the  breathing  is  stertorous,  the  pupils 
are  sluggish,  usually  contracted  or  uneven,  the  mouth  is  drawn 
te  one  side,  while  the  cheek  flaps  with  each  respiration.  The 
eyes  are  partially  closed  and  the  eyeballs  are  fixed  or  deviated 
to  the  paralyzed  side.  Sensibility  is  abolished  and  the  limbe 
are  limp,  while  hemiplegia  gradually  develops.  The  sphincters 
are  relaxed  and  involuntary  urination  or  ddTecation  may  occur. 
The  puise  is  hard  and  slow  and  the  temperature  may  be  snb- 
Dormal  at  first,  later  rising  above  normal. 

If  death  does  not  occur  during  the  seizure,  the  coma  grad- 
ually deepens  or  consciousness  partially  returns.  A  persistent 
coma,  with  the  Cheyne-Stokes'  lespiration^  delirium  and  a  high 
temperature  presage  a  fatal  termination.  Hypmtatic  pneumo- 
nia may  complicate  the  recovery. 

In  the  majority  of  cases  the  severe  signs  of  shock  pass 
away  in  a  few  hours  or  a  few  days.  At  this  time  hemiplegia 
is  completely  established,  the  palsy  being  flaccid,  with  lessened 
reflexes.  The  facial  nerve  is  not  always  affected.  Deglutition 
and  speech  are  imperfect,  the  tongue  is  paralyzed  or,  if  it 
can  be  protruded,  it  deviates  to  the  affected  side.  A  motor 
or  sensory  aphasia  may  be  observed.  As  the  motor  power 
of  the  tongue  returns,  the  speech  is  thickened  and  inarticulate. 
Paciai  asymmetry  exists  as  the  result  of  unilateral  paralysis. 
The  conjugate  deviation  of  the  head  and  eyes  disappears  in 
a  short  time.  Hemianesthesia,  hemianopsia  and  other  sensory 
perversions  disappear  in  a  few  days. 

The  hemiplegic  state  is  the  natural  sequence  of  the  cere- 
bral hemorrhage.  The  improvement  of  the  symptoms  enumer- 
ated above  continues  for  a  few  weeks,  until  the  residual  hemi- 
plegia is  observed.  Slight  voluntary  motion  may  now  be  rec- 
ognized in  the  lower  extremity  and  face.  The  tongue,  though 
deviating  somewhat  to  the  paralyzed  side,  may  be  protruded. 
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and  alight  return  of  the  speech  is  manifefit.  Perfect  articu- 
latioQ  is  impossible  and  the  patient  pronounces  certain  oonso- 
nanta  with  dif&culty.  The  mental  facvUieb  return  slowly,  though 
hebetude  or  melancholia  may  supervene.  The  flaccidity  of  the 
affected  muscles  now  gives  place  to  increasing  rigidity.  The 
reflexes  are  exaggerated  and  clonns  is  in  evidraice.  If  careful 
treatment  is  not  instituted,  contractions  are  liable  to  follow. 
The  extensotB  of  the  foot  are  usually  paralyzed  j  the  heel  is 
drawn  up  and,  when  the  patient  attempts  to  walk  the  foot  is 
dragged,  the  toe  scraping  the  floor.  In  the  upper  ec^remity 
the  flexors  draw  the  Angers  tightly  into  the  palm  of  the  hand, 
the  wrist  is  flrmly  flexed  and  the  elbow  is  fixed  at  an  angle, 
while  the  arm  is  held  closely  to  the  side.  The  range  of  joint 
movement  is  greatly  limited.  The  contraction  of  the  unaf- 
fected facial  muscles  gives  rise  to  marked  asymmetry.  Trophic 
dieturbances  are  not  pronounced,  unless  there  is  complete  in- 
activi^  of  the  affected  muscles  for  a  long  time.  Vasomotor 
perveraiona  may  be  experienced  in  certain  cases.  The  mental 
conditions  are  often  most  perplexing.  The  patient  may,  at 
times,  be  decidedly  irritable  or  periods  of  acute  melancholia 
may  exist.  The  memory  is  faulty  and  the  mental  deficiency 
may  lead  to  insanity.  Post-hemiplegic  epilepsy  may  occur,  par- 
ticularly in  the  younger  patients. 

As  the  hemiplegia  persists  and  as  irr^ular  involuntary 
movements  return,  a  peculiar  set  of  symptoms  may  arise. 
These  consist  of  associated  movements,  tremor,  ataxia,  choreic, 
continuous  or  athetoid  movements.  The  muscles  are  generally 
spastic  in  their  action  and  cramps  are  liable  to  be  disturbing 
features.  The  electric  reactions  are  not  pronounced.  The 
course  which  this  disease  pursues  varies  in  accordance  with 
the  size  and  location  of  the  b^norrhage,  as  well  as  with  the 
age  and  physical  condition  of  the  patient  The  characteristic 
symptoms  as  defined  above  usually  prevail. 

Diagnosis. — The  sudden  loss  of  consciousness,  the  subse- 
quent hemiplegia  and  the  attending  symptoms  enumerated 
ought  to  be  sufficient  for  a  diagnosis.  Meningeal  herrwrrhage 
will  generally  confuse  us  at  first.  This  has  many  similar  fea- 
tures, but  it  usually  follows  injury,  the  paralysis  develops 
slowly  and  there  are  distinct  intermissions  in  die  character- 
istic symptoms.  These  differentiated  points  may  be  further 
emphasized  by  a  careful  study  of  this  disease.     Cerebellar  apo- 
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plexy  doefl  not  generally  display  so  much  mental  disturbance 
or  snch  pronounced  loes  of  conaciouBneas.  The  horizontal  posi- 
tion creates  Tertigo,  vomiting  and  extreme  ineoi5rdination,  bnt 
distinct  hemiplegia  is  not  always  observed.  Serious  respira- 
tory disturbances  are  apt  to  be  followed  by  sudden  death  when 
hemorrhage  involves  the  fourth  ventricle.  Alcoholic  intoxica- 
tion may  simulate  cerebral  hemorrhage,  or  it  may  be  the  cause 
of  it  The  odor  of  the  breath,  the  more  natural  sleep  and  the 
fact  that  the  individual  can  be  aroused,  are  differentiating 
signs.  Opium  poiaoning  shows  equally  contracted  pupils, 
slower  respiration  and  the  absence  of  hemiplegia.  Uremic 
eoma  is  more  gradual  in  its  development,  paralysis  is  not  a 
feature,  and  the  presence  of  albumin  and  casts,  together  with 
other  signs  of  renal  involvement,  will  aid  iu  the  differentia- 
tion. The  epileptic  attack  will  be  excluded  by  the  aura,  the 
sudden  cry,  the  fall,  the  loss  of  consciousness,  the  biting  of 
the  tongue,  the  absence  of  hemiplegia  and  the  peculiar  tonic 
and  clonic  spasms.  Hysteria  may  be  excluded  by  its  stigmata, 
localized  anesthesias,  and  the  characteristic  idiosyncrasies  which 
attend  its  attacks. 

Profnosls. — The  average  case  recovers  from  the  first  attack 
but  a  recurrence  is  always  unfavorable.  The  patient  may  live 
for  a  long  time  safferiug  only  as  a  hemlplegic.  Improvement 
is  at  best  very  alow.  A  stationary  condition  in  the  paralysis 
is  generally  reached  after  a  few  months.  The  limb  may  be 
used,  but  it  keeps  its  hemiplegic  swing  and  more  or  less  rigid- 
ity. The  arm  paralysis  is  rarely  cured.  In  the  early  period 
much  depends  upon  the  coma.  A  profound  and  persistent  coma 
or  delirium  is  always  unfavorable.  High  fever  or  persistent 
subnormal  temperature  are  also  grave  signs.  Alcoholism, 
nephritis,  extreme  arteriosclerosis  and  syphilis  accentuate  the 
danger.  Pons  and  cerebellar  hemorrhages  are  decidedly  un- 
favorable. 

Treitment. — This  must  first  consider  the  attack  alone. 
Here  we  have  an  opportunity  to  minimize  the  after  results  by 
judicious  attention  to  the  hemorrhage.  The  patient  must  be 
kept  absolutely  quiet  in  bed  with  the  head  elevated  and  free 
from  excitement.  The  greatest  danger  is  the  anxiety  of  friends 
who  seek  to  do  something  to  overcome  the  shock  and  paralysis. 
An  icebag  applied  to  the  head  and  a  hot  water  bag  to  the 
feet  are  tiie  best  primary  measures.     Free  cathoraia  should  be 
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induced;  croton  oil  (m.  1-2),  or  elaterin  (gr.  1/16-1/XO),  and 
&n  enema  should  be  given.  V&netection  in  plethoric  individu- 
als may  be  demanded  to  reduce  the  arterial  tension. 
Our  principal  aim  should  be  to  prevent  the  recur- 
rence of  hemorrhage.  For  this  purpose,  in  addition  to 
the  icebag  and  the  enforced  reel  and  quietude,  our  treatment 
will  be  symptomatic.  Hamamelis,  arnica,  ipecac,  tecale 
and  china  will  be  of  aervice  in  this  respect.  The  nervous  state 
and  the  excited  condition  of  the  circulation  in  the  early  stage 
will  demand  the  uae  of  aconite,  which  may  be  the  only  remedy 
needed  for  some  time.  Belladtmna  repreeenta  the  character- 
istic cerebral  congestion,  which  is  evidenced  by  the  full  bound- 
ing srteriee,  the  flushed  face,  and  the  general  vasomotor  per- 
version. Opium  may  be  required  when  there  are  signs  of 
recurrent  bleeding  or  marked  venous  congestion.  Olonoin,  in 
the  third  decimal  potency,  will  have  great  influence  in  over- 
coming the  high  arterial  tension.  Verairum  viride  will  do  this 
to  a  certain  extent,  though  there  is  greater  danger  of  cardiac 
depression  from  its  use.  Strychnia  and  other  heart  stimulants 
like  crategua,  digitalis,  adonis,  convallaria  or  strophanthvs  may 
be  necessary  adjuvants  to  maintain  the  cardiac  regularity. 
The  main  remedial  effort  in  the  beginning  should  be  to  check 
the  hemorrhage,  quiet  the  nervous  excitement  and  then  to  en- 
courage the  rapid  absorption  of  the  exudate.  The  Ticrvotis 
symptoms  following  the  first  excitement  may  be  well  managfxl 
by  hyoscyamits,  anacardium,  strajnonium.,  vtUerianate  of  am- 
monia and  paasi/lora.  The  absorption  of  the  exudate  will  call 
for  hali  iodid,  arsenicum  iodid,  baryta  iodid,  strontium  iodtd, 
silicea  and  sulphur.  Such  remedies  as  causiicum,  kali  phos., 
picrate  of  zinc,  strychnia  phos.  and  argentum  nitricum,  which 
we  use  in  all  degenerations  of  nerve  tissue,  may  be  employed 
in  accordance  with  their  indications  as  we  approach  the  chronic 
stagt). 

The  mechanical  treatment  of  the  paralyzed  parts  during 
the  chronic  stage  will  consider  the  application  of  electricity, 
massage  and  the  systematic  use  of  the  arm  and  limb  as  much 
as  possible.  Faradism,  to  my  mind,  is  still  our  best  form 
of  electricity  for  this  purpose.  Kassage  should  be  given  by 
those  who  are  trained  for  such  service.  Exercise  of  the  affected 
parts  is  best  performed  by  insisting  upon  the  patient's  gradually 
resuming  the  normal  functions  as  much  as  poraible.  We  may 
aooompliflb  this  by  rigid  insistence. 
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CEREBRAL  SOPTENINO. 

The  term  cerebral  softening  is  an  unfortunate  expression 
ae  it  too  frequently  refers  to  the  mental  imperfection  attend- 
ing dementia.  It  properly  means  an  acute  softening  which 
fellows  cerebral  thrombosis  or  embolism.  The  softening  and 
degeneration  of  the  cerebral  tissue  are  the  results  of  the  arterial 
occlusion,  and  lack  of  nourishment.  The  diminished  blood 
pressure  and  the  collapse  of  the  arterial  veBSels  favor  a  restric- 
tion of  the  venous  circulation  and,  therefore,  encourages  venous 
stasis  which  augments  the  cerebral  degeneration.  The  dieease 
is  characterized  by  a  sudden  apoplectic  attack  which  simulates 
cerebral  hemorrhage  in  its  acute  form.  The  subsequent  symp- 
toms partake  of  the  character  of  chronic  hemiplegia. 

Etiolofy. — Embolism  and  thrombosis  are  more  frequently 
experienced  in  early  adult  life.  The  predisposing  influences 
of  embolism  are  endocarditis,  infectious  fevers,  diseases  of  the 
blood,  and  pregnancy;  it  is,  therefore,  a  common  disease  in 
women.  Thrombosis  comes  from  the  diseases  which  have  a 
tendency  to  degenerate  the  arterial  wall.  Syphilis,  lead  poi- 
soning, gout  and  fatty  metamorphosis  are  the  best  known  causes. 

Patholoty* — The  pathologic  process  following  either  em- 
bolism or  thrombosis  develops  rapidly,  henoe  the  term  acute 
softening.  At  first  anemia  exists  because  the  arterial  circula- 
tion is  cut  off.  This  is  more  pronounced  in  the  deeper  white 
structure  where  there  is  lees  vascularity.  On  account  of  the 
venous  constriction  and  punctate  hemorrhages  in  the  involved 
area,  this  will  later  show  a  sign  of  color  and  tbis  is  defined 
as  "red  softening."  This  form  of  infiltration  is  more  pro- 
noimced  in  the  cortex.  Later,  as  theprocess  of  degeneration 
continues,  a  yellow  softening  is  observed.  Those  conditions 
represent  the  stages  of  tissue  metamorphosis  and  may  vary 
to  a  considerable  extent. 

Soon  after  the  arterial  obstruction  takes  place,  the  nerve 
cells  imdergo  degeneration.  Granular  formations  displace  the 
neuroglia  and  fiber  formations  until  a  general  shrinkage  of 
the  involved  part  is  noticed.  Calcareous  degeneration,  cica- 
trization and  even  cysts  are  in  evidence.  If  infectious  germs 
are  present  local  encephalitis  or  cerebral  abscess  may  develop. 
Thrombosia  is  associated  with  arteritis  and  extensive  atheroma- 
tous conditions.  It  seems  to  affect  the  larger  blood  vessels  at 
the  base  of  the  brain.     Eml)olism  is  associated  most  frequently 
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with  endocarditiB,  and  the  embolns  lodges  generally  at  the 
braaching  of  the  anterior  or  the  middle  cerebral  arteries. 
Thrombosia  and  embolism  may  exist  together  and  typical  cere- 
bral hemorrhage  may  attend  either. 

STmptoms. — The  first  observed  symptoms  of  cerebral  soft- 
ening depend  upon  the  character  and  location  of  the  obetroc- 
tion.  Uaually  embolism  presents  a  sudden  onset  and  is  qniekly 
followed  by  hemiplegia.  Coma,  not  so  pronounced  as  in  cere- 
bral hemorrhage,  is  present  and  sometimes  conrulsions  of  the 
Jacksonian  type  are  recc^ized.  The  other  symptoms  simu- 
late those  of  cerebral  hemorrhage,  but  are  not  so  severe  or 
lasting.  Much  depends  upon  the  size  of  the  clot  and  the  artery 
affected.  The  occlusion  of  a  small  vessel  may  cause  slowly 
developing  symptoms,  slight  loss  of  consciousness  and  little 
hemipl^a. 

In  thrombotic  oedusions  the  premonitory  symptoms  are 
more  in  evidence,  and  the  subsequent  symptoms  are  not  so 
marked.  The  onset  is  not  sudden ;  aphasia,  numbness,  drowsi- 
ness, vertigo  and  many  other  indefinite  symptoms  are  experi- 
enced. Complete  coma  rarely  exists  and  the  bemipl^a  is 
transient  or  slight.  There  are,  howerer,  cases  in  which  the 
thrombosis  presents  all  the  extreme  symptoms  of  cerebral  hem- 
orrhage, particularly  when  the  middle  cerebral  artery  is  the 
seat  of  the  occlusion.  The  hemiple^a  in  either  embolism  or 
thrombosis  is  not  so  extreme,  nor  does  it  run  so  persistent  a 
course  as  in  cerebral  hemorrhage.  Monoplegia  alone  is  a  com- 
mon occurrence.  We  must  keep  constantly  In  mind  the  fact 
that  when  large  vessels  are  involved  the  symptoms  may  be  as 
severe  and  lasting  as  Qioae  of  cerebral  hemorrhage.  If  the 
typical  symptoms  continue  for  several  weeks,  we  may  expect 
a  permanent  hemiplegia.  When  the  vessels  of  the  basilar  por- 
tion of  the  brain  are  occluded,  the  features  of  bulbar  paralysis 
may  appear.  The  palsy  at  first  is  flaccid,  but  later  rigidity, 
exa^eration  of  reflexes  and  contractions  may  follow. 

Diafnosls. — To  properly  differentiate  cerebral  hemorrhage 
and  acute  softening,  from  embolism  or  thrombosis,  is  no  easy 
task.  Hemorrhages  may  appear  between  the  ages  of  thirty 
and  sixty,  while  acute  softening  may  appear  earlier  or  lat&r 
in  life.  Endocarditis,  rheumatism  or  acute  infection  develop- 
ing in  early  life  predispose  to  embolism.  If  the  Bymptrans 
ooeur  very  late  In  life  they  are  presumptive  of  thnmbosia.    In 
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hemorrhage  there  is  generally  a  history  of  previous  or  heredi- 
tary arterial  diseases  and  in  acute  softening  we  look  for  the 
history  of  syphilis,  plumbism  or  alcoholism.  In  hemorrhage 
the  onset  is  more  sudden,  the  coma  and  paralysis  coming  on 
at  the  same  time.  In  acute  softening  the  onset  is  more  grad- 
ual (particularly  in  thrombosis)  and  the  coma  is  generally 
transitory.  In  hemorrhage  the  arterial  tension  is  high,  while 
in  thrombosis  it  is  low  and  the  heart  is  weak.  Hemorrhage 
almost  always  follows  excitement,  shock  or  violent  effort; 
thrombosis  is  liable  to  occur  during  sleep  or  from  no  apparent 
cause.  In  hemorrhage  rigidity  is  an  early  sign;  in  acute 
softening  there  are  often  limited  convulsions.  The  pulse  in 
hemorrhage  is  slow  and  full  and  the  breathing  is  stertorous. 
In  acute  aofteniug  (particularly  'from  a  thrombus)  the  pulse 
is  weak,  soft  and  rapid.  The  hemiplegia  following  hemorrhage 
is  more  extreme  and  there  is  a  greater  tendency  to  later  devel- 
opment of  athetosis  and  choreic  movements. 

Profnosis. — The  recovery  from  the  early  attack  in  em- 
holism  may  be  expected  more  than  in  hemorrhage  or  throm- 
bosis. It  depends  much  upon  the  cause,  the  condition  of  the 
patient  and  the  degree  of  degeneration.  Infectious  diseases  are 
liable  to  produce  infectious  encephalitis  or  abscess,  which  are, 
of  course,  dangerous.  Advanced  age  is  unfavorable.  Eecur- 
rent  convulsions  and  persistent  temperature  should  arouse  our 
fears.  The  chronic  stage  of  hemiplegia  will  call  for  the  same 
prognosis  as  in  hemorrhage. 

Treitmenl. — In  the  treatment  we  must  consider  the  arte- 
rial diseases  and  the  other  predispositions  to  the  occlusion  of 
these  vessels.  During  the  attack  the  same  care  which  is  de- 
manded in  cerebral  hemorrhage  must  be  instituted.  The  pa- 
tient must  be  kept  quiet  and  in  a  semi-recumbent  position. 
The  bowels  must  be  kept  free  in  their  action ;  the  hidneys  should 
be  encouraged  to  a  proper  elimination  and  the  heart  must  be 
effectually  sustained.  In  thrombosis  particularly  we  must 
stimulate  the  weak  heart  and  so  far  as  possible  prevent. the 
arterial  excitement  Digitalis,  strychnia,  strophanthus,  adonis, 
convallaria,  nitroglycerin  and  cactus  will  here  be  useful.  The 
diet  must  be  limited  for  some  time  to  liquids.  In  embolism 
we  must  particularly  watch  the  heart  lest  any  undue  excite- 
ment shall  thrust  the  embolus  farther  along  or  distend  the 
artery  to  the  point  of  rupture. 
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Kali  iodid,  arsenieum  iodid,  mercuriua  iodid  and  reme- 
dies of  this  character  will  natnrallj  be  Bu^eatod.  Chronic 
hemiplegia  will  call  for  the  same  care  as  demanded  nnder 
that  chapter. 


APHASIA. 

This  term  refers  to  a  speech  defect  which  is  due  to  cere- 
bral disease.  According  to  the  disturbance  of  the  cortical 
speech  centers  we  have  various  imperfections  of  speech.  These 
are  defined  as  auditory  aphasia  or  word-deafness,  visual  apha- 
sia or  vrord-blindness,  motor  aphasia  or  aphemia  and  graphic 
motor  aphasia  or  agraphia.  When  the  connecting  fibers  are 
disturbed  a  connecting  aphasia  may  exist  and  in  this  way  more 
than  one  center  may  be  affected,  giving  rise  to  combined 
aphasias.  As  all  of  the  speech  centers  are  intimately  related, 
we  are  liable  to  discover  a  combined  aphasia  in  every  speech 
perversion.  These  conditions  also  vary  in  different  patients 
suffering  from  the  same  disease.  With  some  the  storage  of 
word  pictures  is  more  perfect  than  with  others,  and  the  men- 
tal capacity  also  has  a  marked  influence  in  overcoming  these 
defects.  The  majority  of  speech  defects  occur  in  conjunction 
with  hemiplegia.  These  are  marked  in  the  early  stages  of 
this  disease  but  they  gradually  disappear  in  case  of  improve- 
ment. 

Auditory  Aphasia.— Word-deafness  occurs  when  the  lesion 
is  located  in  the  posterior  part  of  the  first  and  second  temporal 
convolutions  of  the  cortex.  This  region  ia  the  center  for 
all  sounds.  Patients  suffering  with  this  form  of  aphasia  do 
not  appreciate  the  meaning  of  words  when  the  auditoiy  appa- 
ratus conducts  them  to  the  cortex.  Music  may  be  heard  but 
not  appreciated.  When  the  auditory  word  memories  are  im- 
paired the  emission  of  vocalized  words  is  imperfect.  Thns 
the  speech  is  reduced  to  a  jargon,  new  words  are  oft«n  coined 
and  syllables  are  repeated  without  any  reason.  The  hand 
writing  of  such  patieiits  is  also  imperfect  and  the  wrong  words 
are  used,  while  there  is  often  a  confusing  repetition  of  words. 

Motor-Aphasia  or  Apbeniia.~The  lesion  which  causes  this 
form  of  aphasia  is  located  in  the  foot  of  the  third  left  frontal 
convolution  and  may  extend  into  the  foot  of  the  ascending 
frontal,  interfering,  therefore,  with  the  motor  control  of  the 
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lips  and  tongue.  In  right-handed  people  this  lesion  is  on 
the  left  side  of  the  brain  and  in  left-handed  people  it  is  on 
tie  right  aide.  Voluntary  speech  is  impossible  and  the  patient 
is  not  able  to  repeat  words  when  he  hears  or  reads  them.  Com- 
bined motor  aphasia  is  usually  present  in  this  defect,  and 
thus  associate  centers,  particularly  of  vision  and  hearing,  are 
affected.  Agraphia  is  usually  present  in  proportion  to  the 
motor  aphasia. 

Visaal  Aphasia.  — ^A  lesion  located  in  the  angular  gyms 
of  the  left  side  is  the  cause  ol  visual  aphasia  or  word-blindness. 
If  the  lesion  reaches  deep  enough  to  involve  the  optic  radia- 
tions from  the  basal  ganglia  to  the  cortex,  hemianopsia  may 
be  added.  Patients  afflicted  with  this  lesion  are  able  to  see 
written  words  but  they  convey  no  meaning  to  their  center 
of  visual  appreciation.  Spoken  language  is  understood  and 
the  patient  may  repeat  what  be  has  heard.  "When  familiar 
objects  are  not  recognized  mind-blindness  is  present  and  the 
lesion  is  probably  bilateral." 

Graphic-Hotor  Aphasia.  — The  lesion  which  causes  this 
form  of  aphasia  ia  not  fully  understood.  Wernicke  claimed 
that  the  "act  of  writing  ia  but  the  act  of  tracing  the  visual 
word  memories,"  thus  a  perversion  of  this  faculty  will  induce 
this  defect.  The  theory  that  a  graphic-motor  center  is  found 
in  the  foot  of  the  second  frontal  convolution  adjoining  the 
centers  for  the  hand  would  be  more  substantiating  but  this 
has  not  been  fully  established.  Inasmuch  as  agraphia  is  com- 
mon in  motor  aphasia  it  is  highly  probable  that  this  perver- 
sion of  speech  has  an  intimate  relation  to  disturbances  in 
the  motor  speech-center. 


CEREBRAL  PALSIES  OF  CHILDREN. 

These  occur  as  hemiplegias,  diplegias  or  double  hemi- 
ple^as  and  paraplegias.  The  hemiplegias  differ  only 
slightly  from  the  ordinary  hemiplegia  as  the  result  of 
cerebral  hemorrhage,  embolism  or  thrombosis.  The  di- 
plegiaa  <n  birth  palsies  are  congenital  double  hemiple- 
gias occurring  usually  as  the  result  of  injuries  at  the  time 
(rf  birth.  Convulsions  or  prolonged  asphyxia  after  birth 
may  be  overlooked    as  significant    of    cerebral    trouble,  and 
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only  wben  the  child  fails  to  use  the  limbs  is  the  true  condi- 
tion recognized.  The  coaTulaions  ma;  persist  or  symptomB 
of  epilepsy  may  appear  and  finally  mental  impairment  is 
plainly  evident.  Cerebnd  paraplegia  or  Little's  Disease  is  a 
rare  form  of  this  class  of  diseasea.  The  paralysis  is  moat 
marked  in  the  1^,  though  the  upper  extremities  are  affected 
in  extreme  cases.  There  is  no  mental  disturbance,  and  in  the 
mild  cases  as  the  child  grows  older  the  paralysis  may  improve. 
The  rigidity,  contractures  and  exa^;erated  reflexes  are  liable 
to  continue  and  these  may  be  so  extreme  that  the  child's  legs 
are  crossed  or  flexed  to  such  an  extent  that  they  are  useless.  In 
all  of  these  cases  spasticity  and  rigidity  of  muscles  are  charao- 
teristic. 

Eliolofy. — The  majority  of  these  cases  are  congenital  or 
occur  during  the  first  two  or  three  years  of  life.  Injuries  to 
the  mother  during  pregnancy,  heredity  and  emotional  condi- 
tions have  some  predisposing  influences.  Prolonged  and  dif- 
ficult labor  and  mechanical  delivery  are  probable  causes. 
After  birth  any  infection  or  injury  which  leads  to  intracranial 
hemorrhage  are  factors.  Diseases  of  childhood  end  particu- 
larly cerebrospinal  meningitis,  may  induce  these  diseases. 

Patbolofy. — The  pathologic  conditious  observed  in  these 
cerebral  palsies  are  due  to  hemorrhage,  embolism,  thrombosis 
or  a  congenital  defect  in  cerebral  formation  or  nutrition. 
Another  morbid  cause  is  termed  porencephalus,  which  means 
a  cavity  or  depression  in  the  hemispheres  as  the  result  of 
congenital  atrophy  or  lack  of  proper  development.  This  cav- 
ity generally  communicates  with  the  lateral  ventricles.  Men- 
ingeal heiDorrhage,  diffuse  sclerosis  or  inflammation  of  the 
cortex  are  also  occasional  causes. 

Symptoms. — Convulsions  followed  by  fever  generally  an- 
nounce the  onset  of  this  disease.  Paraiyais  is  the  next  symp- 
tom and  it  invariably  is  hemiplegic  or  diplegio.  Paraple^a 
is  a  possibility,  but  is  rarely  observed.  There  may  be  tempo- 
rary improvement  after  a  time,  but  the  affected  parts  do  not 
properly  develop  j  in  extreme  cases  atrophy  is  marked.  Rigid- 
iU/  soon  follows  and  contraction  of  the  flexors  and  adductors 
leads  to  deformities  of  various  kinds.  Talipes  equino-vams 
and  eguino-valgus  are  most  pronounced,  but  choreic^  athetoid 
and  associated  movements  are  also  common.  The  hands  and 
fingers  are  flexed,  tremors  are  present  and  ataxic  movements 
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maj  exist.  Mental  wedknesi,  even  to  the  point  of  feeble-mind- 
ednesa,  or  idiocy,  is  apparent  Epilepsy  is  a  frequent  sequela. 
The  etigmaia  known  aa  the  microcephalic  or  macrocephalic 
sknll,  together  with  facial  asjminetry,  imperfectly  developed 
teeth,  the  taums  palatinus,  etc.,  are  often  present  Taken  as 
a  whole,  the  child's  mental  and  physical  development  is  decid- 
edly imperfect.  Tbere  are  some  chances  for  improvement 
when  the  child  passes  puberty,  but  the  chronic  conditions  de- 
fined above  are  inclined  to  continue  indefinitely. 

Diatnosis. — The  characteristic  physical  and  mental  symp- 
toms of  the  early  and  chronic  stages  should  guide  us  in  reach- 
ing a  perfect  diagnosis. 

Pro^osis. — The  child  may  live  to  middle  age  or  later, 
dependent,  of  course,  upon  the  extent  of  the  hemorrhagic  cause 
and  the  imperfect  development,  A  cure  may  be  rarely  looted 
for. 

Treatment. — Since  it  is  only  in  the  chronic  stage  that  the 
physician  is  called  upon  for  treatment,  orthopedic  surgery  or 
mechanical  measures  are  about  all  we  can  suggest.  In  some  cases 
massage  and  electricity  may  be  called  into  use.  If  the  limbs 
show  any  signs  of  positive  improvement  under  these  measures, 
we  may  be  encouraged  to  try  gymnastics  and  in  every  way 
possible  cultivate  the  normal  activities  of  the  wasting  limbs. 
The  mental  defects,  in  some  cases,  will  be  helped  as  the  child 
growB  older  by  educational  measures  and  by  remedies  which 
aid  the  restoration  of  cell  protoplasm,  such  as  phosphoric  acid, 
ferrum  phos.,  calcarea  carb.,  calcarea  phos.,  kali  phos.  and 
zincum  phos. 


TUMORS  OF  THE  BRAIN. 

Tumors  of  the  cerebral  tissue  include  a  variety  of  abnor- 
mal formations.  New  growths  similar  in  structure  to  thoso 
found  in  other  parts  of  the  body  and  neoplasms  peculiar  alone 
to  the  brain  may  be  recognized.  Glioma,  tubercle,  gumma 
and  sarcomatous  formations  are  the  most  common.  Myxoma, 
carcinoma,  fibroma,  lipoma,  neuroma  and  vascular  tumors  may 
occasionally  be  found.  New  growths  developing  in  the  men- 
inges and  cranial  walls  cause  identical  symptoms  and  may 
be  classed  with  brain  tumors  on  this  account.  As  a  usual 
thing  brain  tumors  are  rare  in  comparison  to  other  organic 
diseases  of  the  nervous  system. 
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Etiolofy. — Males  are  afflicted  more  than  females,  and 
all  ages  are  susceptible;  they  rarely  develop,  however,  after 
the  fiftieth  year.  Tumors  occurring  during  childhood  are  more 
liable  to  be  tuberculous;  gliomas  and  aarcomaa  develop  occa- 
sionally at  this  period.  Gummas,  gliomas  and  sarcomas  are 
more  common  after  the  twentieth  year.  Heredity  seems  to 
have  slight  influence  and  injuries  are  rare  exciting  causes. 
Uetastasis  may  be  the  means  of  transportation  from  other  parts. 

Pathology. — The  following  facts  are  given  by  Dana: 
Tubercle  is  the  form  of  tumor  most  frequently  pre- 
sented for  pathologic  study.  It  occurs  as  a  single 
or  multiple  growth.  It  is  irregularly  round  and  varies  in 
size  from  a  pea  to  a  hen's  egg  or  it  may  be  even  larger;  in 
number  it  varies  from  one  to  twenty  or  forty.  The  external 
appearance  is  a  grayish  yellow  and  internally  it  is  ydlow 
in  color  and  cheesy  in  consistency.  While  the  tubercle  itself 
is  not  vascular,  it  is  often  surrounded  by  an  area  of  tubercu- 
lous infiltration  which  may  ehow  inflammatory  activity.  The 
base  of  the  brain  is  the  favorite  seat  of  tuberculous  formation, 
though  the  distribution  may  be  along  the  large  cerebral  or 
cerebellar  vessels;  the  parietal  convexity  and  the  brain  men- 
inges may  thus  be  involved.  The  tuberculous  development 
is  always  due  to  the  tubercle  bacillus  which  baa  been  trans- 
ported by  the  blood  vessels.  The  microscope  will  reveal  the 
cell  formation  and  the  tissue  degeneration  characteristic  of 
tuberculous  growths.  The  majority  of  cases  occur  before  the 
twentieth  year. 

Ov,mrmu  or  typhilonuu  point  to  a  syphilitic  meningitis  or 
cerebral  syphilis  and  their  common  location  is  at  the  base  of 
the  brain,  or  upon  the  surface  of  the  hemispheres.  The  cere- 
bellum or  ganglia  are  rarely  affected.  They  are  irr^fular 
in  shape,  often  multiple  and  are  found  on  the  meninges  or 
large  blood  vessels.  They  are  made  up  of  small  reund  cells, 
spindle  cells  and  degenerated  nerve  tissue  which  appear  as 
a  cheesy  mass  in  the  center.  Fibrous  tissue  increase,  endar- 
teritis and  periarteritis  of  the  peripheral  blood  vessels  com- 
plete the  pathologic  picture. 

Glioma  is  a  development  of  the  neuroglia  tissue  which 
normally  acts  as  a  padding  for  the  nerve  cells.  It  has  its 
ori^  in  die  white  matter,  may  attain  a  large  size  and  is 
quite  universally  distributed  in  the  cerebrum.     It  has  a  red- 
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diflh  or  Taacolar  color  and,  in  conflifltencj,  it  is  soft  like  nor- 
mal brain  atructuie.  It  generally  develops  rapidly  and  dis- 
plays ft  decided  tendency  toward  infiltration  and  destruction 
of  Burrounding  tissue.  It  is  competed  of  glia  cells  and  their 
fibrous  prolongations.  In  the  center  of  tlie  tumor  we  may 
find  the  products  of  fatty  degeneration  wbicli  may  become 
liquefied  and  develop  into  cysts.  Sometimes  the  mucous  dc^n- 
eration  leads  to  the  formation  of  a  myxoglioma  or  a  fibroglioma 
when  fibrous  tissue  is  added. 

Sarcomas  are  of  frequent  occurrence.  Tbey  are  of  pri- 
mary or  secondary  origin,  their  development  is  rapid  and  the 
tumor  may  attain  a  large  size.  Various  shapes  of  the  growth 
are  recognized  and,  while  they  may  be  multiple,  as  a  rule 
they  are  single  and  large.  Frequently  they  are  encapsulated. 
They  are  usually  outgrowtha  of  the  dura  or  periosteum,  and 
are  located  most  commonly  on  the  basilar  surface.  Sarcomas 
are  made  up  of  small  round  cells,  spindle  cells  and  other  cells ; 
fibrous  tissue  may  be  excessive  and,  though  containing  numer- 
ous blood  vessels,  they  are  not  usually  vascular.  Modifica- 
tions of  the  typical  form  exist  in  accordance  with  the  amount 
of  connective  tissue  increase  and  the  process  of  degeneration. 
Fibrosarcoma,  myxosarcoma,  gliomaaarcoma,  cyst  and  other 
formations  will  be  recognized  by  their  histologic  structure. 

Cysts  are  sometimes  found  in  the  brain.  Abscess  encysted, 
hemorrhagic  exudates,  the  central  softeningg  of  saroomas  or 
gliomas,  and  dermoid  developments  will  give  rise  to  this  form 
of  fluctuating  tumors.  Cysts  caused  by  the  cysticercus  cellu- 
losae  or  the  echinococcus,  may  exist,  but  they  are  rare  in 
this  country.  Cysts  in  the  central  portion  of  the  brain  may 
be  found  as  the  result  of  ventricular  distention  and,  in  rare 
instances,  the  pituitary  body  may  suffer  similar  degeneration. 
All  of  these  cystic  developments  are  of  comparatively  slow 
growth. 

Intracranial  aneurysm  will  often  present  symptoma  indic- 
ative of  brain  tumors.  Miliary  aneurysms  are  usually  mul- 
tiple and  appear  as  slight  dilations  along  the  course  of  the 
vessel.  Large  aneurysms  occur  in  later  life  as  the  result  of 
arterial  disease  or,  in  exceptional  cases,  they  may  arise  from 
traumatism.  They  are  found  most  frequently  at  the  base 
of  the  brain.  The  middle  cerebrals,  the  basilar,  internal  caro- 
tids and  anterior  cerebrals  may  be  the  seat  of  the  lesion.     The 
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cbaracterietic  symptoms  are  mucli  tbe  Bame  as  tboee  of  tumor 
at  the  base  of  the  brain.  Focal  eigns  will  appear  wbon  cranial 
nerves  or  other  motor  centers  are  involved.  Optic  neuritis 
is  not  usually  present.  The  patients  are  sometimes  conscious 
of  pulsating  sensations. 

Other  forms  of  tumors  may  be  found  in  the  brain  tisane  in 
rare  cases.  Fibroma,  osteoma,  angioma,  neuroma  and  lipoma 
may  be  mentioned  in  this  class.  Carcinoma  appears  less  fre- 
quently than  any  of  them. 

Symptoms. — In  the  study  of  symptoms  pertaining  to  brain 
tumors,  we  shall  find  that  many  of  these  may  be  regarded  as 
general,  inasmuch  as  they  do  not  have  direct  reference  to  the 
character  and  location  of  the  growth.  On  the  other  hand  there 
is  a  class  of  symptoms  which  directly  refers  to  the  location 
of  the  growth.  The  symptomatology  then  may  be  divided  into 
general  and  focal  symptoms. 

General  Symptoms. — Headache  is  an  early  and  persistent 
symptom  in  nearly  all  brain  tumors.  It  varies  according  to 
the  location  and  development  of  the  tumor,  and  while  it  is 
often  localized  in  the  vicinity  of  the  growth,  it  may  be  so 
general  as  to  resemble  a  crushing  sensation.  The  severity  of 
the  pain  is  augmented  when  cerebral  hyperemia  or  arterial 
tension  are  increased.  In  character  it  is  paroxysmal  and 
very  intense.  As  the  tumor  becomes  large  in  size  and  causes 
increased  intracranial  pressure  or  encroachment  upon  the  mem- 
branes, the  pain  becomes  unendurable  and  constant.  Local 
tenderness  and  local  elevation  of  temperature  are  rare  symp- 
toms. Vomiting  invariably  attends  the  development  of  the 
timaor  and  is  often  as  persistent  as  the  headache.  It  is  dis- 
tinguished from  that  of  gastric  origin  inasmuch  as  there  is 
no  nausea.  The  vomitus  is  ejected  from  the  stomach  with 
great  force  and  the  act  is  described  as  projectile  in  character. 
These  attacks  are  liable  to  subside  for  a  time,  only  to  recur 
with  greater  intensity.  This  symptom  is  associated  witji  rap- 
idly developing  tumors  like  the  syphilitic  or  tuberctilous,  and 
it  is  most  pronoimced  when  the  cerebellum  and  corpora  quadri- 
gemina  are  involved  by  the  new  growth. 

Vertigo  is  a  common  symptom  which  is  most  frequent 
when  the  frontal  lobes  or  the  cerebellum  are  affected.  It  may 
be  slight  and  not  complained  of,  or  it  may  be  paroxysmal  and 
severe.     Usually  it  is  a  constant  disturbance.     When  the  cere- 
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belluia  is  implicated  it  is  liable  to  be  severe  aad  attended  by 
forced  movements. 

Optic  neuritis  will  be  diaoovered  in  the  majority  of  cases. 
It  occurs  most  frequently  in  tumors  of  the  cerebellum,  midbrain 
and  the  basal  ganglia.  When  the  medulla  is  the  seat  of  the 
tumor  it  is  not  so  common,  and  it  will  not  be  so  marked  in 
the  slowly  developing  growths.  Atrophy  of  the  optic  nerve 
is  the  eventual  termination  of  optic  neuritis.  At  firet  it  may 
be  more  marked  in  one  nerve,  but  both  are  soon  affected. 

Menial  impairment  is  another  sequence  of  brain  tumors. 
This  may  be  simply  a  persistent  hebetude  or  it  may  become 
a  pronounced  stupor  or  coma.  In  the  early  stages  hebetude 
is  most  characteristic;  the  patient  ia  dejected  and  indifferent, 
speaks  slowly  and  shows  a  sluggish  mental  activity.  The 
respiration  is  shallow,  the  pulse  is  slow  and  the  condition  soon 
becomes  one  of  apathy  which  may  merge  into  a  comatose  state. 
Tumors  of  the  frontal  lobee  show  these  symptoms  most  fre- 
quently. 

Oenerai  convulsioTis  are  early  signs  in  many  cases.  They 
simulate  the  epileptic  attacks,  but  resemble  more  particularly 
the  Jaoksonian  form.  The  attack,  however,  is  less  violent 
and  abrupt,  and  the  clonic  stage  is  usually  prolonged;  the 
coma  is  not  so  pronounced  and  the  seizures  do  not  recur  with 
pronounced  regularity. 

Focal  Symptoms.  — These  vary  according  to  the  seat  of 
pressure  and  the  extent  of  anatomic  destruction.  Small  tu- 
mors may  give  only  slight  symptoms  of  unilateral  spasm,  while 
larger  ones  cause  paralysis  of  the  affected  nerves  proportionate 
to  the  impairment  of  special  nerve  involvement.  Monoplegia, 
hemiplegia  and  motor  aphasias  are  characteristic  motor  symp- 
toms, while  hemianopsia  and  functional  paraesthesia  will  be 
indicative  of  sensory  disturbance.  Cranial  nerve  impairment 
and  the  Jacksonian  fit  will  be  suggestive  symptoms  for  study. 
The  exact  localizations  must  be  made  by  the  aid  of  our  knowl- 
edge of  the  cerebral  topography. 

Profnosls. — The  results  of  brain  tumors  point  invariably 
to  death.  Tubercle  and  gumma  offer  some  hope  from  treat- 
ment. 

Treatment.— Tuberculous  and  syphilitic  growths  present 
an  opportunity  for  help  by  means  of  internal  remedies.  These 
should  be  applied  in  accordance  with  the  accepted  theories  of 
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treatment  in  that  class  of  cases.  There  is  some  oltim  for 
arsenic  in  sarcomatous  tumors,  but  this  and  other  remedies 
have  not  yet  yielded  stifficient  reenlte  to  warrant  any  extrava- 
gant claims  for  it.  Symptomatic  treatment  will  always  give 
thorn  some  temporary  relief  in  the  majority  of  cases  and  the 
general  conditions  will  need  attention  the  same  as  in  other  dis- 
eases.  Opiates  and  anodynes  will  be  demanded  for  the  relief 
of  pain,  and  any  measure  which  will  improve  the  nutrition 
should  be  instituted. 

Surgical  -procedures  may  be  demanded  when  the  tumor 
is  clearly  operable.  Even  the  symptoms  in  inoperable  tumors 
are  somewhat  relieved  by  opening  the  skull.  The  hard  and 
slowly  developing  growths  may  be  removed,  providing  the 
knife  does  not  destroy  vital  tissues.  Tubercle,  fibroma  and 
sarcoma  have  been  removed  with  good  results.  Cerebellar,  pons 
and  medulla  neoplasms  will  not  warrant  surgical  interference. 
Cysts  and  abscesses  may  often  be  evacuated  and  their  sacs  re- 
moved with  marked  relief. 


GENERAL  PARESIS. 


Paresis  is  a  term  which  has  been  employed  to  cover  various 
manifestations  of  nervous  debility.  "General  paralysis  of  the 
insane"  is  a  term  which  seems  to  exaggerate  the  idea  of  acute 
insanity  with  an  attending  paralysis,  while  "dementia  para- 
lytica" would  emphasize  the  feature  of  dementia,  of  which  a 
general  muscular  weakness  is  a  sequence.  The  word  paresis 
has  been  much  misused,  inasmuch  as  it  is  employed  with  ref- 
erence to  a  general  breakdown,  or  a  loss  of  mental  activity 
which  borders  upon  insanity.  We  may  r^ard  it  as  a  pro- 
gressive disease  of  the  brain  which  generally  ends  in  dementia. 
There  is  associated  with  this  a  peculiar  physical  weakness 
which  virtually  terminates  in  a  paralysis. 

Etiolo^. — This  disease  is  most  common  in  men.  Hered- 
ity does  not  play  an  important  role  in  its  history,  though  it 
is  probably  encouraged  by  an  inherited  nervous  debility.  Ex- 
cesses no  doubt  constitute  the  most  frequent  causes  and  alcohol 
may  be  named  first  among  these.  Prolonged  meniai  exertion, 
emotional  excitement  and  excessive  sexual  indulgence  have  their 
influence  in  the  disease.  Syphilis  is  the  most  frequent  cause. 
This  disease  has,  therefore,  a  close  relation  with  such  forma 
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of  degeneration  as  tabes  dorsalis.  Injuries,  exposure,  smi- 
stroke  and  the  acute  infections  have  some  bearing  upon  the 
disease  as  irritating  factors  at  least  If  to  these  are  added 
syphilis^  together  with  mental  strain  and  the  other  excesses, 
it  will  be  quite  natural  to  expect  the  development  of  paresis. 
Middle  life  furnishes  the  most  oases,  and  it  usually  runs  its 
course  in  two  to  five  years  and  in  some  instances  in  less  time. 

Patholofy. — ^Degeneration  is  observed  in  the  brain  cells 
as  the  result  of  syphilitic  infection.  The  membranes  and  the 
arterial  coats  are  thickened  while  there  is  considerable  perivas- 
cular proliferation.  The  brain  becomes  atrophic  and  there 
is  a  tendency  to  increase  cerebrospinal  fluid.  The  pia  mater 
is  decidedly  congested  with  thickening  of  this  and  the  arach- 
noid and  a  general  adherence  to  the  cortex.  Connective  tissue 
increase  attends  the  nerve  cell  degeneration.  The  cellfl  and 
nuclei  of  the  medulla  are  affected  as  well  as  the  cortex.  It 
is  not  uncommon  to  find  the  lateral  tract  sclerosis  of  tabes  dor- 
salis as  an  attending  complication. 

Symptoms. — The  first  stage  is  characterized  by  ^oitement 
or  irritation,  and  the  second  stage  gives  expression  to  the  de- 
mentia and  paralysis.  These  are  subject  to  modifications  in 
many  instances  and  it  is  possible  for  the  disease  to  exist  with- 
out any  clearly  defined  manifestations  of  the  first  stage.  Thus 
hypochondriasis  or  melancholia  may  terminate  gradually  in 
dementia,  and  the  physical  infirmity  will  be  finally  recognised 
as  tiie  mental  weakness  develops.  On  the  other  hand  the 
mental  symptoms  may  be  of  minor  import,  and  the  disease  will 
then  show  more  of  the  motor  perversion  of  a  brain  and  cord 


In  the  early  stages  of  the  excited  type  the  tendency  to 
irritability  is  very  marked.  The  patient  shows  unmistakable 
signs  of  menitd  perverseness ;  he  is  fretful,  fault-finding  and 
often  quarrelsome.  His  mental  activities  are  not  up  to  the 
normal  standard ;  he  suffers  with  lapses  of  memory ;  he  makes 
unexplainable  mistakes  in  his  work  and  his  statements  are 
often  suspiciously  extravagant  Fatigue  becomes  more  and 
more  pronounced,  eo  that  he  is  exhausted  from  slight  exertion. 
Alternating  with  these  periods  of  depression  are  periods  of 
mental  exaltation.  He  expresses  extravagant  opinions  of  his 
own  ability  in  comparison  with  that  of  others.  He  may  be- 
come so  loquacious  that  his  mental  weakness  becomes  a  sub- 
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ject  of  gossip,  and  he  may  poesiblj  undertake  large  and  un- 
expected bugineBB  venturea.  He  may  spend  his  money  fool- 
ishly under  the  delusion  that  lie  is  very  rich  or  has  the  pros- 
pect of  a  prodigious  income.  In  this  stage  the  elements  of 
grandeur  and  magnifioence  characterize  bis  conversation  and 
his  actions. 

During  this  period  of  exaltation  tremors  are  gradually 
manifested.  The  hands,  the  face  and  the  tongue  show  this 
tremulousness  when  voluntary  action  is  undertaken.  The 
speech  is  imperfect  and  the  stuttering  habit  appears.  The 
knee-reflex  is  exaggerated,  the  pupils  are  uneven  and  some 
signs  of  the  Argyll-Robertson  pupil  are  evident.  In  a  small 
number  of  cases  the  knee-reflex  is  lost,  sn^esting  the  com- 
plication of  a  posterior  sclerosis.  The  muscular  tveakniess 
constantly  increases  and  the  patient  notices  that  it  is  not  pos- 
sible to  take  very  long  walks  or  remain  long  at  a  time  on  the 
feet  without  suffering  unusual  exhanstion.  The  bladder  and 
sexual  function  are  weakened;  insomnia  is  often  disturbing 
and,  on  rare  occasions,  apoplectiform  attacks  or  epileptic  seiz- 
ures are  experienced. 

After  the  first  stages  the  patient  usually  is  more  calm 
in  his  actions,  which  naturally  su^ests  an  improvement.  It 
will  be  noticed,  however,  that  he  is  gradually  drifting  toward 
dementia.  He  is  inclined  to  sleep,  shows  little  interest  in  bis 
surroundings,  and,  of  course,  is  unable  to  work,  since  his  mem- 
ory fails  him  and  he  has  not  proper  control  of  his  voluntary  ac- 
tions. These  perversions  rapidly  increase  until  it  is  no  longer 
possible  for  him  to  conduct  an  intelligent  conversation,  and  im- 
pairment of  m.otor  power  is  evident.  He  is  inclined  to  sleep 
much,  he  becomes  careless  about  his  appearance,  becomes  slov- 
enly in  his  habits,  and,  in  many  ways,  manifests  the  fast  ap- 
proaching mental  weakness.  At  this  period  the  apoplectiform 
attacks  may  reappear,  causing  a  temporary  or  permanent  hemi- 
plegia. The  epileptic  seizures  may  also  return  and  with  one 
complication  after  another  the  patient  reaches  a  state  in  which 
delusions,  delirium  or  the  symptoms  of  imbecility  supplant 
the  normal  mental  activity. 

When  this  stage  is  reached  the  patient  becomes  bedridden 
from  the  general  paralysis  and  exhaustion.  The  muscular  in- 
efficiency may  persistently  increase  until  he  is  absolutely  help- 
less, and  in  some  instances  the  power  of  speech  also  disappears. 
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The  case  may  assume  a  rapid  course,  in  which  death  comee  to 
his  relief  within  a  year,  or  it  ma;  posaibl;  continue  as  a  partial 
or  c<miplete  dementia  for  many  years. 

The  hypocJumdnacci  type  may  hegin  with  symptoms  which 
simulate  the  ordinary  neurasthenic  case.  In  such  instances  the 
fine  tremor,  the  eza^erated  reflexes,  the  insomnia,  the  digestive 
disorders  and  all  the  peculiar  phenomena  which  appear  in  the 
symptomatolt^  of  this  disease  may  he  recognized.  The  phys- 
ical debility — ^which  amounts  to  paralysis — and  the  mental 
features  appear  in  the  later  developments. 

In  another  tyjie  dementia  is  recc^ized  as  a  primary  symp- 
tom. It  may  start  as  a  mere  vreakness  of  the  mental  activity 
and  gradually  assume  the  more  violent  phases  of  mental  perver- 
sion and  physical  in£nnity. 

There  is  still  another  type  in  which  exudative  syphilis  is 
more  of  a  featare.  In  these  the  early  attacks  will  be  ushered 
in  with  eye  palsies,  hemiplegia,  intense  headache  and  convnl- 
sions.  Improvement  is  obtained  under  antisyphilitic  treat- 
ment, but  the  mental  and  physical  infirmities  follow  as  in  the 
other  varieties  of  the  disease.  A  similar  condition  of  mental 
and  physical  weakness  may  follow  the  prolonged  use  of  alcohol, 
but  it  does  not  reveal  the  distinctive  signs  of  paresis  unless 
there  is  a  complicating  specific  cause. 

Dia^osls. — Neurasthenia,  acute  mania,  epileptic  demen- 
■  tia,  paranoia,  multiple  sclerosis  and  the  mental  conditions  which 
attend  organic  brain  lesions  should  be  differentiated  from  para- 
lytic dementia.  Neurasthenia  closely  resembles  the  prod- 
romal stage.  The  fine  vibratory  tremor,  the  exa^^rated 
knee  reflex,  the  complex  symptoms  which  greatly  an- 
noy the  patient,  the  absence  of  mental  impairment 
and  the  lack  of  any  grave  motor  or  mental  symp- 
toms are  sufficient  to  distinguish  this  from  the  serious 
aspect  of  paralytic  dementia.  In  chronic  alcoholism  the 
tremor,  epileptiform  crises  and  mental  changes  are  symptoms 
which  closely  simulate  paresis.  The  improvement  which  fol- 
lows the  withdrawal  of  alcohol  will,  however,  establish  a  suffi- 
cient differentiation.  It  must  be  remembered  that  this  condi- 
tion may  predispose  to  paralytic  dementia. 

Multiple  sclerosis,  though  at  times  simulating  this  disease, 
nevertheless  is  differentiated  by  the  marked  intention  tremor 
which  is  absent  in  paralytic  dementia.  Nystagmus  is  almost 
never  present  in  the  latter  disease. 
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Prognosis  and  Treatment. — The  pn^oeie  is  inTariabl; 
unfavorable,  death  occurring  within  a  few  years.  The  treat- 
ment must  include  all  the  features  of  palliation  described  under 
the  subject  of  neurasthenia  and  h;^teria  and  a  similar  class  of 
remedies  will  be  demanded.  Advanced  cases  certainly  require 
institutional  care.  Antisyphilitic  treatment  is  indicated  when 
a  specific  history  is  obtained,  even  though  it  has  been  previously 
employed. 


DISEASES  OF  UNCERTAIN  PATHOLOGY. 
EPILEPSY. 

The  term  epilepsy  has  been  subject  to  various  interpreta- 
tions, and  it  has  been  used  to  cover  the  definition  of  many  pe- 
culiar expressions  of  disease.  In  early  times  its  oconrrence 
was  even  attributed  te  the  wrath  of  mythological  deities.  Our 
knowledge  of  this  disease  is  not  yet  perfect  Not  every  con- 
vulsion or  eptleptoid  seizure  should  be  classed  as  epileptic,  and 
in  every  instance  we  should  determine  the  pathologic  condition 
before  we  mahe  a  diagnosis  or  promise  a  cura  It  is  probably 
a  disease  of  the  cerebral  cortex  and  when  there  is  excessive  irri- 
tation of  this  part  it  is  characterized  by  sudden  and  disorderly 
discharge  of  motor  force.  This  may  come  from  a  morphologic 
(sellular  change  in  the  cortex  or  it  may  be  traced  to  a  variety  of 
pathologic  causes  which  point  to  a  neurosis  of  some  kind.  It 
may  also  be  encouraged  by  physical  or  mental  degeneracy. 

We  should  look  upon  the  aitaeh  or  seizure  of  epilepsy  mUy 
as  a  symptom;  the  disease  may  be  anything  which  interferes 
with  the  mechanism  of  the  motor  energy  stored  up  in  the  motor 
cells  of  the  cortex.  There  are  many  forma  of  seizures  which 
have  been  erroneonsly  included  under  this  term. 

Etiology. — Predisposing  causes  have  much  to  do  with  the 
development  of  epilepsy.  Neurotic  heredity  is  a  factor  to  con- 
sider. Such  diseases  as  syphilis,  phthisis  and  inebriety  are 
without  doubt  predisposing  factors.  GoTtsanguineous  marriages 
may  accentuate  a  neurotic  tendency  which  contributes  to  ite  de- 
velopment, and  the  emotional  temperament  should  always  be 
regarded  as  favorable  to  its  occurrenca  The  epilepOe  age 
is  between  ten  and  twenty,  the  majority  of  cases  occurring  be- 
fore the  latter  year.     When  the  seizures  appear  after  this  year, 
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organic  brain  disease,  or  some  acquired  cause  like  syphilis,  alco- 
holism or  plumbiam  may  be  suspected.  IdioptUhie  cases  may 
begin  in  infancy  and  are  reported  as  late  as  the  sixtieth  year. 
The  period  of  dentition  may  set  up  a  reflex  brain  irritation 
which  later  may  develop  into  a  true  epilepsy.  Every  convul- 
sion in  a  child  should  be  regarded  as  serious  until  we  are  satis- 
fied that  it  is  not  epilepsy.  This  is  always  a  progressive  nerv- 
ous disease.     Sex  does  not  seem  to  have  a  special  influence. 

Inciting  causes  must  have  behind  them  these  predisposing 
defects — hereditary  influences  and  df^nerative  neuroses.  Re- 
flex irritations  are  presumable  causes,  hence,  the  ocular  and 
auditory  irritations,  gastric  and  intestinal  disturbances,  pelvic 
and  genital  diseases,  dental  irritations,  and,  in  fact,  any  periph- 
eral cause  which  abnormally  excites  the  sensory  tract  may 
cause  a  seizure.  In  this  class  may  be  included  those  cases 
which  seem  to  have  a  relation  to  childbirth  or  perverted  men- 
struation. Head  injuries  must  be  regarded  as  common  causes 
in  producing  focal  epilepsy.  Tovie  agents  are  decidedly  pre- 
disposing and  we  may  often  trace  the  cause  of  the  disease  di- 
rectly to  alcohol,  tobacco,  morphin,  cocain  and  similar  intox- 
icants. The  toxemia  may  come  from  the  intestinal  tract  or 
through  the  faulty  elimination  by  the  kidneys.  Infectious  dis- 
eases, particularly  scarlatina  and  typhoid,  are  occasionally  caus- 
ative agents  and  in  all  probability  other  acate  infections  are 
contributory  influences  in  a  fair  share  of  cases.  Syphilis  must 
always  be  recognized  as  a  very  common  cause,  either  from  the 
hereditary  standpoint  or  as  a  factor  in  the  cortex  changes. 
Other  inciting  causes  no  doubt  exist  and  we  may  reasonably  pre- 
suppose that  any  prolonged  or  unusual  irritation  which  spends 
its  force  upon  the  motor  cortex  may  induce  this  disease. 

Patholofy. — The  flnal  pathology  of  epilepsy  is  yet  to  be 
written.  That  a  cortex  disturbance  is  the  underlying  cause 
there  is  no  doubt.  This  may  come  from  a  degeneration  of  the 
motor  cells,  or  it  may  arise  from  a  proliferation  or  increase  in 
the  neuroglia  tissue.  Special  areas  of  the  cortex  are  usually 
affected  and  secondary  changes  like  connective  tissue  increase 
and  vascular  perversions  may  contribute  to  the  prolonged  irri- 
tation. Congenital  defects,  acquired  malformations,  nutri- 
tional errors  and  traumatism  may  all  conspire  to  depreciate  the 
normal  cortex  function  or  produce  a  reflex  irritation  which 
favors  the  sadden  and  explosive  discharge  of  motor  force. 
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These  anomaliea  pertain  to  the  bod;  as  well  as  the  brain,  jet  in 
the  latter  we  maj  also  occasionally  find  a  localized  perrereion  in 
the  convolutional  outline,  which  has  some  pathologic  signifi- 
cance. Chronic  leptotneningitis,  cerebral  coDgeetions  and  min- 
ute hemorrhagea  no  doubt  hare  some  relation  to  the  direct 
pathology.  Meningo-encephalitis  and  disseminated  scleroeis  in 
both  the  cortex  and  the  ganglia  must  also  be  regarded  as  causes. 
While  cranial  asymmetry  may  predispose  to  convolutional  im- 
perfection and  cell  inefficiency,  a  focal  irritation  may  induce 
the  seizure,  or  a  general  cortex  excitement  may  follow  from 
reflex  disturbance. 

Srmptoms. — The  attach  is  generally  preceded  for  a  few 
hours  or  a  few  minutes  by  a  peculiar  feeling  called  the  aura. 
This  ia  a  premonition  that  a  seizure  is  about  to  take  place  and 
it  may  be  defined  as  a  malaise,  an  irritability  or  a  sense  of  gid- 
diness. In  those  Instances  in  which  it  precedes  the  coomlsiTe 
explositm  by  several  days  it  is  characterized  by  such  motor  dis- 
turbances as  twitchings  of  the  face  or  extremities,  tremors  and 
restlessness.  Sensory  paresthesiae,  mental  excitement  or  de- 
pression may  characterize  this  premouitoiy  stage.  While  the 
aura  is  usually  an  initial  symptom,  it  may  not  always  be  pres- 
ent, and  in  some  cases  it  may  represent  an  aborted  attack.  Be- 
sides the  motor  and  sensory  aura  a  psychic  aura  has  also  been 
described.  In  this  there  ia  a  peculiar  accentuation  of  the  men- 
tal faculties  and  this  is  marked  either  by  a  sense  of  depression 
or  an  irritable  or  emotional  impulse.  A  cerebral  aura  may  be 
defined  as  a  sudden  vertigo  or  pain  in  the  head.  We  may  also 
discover  a  visceral  aura  which  may  relate  to  sensory  or  motor 
excitement  of  different  viscera.  Under  this  head  we  shall  rec- 
<^ize  such  complaints  as  precordial  pain,  cardiac  palpitation, 
laryngeal  spasm,  gastralgia,  colic  aod  incontinence  of  the  ves- 
ical sphincter. 

The  convulsion  or  epileptic  fit  varies  from  the  minor  at- 
tacks, which  are  not  always  recognized,  to  the  major  form  with 
the  classical  symptoms.  In  a  typical  case  of  epilepsy,  the  con- 
vulsion appears  suddenly,  a  ahriU  cry  is  frequently  uttered, 
unco7i£ciousness  immediately  follows,  aod  the  patient  falls  in 
the  fit.  Three  distinct  conditions  then  define  the  seizure — the 
periods  of  tonic  and  clonic  convulsion,  followed  by  a  period  of 
siertor.  In  the  tonic  stage  the  most  distressing  features  of  the 
fit  oocur.     It  is  on  account  of  this  tonic  spasm  that  the  patient 
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falla  so  violently  and  may  be  injured ;  for  the  eame  reason  we 
may  account  for  the  sudden  fixation  of  the  laryngeal  muscles 
which  causes  the  peculiar  cry  or  an  expiratory  guttural  noise. 
The  whole  body  is  in  a  state  of  rigidity.  The  tongue  often  gets 
between  the  teeth  during  this  stage  of  the  spasm  and,  hence, 
bleeding  at  the  mouth  la  often  noticed.  Vascular  lesions  in  the 
'  ekin,  mucous  membranes  or  conjunctiva  may  also  take  place  at 
this  time,  and  it  is  possible  for  the  brain  and  internal  viscera  to 
be  affected  in  a  similar  way.  The  tonic  stage  usually  lasts  only 
a  minute  or  two,  and  in  some  cases  only  fifteen  or  twenty  sec- 
onds. 

The  clonic  period  slowly  supplants  the  tonic  spasm  and  is 
evidenced  by  the  gradual  jerky  movements  of  the  face  and  limbs 
as  muscular  contractions  b^in  to  take  place.  The  slight  agita- 
tion of  the  muscles  soon  develops  into  the  grosser  and  more  vig- 
orous muscular  movements,  in  which  the  patient  may  be  thrown 
from  bed,  while  fracture  of  a  limb  or  other  injuries  may  occur. 
The  violent  contractions  of  the  muscles  of  mastication  and  the 
grinding  of  the  jaws  may  severely  injure  the  tongue,  and  accen- 
tuate other  facial  symptoms  of  the  rigor  stage.  The  rapid 
clonic  movements  after  a  short  time  gradually  give  way  to  less 
frequent  contractions,  but  their  violence  may  persist 
for  some  time.  As  the  respiration  is  still  in  a  state  of  partial 
suspension  the  asphyxia  and  cyanosis  continue.  The  heart  ac- 
tion is  intense,  the  arterial  tension  is  high,  the  temperature  may 
be  raised  from  one-half  of  a  degree  to  one  degree,  and  the  body 
may  be  covered  with  perspiration.  This  stage  terminates  in 
one  to  five  minutes  and  usually  ends  by  a  gradual  or  sudden 
condition  of  relaxation.  Involuntary  urination  or  defecation 
may  occur  as  the  result  of  sphincter  relaxation. 

The  penod  of  stertor  is  characterized  by  the  complete  im- 
consciousness  and  the  deep  stertorous  breathing. .  This  may  be 
so  profound  that  recovery  of  the  conscious  state  never  takes 
place,  though  this  is  a  rare  occurrence.  In  a  very  few  minutes 
the  patient  opens  the  eyes,  recognizes  people,  gains  partial  con- 
trol of  his  motor  power  but,  aside  from  a  slight  exhaustion,  has 
no  remembrance  of  the  fit.  Following  this  period  the  patient 
usually  passes  into  a  deep  sleep.  The  mind  does  not  attain  its 
normal  function  for  several  hours  and  a  condition  of  exhaustion 
may  exist  for  a  longer  time. 

There  may  be  many  modifications  in  the  character  of  the 
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epileptic  cohtuIsioh  and  the  duration  of  the  different  periods, 
but  the  featurea  as  outlined  in  the  three  stages  just  defined  will 
accurately  characterize  the  seizures.  Sometimes  the  attacks 
occur  at  night  and  these  forma  of  nocturnal  epilepsy  laBLy  not  be 
discovered  until  they  become  excessively  severe  or  possibly 
occur  in  the  evening  or  morning.  Many  of  the  seizures 
take  place  with  decided  regularity  and,  therefore,  may  he 
guarded  against,  particularly  when  there  is  a  pronounced  aura. 
Other  attacks  occur  at  such  irregular  intervals  that  it  is  impos- 
sible to  anticipate  them,  so  that  these  patients  invariably  suffer 
some  injury  from  the  fall  at  the  beginning  of  the  attack.  A 
condition,  known  as  status  epilepticus,  may  be  a  terminal  con- 
dition of  epilepsy.  It  is  essentially  a  prolonged  state  of  epi- 
lepsy. It  is  followed  by  a  period  of  profound  prostration  or 
oollapae,  but  frequently  death  may  take  place  in  the  convulsion. 

Sirmptoms  of  the  Minor  Attacks. — The  incomplete  at- 
tacks, known  as  the  petit  mat,  often  take  the  place  of  a  typical 
eomplote  attack  or  may  be  a  distinct  type.  In  many  instances 
they  are  not  recognized  by  either  the  physician  or  tjie  patient. 
They  are  characterized  by  a  sudden  and  momentary  loss  of  con- 
sciousness. The  patient  may  nod  bis  head,  drop  something 
from  his  hand,  may  fall  or  forget  what  he  is  talking  about. 
During  this  time  the  features  may  become  fixed,  the  face  may 
suddenly  blanch  and  a  vacant  look  may  be  detected  in  the  half- 
open  eyes.  Further  than  this  there  may  be  no  evidence  which 
suggests  epilepsy  and  the  patient  is  frequently  unconscious  of 
the  interruption  of  his  faculties. 

When  the  aura  is  present  it  may  not  always  be  appreciated. 
Many  of  the  minor  seizures  are  known  as  vertiginous  attacks. 
In  these  the  patient  suddenly  loses  consciousness  and  nearly 
falls.  The  facial  muscles  twitch  slightly,  a  quivering  is  no- 
ticed about  the  eyes  and  mouth,  the  limbs  are  moved  with  diffi- 
culty and  the  head  may  be  slightly  drawn  to  one  side.  Usually 
recovery  takes  place  almost  instantly  and  only  a  temporary 
sense  of  exhaustion  follows.  In  rare  instances  a  form  of  pro- 
cursive epilepsy  is  experienced.  In  this  the  attack  is  evinced 
by  sudden  forced  movements.  The  patient  runs  a  short  dis- 
tance, turns  around  or  makes  automatic  movements.  Symp- 
toms of  the  psychic  form  are  characterized  by  outbursts  of  mani- 
acal excitement  and  during  these  the  patient  may  do  injury  to 
himself  or  to  others.     These  states  of  excitement  may.  terminate 
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Bnddenlj  with  &  condition  of  collapse  or  &ey  may  be  protracted 
to  Bticb  an  extent  aa  to  simulate  tme  insanity.  Under  auch  an 
influence  homicidal  acts  may  be  committed,  obscene  language 
may  be  indulged  in,  or  a  pjromaniac  habit  may  be  established. 
Again,  the  patient  may  be  subject  to  sudden  and  violent  antc^ 
matio  actions,  while  in  the  semi-unconscious  state  of  the  partial 
fit.  In  other  instances  the  sotmtambviiatie  state  may  prevail, 
and  while  in  this  the  patient  may  walk  about  as  if  asleep.  A 
psychic  epileptic  equivalent  has  been  described  as  a  form  of 
epilepsy  which  comes  on  without  any  preliminary  attack.  In 
other  instances  hysteria  may  complicate  or  mask  the  epileptic 
factor  to  the  extent  that  hysteroid  conmLsionB  are  recognized. 
In  theae  the  patient  performs  many  coordinate  acts  the  same  aa 
in  true  hysteria. 

Jacksonian  or  partial  epilepsy  is  characterized  by  a  con- 
vulaion  which  affects  only  a  group  of  muscles  and  is  not  usually 
accompanied  by  lose  of  consciousness.  The  irritating  cause  is 
alwaya  a  focal  lesion  and  may  be  caused  by  a  tumor,  injury,  or 
an  inflammatory  exudate.  The  fit  may  at  some  period  of  the 
diaorder  have  all  the  features  of  a  grand  mal  attack.  Post-par- 
oxysmal pheTiomena  are  usually  recognized  as  transitory  condi- 
tions which  follow  the  shock  of  a  seizure.  These  may  be  char- 
acterized by  special  sense  perversions,  reflex  excitement  or  they 
may  partake  of  motor  disturbances,  such  as  tremors,  speech 
impairment  or  some  form  of  temporary  paresis.  Much  de- 
pends upon  the  intensity  of  the  attack,  but  the  patient  usually 
aleeps  immediately  after  the  convulsion  and,  with  the  exception 
of  the  involuntary  loss  of  urine  and  the  stupor,  it  seems 
like  a  normal  sleep.  The  temperature  is  usually  elevated  a  de- 
gree or  more  for  a  short  time  and  the  patient  may  complain  of 
licndache,  while  vomiting  is  liable  to  be  a  distressing  symptom. 
The  urine  shows  an  increase  of  earthy  phosphates  and  its  toxic- 
ity is  probably  enhanced.  The  most  unfavorable  sign  at  this 
period  is  the  evidence  of  mentel  deterioration  which  is  grad- 
ually augmented  by  the  repeated  attacks,  and  in  some  instances 
it  may  be  followed  by  dementia. 

The  general  health  doea  not  suffer  much  impairment  and, 
aside  from  the  digestive  disturbances  which  may  occur  from 
overeating  and  the  remedies  employed,  we  shall  notice  little  out 
of  the  ordinary  except  the  increasing  mental  incapacity.  The 
physical  imperfections,  among  those  who  are  born  to  epilepsy. 
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have  been  called  atigmaia.  These  are  defined  as  the  short 
statnre,  cranial  deformities,  bad  teeth,  high  palatal  arch,  facial 
asymmetry,  imperfectly  developed  ears,  atrophic  genitals,  to- 
gether with  the  signs  of  many  physiologic  deteriorations  and 
psychic  stigmata.  While  all  of  these  may  be  contributing  in- 
flnenoes  they  do  not  necessarily  have  any  direct  relation  to  the 
prevalence  of  convulsions. 

DiaCBOsls. — The  diagnosis  of  a  typical  attack  of  epilepsy 
is  not  a  difficult  matter,  but  the  recognition  of  many  of  the  in- 
complete attacks  will  often  tax  the  observation  of  the  best  phy- 
sicians. This  is  particularly  true  of  the  noctamal  attacks.. 
Careful  differentiation  will  require  close  study  in  many  in- 
stances, for  the  epileptoid  seizures,  which  arise  from  functional 
disturbances  and  toxic  conditions,  often  suggest  the  true  attack. 
For  this  reason  we  must  closely  watch  those  convulsions  which 
arise  from  intestinal  and  other  reflex  disturbances,  inasmuch  as 
the  removal  of  their  cause  will  eliminate  the  fits.  It  is  claimed, 
however,  by  the  beat  experts  that  those  convulsions  from  reflex 
causes  may  induce  a  real  epilepsy  in  those  who  are  predisposed. 
We  must  remember  also  that  epilepsy  may  appear  as  the  result 
of  more  than  one  cause  and,  therefore,  it  is  necessary  to  watch 
every  contributing  irritation  lest  this  become  the  means  of  ex- 
citing a  latent  predisposition  or  of  contributing  to  the  develop- 
ing pathology.  To  be  sure  of  our  diagnoeis  the  periodicity  of 
the  attacks  must  be  established.  Hysterical  convtUsions  will 
often  simulate  epilepsy,  but  these  never  have  the  true  loss  of 
consciousness,  while  their  distinctive  symptoms — as  enumerated 
under  that  subject — are  generally  well  defined.  Tumors  of  the 
brain,  apoplexy  and  some  of  the  vertigoes  may  resemble  epi- 
lepsy, but  other  attending  symptoms  usually  remove  the  doubt. 

Prognosis. — The  danger  in  epilepsy  does  not  exist  in 
the  single  attack.  The  seimre  is  not,  in  itself,  the  worst  feat- 
ure, but  its  debilitating  effect  upon  the  brain  is  liable  to  termi- 
nate in  dementia  or  at  least  in  impairment  of  the  mental  func- 
tion. The  prognosis  is,  therefore,  unfavorable,  and  that  is 
why  so  few  physicians  of  standing  offer  any  encouragement 
from  treatment  There  are  a  class  of  epileptoid  seizures — de- 
pendent entirely  upon  reflex  causes — which  we  may  hope  to  re- 
lieve, but  these  are  not  in  reality  epilepsy.  It  is  safe  to  say 
also  that  a  cure  may  be  expected  whenever  the  exciting  cause 
is  completely  removed,  while  a  condition  of  d^eueracy  is  always 
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unfavorable.  The  prognosis  in  petit  mal  is  often  as  onfavor- 
able  as  in  grand  mal  and  the  pajchie  form  is  still  worse. 
Status  epilepticus  is  always  an  unfavorable  condition  and  any 
o]^;anic  cause  will  make  the  outcome  less  hopeful. 

Treatment. — The  treatment  of  epilepsy  is  a  discourag- 
ing undertaking  for  the  physician,  for  neither  immediate  im- 
provement nor  a  permanent  cure  are  to  be  expected.  The  dis- 
satisfied patient  is  bound,  sooner  or  later,  to  yaoiUat«  between 
physicians  and  surgeons,  or  to  supplement  one  patent  remedy 
for  another  at  the  earnest  solicitation  of  interested  or  meddling 
friends.  Thus  it  is  rare  that  any  practician  has  a  fair  oppor- 
tunity to  try  any  remedy  or  a  particular  line  of  treatment. 
Surgery  has,  to  my  mind,  done  more  to  discourage  medical 
treatment  than  anything  else.  The  laity  has  imbibed  the  idea 
diat  the  disease  is  something  to  be  removed  by  operating  upon 
the  brain,  and  for  this  impression  an  unscrupulous  or  ambi- 
tious Burgeon  is  often  responsible.  That  surgery  is  indicated 
in  some  focal  lesions  like  Jaoksonian  epilepsy  or  in  the  case  of 
cranial  depression,  I  have  no  doubt  In  the  average  case,  how- 
ever, the  irritation  created  by  the  post  operative  cicatricial  in- 
crease, overbalances  the  temporary  improvement  whidi  is  in- 
variably apparent  soon  after  the  operation. 

In  the  line  of  internal  medication  bromide  are  used  most 
imiverBally,  bat  it  is  also  questionable  if  a  positive  cure  was 
ever  accomplished  by  thia  agency.  That  bromids  suppress  the 
seizures  and  prolong  the  interparozysmal  state  there  is  no 
doubt,  but  no  more  than  palliation  should  be  claimed  for  this 
agency.  On  the  other  hand,  the  danger  of  bromidism  is  al- 
ways to  be  feared.  There  are  several  forms  of  bromids — po- 
taasium,  sodium,  strontium  and  ammonium — ^which  have  been 
used  with  varying  success,  hut  the  one  most  frequently  em- 
ployed is  the  bromid  of  soda.  This  is  the  most  popular  inas- 
much as  it  does  not  disturb  the  stomach  so  much  as  the  others, 
if  it  ia  taken  with  a  sufficient  amount  of  water.  The  bromid  of 
potash  probably  has  a  better  sedative  effect,  but  it  is  more  liable 
to  create  stomach  irritation  and  other  unpleasant  effecCs. 
The  bromid  of  gold  and  hydrobromic  acid  have  been  also  rec- 
ommended, while  many  advise  the  combination  of  ammonium, 
potassium  and  sodium  bromid. 

As  there  are  opinions  for  and  against  the  use  of  bromids, 
BO,  too,  there  are  various  opinions  regarding  tbeir  method  of 


.y  Google 


1002  DISEASES  OF   THE  NERVOUS  SYSTEM. 

adminiBtratton.  Some  told  to  the  theoiy  that  it  is  best  to  give 
a  mild  doee  (gr,  10-15)  three  or  four  times  daily,  and  gradually 
increase  the  dosage  to  the  maximum  of  endurance.  Others 
argue  that  it  is  best  to  start  with  a  larger  dose  (gr.  30-60)  and 
increase  gradually.  Some  claim  that  "if  sixty  grains  daily  will 
not  correct  the  seizures,  then  nothing  will."  Others,  however, 
hold  that  thorough  bromidization  is  absolutely  necessary.  It 
is  claimed  also  that  the  omission  of  salt  from  the  diet  will  favor 
its  action  by  aiding  the  absorption  of  the  bromid,  and  thus 
smaller  doses  jaa.j  be  used.  Church  advises  the  em- 
ployment of  the  largest  dose  after  the  evening  meal, 
when  the  seizures  are  nocturnal,  and  at  bedtime  when 
they  occur  in  the  morning.  The  danger  of  bromidization 
may  be  limited  by  increasing  the  physical  ezeiciBe, 
taking  salt  baths  and  using  mineral  acids  and  alkaline 
waters.  In  my  .own  practice,  when  I  have  been  discouraged 
enough  to  resort  to  bromids,  I  have  given  the  following  com- 
pound tablet:  Sodium  bromid  and  potassium  bromid  (each 
grs.  3),  cannabis  indica  and  hyoecyamus  (each  m.  5),  in 
slightly  increasing  doses,  four  times  daily.  It  has,  in  my  ex- 
perience, suppressed  the  seizures,  with  less  danger  of  bromid- 
ism  than  is  experienced  when  la^;er  doses  are  given. 

The  use  of  sedatives  has  been  praised  by  some,  but  with 
these  we  only  gain — in  another  way — temporary  respite  from 
the  horrors  of  the  disease.  Por  this  such  remedies  as  pbenace- 
tin,  antipyrin,  trional,  chloral  hydrate  and  chloralamid  have 
been  advised.  In  status  epilepticus,  chloral,  or  any  of  these 
remedies,  may  be  given  in  large  doses  by  enemata.  The  nitrite 
of  amyl  pearls  may  be  of  adjuvant  use  in  giving  temporary  re- 
lief to  some  cases  or  more  particularly  in  warding  off  attacks 
during  the  early  stages.  Inhalations  of  chloroform  and  ether 
have  been  used  with  a  similar  object 

Many  speeifie  remedies  have  been  employed,  but  the  ma- 
jority have  been  abandoned  after  a  thorough  trial.  Bdhr 
donna,  on  account  of  its  power  of  dilating  capillaries,  has  been 
used  with  the  idea  of  giving  relief  to  cerebral  congestion  and 
irritation  and  the  same  is  true  of  nitroglycerin.  The  reaction 
which  follows  the  prolonged  use  of  these  has  discouraged  their 
extensive  employment.  Digitalis  has  also  been  used  with  the 
idea  of  stimulating  the  heart  and  thus  correcting  the  predispos- 
ing influence  of  a  weak  cinmlation.     Siryclinia  and  opium  have 


.y  Google 


EPILEPSY.  1003 

been  employed  from  an  opposite  BtaiKlpoint  with  the  idea  of 
blood  limitation  in  the  affected  part.  Neurastiienic  remedies 
have  also  been  employed,  the  aim  being  to  limit  the  nervous 
excitement  which  certainly  most  favor  the  explosive  discharge 
of  motor  force. 

The  r^ulation  of  the  diet  is  a  most  important  considera- 
tion. Nitrogenous  food  should  be  limited.  Furthermore,  it 
will  be  necesaaiy  to  limit  even  the  vegetable  diet  inasmuch  as 
these  patients  are  inclined  to  ravenous  appetite.  The  gas- 
trie  and  intestinal  irritations,  which  may  follow  from  over- 
eating, will  favor  the  seizures,  the  same  as  worms  in  the  case  of 
children.  Observations  relative  to  the  general  health  are  of 
great  importance  here  as  in  other  diseases,  for  as  we  perfect  the 
equation  of  physical  resistance  we  put  our  patient  into  the  best 
position  to  resist  the  disease  and  respond  to  oiir  remedies. 

Homeopathic  remedies  are  of  value  in  the  treatment 
of  epilepsy,  but,  as  I  have  previously  said,  I  have  my  doubts 
about  any  remedy  curing  this  disease,  and  this  opinion  is  ex- 
pressed only  after  an  earnest  e£Fort  in  this  respect  covering 
many  years  of  practice.  Any  remedy  or  any  treatment  which 
will  correct  the  pathologic  condition  will  cure  the  disease,  and  if 
symptoms  are  a  guide  to  that  end,  then  our  study  should  be  con- 
tinued in  this  line  for  some  time.  The  value  of  the  homeo- 
pathic remedy  often  consists  in  the  relief  of  irritations  which 
favor  the  pathologic  development  and  the  periodic  explosion  of 
motor  force.  If  they  accomplish  nothing  more  than  this  they 
are  certainly  of  service  in  the  treatment  of  this  disease.  Enantlie 
cracaia,  verbena  hastata  and  aolanum  carolinense  are  prob- 
ably the  most  popular  remedies  used  by  practicians  of  our 
school.  The  first  bears  a  symptomatology  closely  allied  to  idio- 
pathic epilepsy,  but  it  has  failed  me  in  all  its  potencies,  and 
I  have  seen  only  temporary  relief  from  the  use  of  the  tincture. 
Verbena  hastata  often  helps  a  certain  class  of  cases  in  which 
the  reflex  features  are  pronounced,  while  aolamam  earolineTise,  to 
my  mind,  is  the  best  remedy  of  the  three.  This  I  use  in  the 
tincture  (m.  10-30)  four  times  daily.  Averui  sativa  has  re- 
ceived favorable  mention  for  cases  in  which  neurasthenic  symp- 
toms are  marked.  Aurum  mur,  may  pertain  to  tissiie  changes 
in  the  cortex  and  for  that  reason  it  is  often  r^arded  Ha  a  reme- 
dy for  conaideration.  This,  ti^ther  with  the  iodids,  mercu- 
rims,  argenium  minevm  and  nifric  add  will  naturally  be  jndi- 
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cated  when  there  is  an  underlying  specific  cause.  Hyoscyamtia, 
stramonium,  cannabis  indica  and  belladonna  will  relieve  manj 
of  the  Bjmptoma  of  cerehral  irritation  which  certainly  favor 
the  diBchai^  of  motor  force.  Therefore,  it  would  seem  to  be 
a  correct  method  of  practice  to  prescribe  such  remedies  when 
they  are  symptomatically  demanded.  Anacardium  should  not 
be  overlooked  when  mental  excitement  is  a  predominating  aymp- 
torn. 

A  certain  class  of  remedies  which  have  a  diTect  relation  to 
the  neurasthenic  and  hysteric  conditions  will  require  careful 
examination  in  the  treatment  of  many  eases.  Thus  ignatia, 
strychnia,  zinc  phoa.,  zinc  pic.,  asafeiida,  valerian  and  hali  phos. 
relate  directly  to  the  causes  which  at  least  favor  the  epileptic 
attack.  The  spastic  or  choreic  condition  of  the  muscles  will 
frequently  demonstrate  a  state  of  nerve  excitement  which  is  re- 
lieved by  such  remedies  as  cuprum  meiailicum,  agaricin,  cicuta 
viroaa,  plumhum  and  amyl  nitrite.  And  so  we  might  enumer- 
ate many  other  homeopathic  remedies  which,  if  they  do  not  cure 
epilepsy,  may  at  least  help  us  to  correct  the  severity  of  its  symp- 
tomatology. 

HTSTEKIA. 

The  word  hysteria  has  been  applied  Ui  such  a  variety  of 
nervous  diseases  that  it  has  become  almost  a  misnomer  in  med- 
ical practice.  As  it  g^ves  rise  to  so  many  peculiar  mental  man- 
ifestations we  may  consider  it  a  psychic  disturbance.  In  ad- 
dition to  this,  trophic  and  vasomotor  disorders  are  sufficiently 
prominent  to  class  the  diaease  among  the  neuroses.  It  is  often 
characterized  by  crises  of  an  emotional  or  convulsive  nature  aiid 
the  interparoxysmal  state  will  be  recognized  by  various  stigmata. 

Etiology. — Heredity  plays  an  important  part  in  the  his- 
tory of  this  disease,  as  many  cases  can  be  traced  back  to  a 
neuropathic  family  trait.  This  rule,  of  course,  applies  more 
particularly  to  children  than  to  adult  patients.  Rheumatism, 
gout  and  tuberculosis  also  frequently  predispose  and  a  faulty 
early  training  is  likewise  a  contributing  factor.^  The  age  of 
puberty  and  early  adult  life  furnish  the  greater  number  of  cases, 
though  this  rule  is  often  modified  by  temperament  and  circum- 
stances. The  female  is  supposed  to  be  affected  most  frequently, 
though  the  male  is  by  no  means  exempt. 
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The  iT^eiting  cause  of  most  frequent  occurrence  ia  emo^ 
tional  disturbance,  though  fright,  grief  and  worry  are  often  in- 
cidental cftuBes.  Traumatiem  is  alao  a  factor  of  importance 
among  males  if  the  mental  shock  is  intense  at  the  same  time. 
Infectious  diseaaea,  cachectic  conditions,  intoxications  by  lead, 
alcohol,  mercury,  cocain,  morphin  or  tobacco,  associate  nervous 
and  mental  diseases  and  overwork  aa  well  are  part  of  the  direct 
causes.  Sexual  excess  may  induce  many  cases,  while  a  large 
class  of  patients  develop  the  disease  through  imitation. 

Sjnnptoms. — The  true  symptomatology  of  hysteria  is  es- 
sentially an  interpretation  of  the  stigmata.  These  partake  of 
a  sensory,  motor  and  psychic  character.  The  sensory  eymp- 
ioms  include  both  the  hyperesthesias  and  anesthesias.  Hyper- 
esthesia may  be  detected  in  various  forms.  Kxtreme  sensitive- 
uees  may  exist,  either  in  a  circumscribed  area  or  in  a  general 
distribution  which  seems  to  be  a  part  of  the  extreme  nervous  ex- 
citement. The  circumscribed  form  is  ostially  confined  to  small 
superficial  zones  on  the  breasts,  in  the  groins,  along  the  spine, 
over  the  ovaries  or  in  the  epigastric  area.  A  tieuralgte  pain 
may  supplant  the  hyperesthesia.  The  pain  may  sometimes  be 
confined  to  a  localized  headache,  either  on  the  vertex  or  over 
the  temples,  and  its  extreme  exacerbations  may  simulate  menin- 
gitis. Intercostal  pains,  facial  neuralgia  and  spinal  irritation 
may  alike  represent  the  hyperesthetic  phase  of  the  disease 
Pressure  upon  the  hyperesthetic  areas  ia  liable  to  excite  various 
kinds  of  paroxysms  and,  hence  these  spots  are  termed  hystero- 
genic zones. 

Anesthesia  is  a  more  pronounced  feature  of  hysteria  than 
hyperesthesia.  This  may  be  represented  in  various  degrees  in 
different  stages  of  the  disease.  The  loss  of  sensibility  may  be 
partial  or  complete,  it  may  vary  in  extent  and  distribution, 
it  may  also  involve  superficial  structures  like  the  skin  and 
mucous  membranes  or  it  may  invade  the  deeper  tissues  like  the 
muscles,  ligaments,  bonee  and  nerve  trunks. 

The  distribution  of  hysterical  anesthesias  is  somewhat  pe- 
culiar. The  most  common  form  is  that  of  hemianesthesia 
whi^  involves  the  half  of  the  body,  generally  including  the  sti- 
perficial  mucous  membrane  of  that  side.  It  may  alao  impli- 
cate the  special  senses.  The  segmental  distribution  of  anes- 
thesia is  the  next  in  frequency  and  this  will  be  realized  by 
the  loss  of  sensibility  in  one  arm,  a  leg,  a  part  of  the  face  or 
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head,  or  it  may  be  defined  by  a  band-like  area  of  anesthesia 
wbicb  girdles  the  body.  Disaemiruited  anesthesia  is  a  rare  form 
in  which  the  loss  of  sensibility  is  dietributed  in  patches  about 
the  body.  In  all  of  these  varieties  the  perversion  of  the  pain 
sense  is  most  prouonnced,  the  tactile  and  thermic  sense  being 
usually  less  affected.  The  pecvliariiiea  of  the  hysterical  an- 
esthesias are  quite  marked.  The  loss  of  sensation  does  not  con- 
form necessarily  to  the  anatomio  distribution  of  Uie  cutaneous 
nerves.  The  majority  of  the  reflexes,  with  the  exception  of  the 
palpebral  and  pharyngeal,  are  retained  or  rarely  modified,  the 
knee  jerk  and  ankle  clonus  being  inclined  to  exaggeration  rather 
than  a  decrease.  The  anesthetic  zones  are  changeable,  often  be- 
ing modified,  aggravated  or  increased  in  size  by  an  hysterical 
attack ;  the  loss  of  sensation  is  rarely  recognized  by  the  patient 
until  attention  has  been  drawn  to  this  fact  The  anesthesia 
usually  disappears  during  sleep  and  when  the  attention  is  di- 
verted. 

The  motor  stigmata  of  hysteria  are  important  phases  of 
the  disease  and  we  may  observe  marked  errors  of  movement 
which  vary  according  to  the  extent  of  the  disease  and  the  suscep- 
tibility  of  the  patient.  Retarded  movements  are  very  common, 
the  d^;ree  of  perversion  depending — ^to  a  large  extent — upoo 
the  amount  of  anesthesia.  Incoordinate  movements  are  also 
present  in  hysteria  proportionate  to  the  anesthesia  and  the  loss 
of  muscle  sense,  and  this  incoordination  disappears  in  the  auto- 
matic and  subconscious  actions.  Weakened  voluntary  or  in- 
tentional movements  are  also  common  motor  errors  in  hysteria. 
The  very  fact  that  the  patient's  attention  is  directed  to  the 
motor  action  required,  often  creates  a  momentaiy  muscular  in- 
efficiency. Rigidity  and  contractures  may  take  place  in  Umbe 
affected  by  the  anesthesia  or  weakened  from  the  loss  of  normal 
motor  power.  Both  the  flexors  and  the  extensors  are  involved 
and  the  joint  may  become  fixed  in  a  peculiar  way,  the  same  as 
defined  under  the  accidental  hysterical  contractures.  This 
state  has  been  termed  by  Charcot  as  the  "diathesis  of  con- 
tracture." 

The  meniai  stigmata  appear  under  various  degrees  of  mind 
perversion.  Forgetfulness  or  amnesia  is  the  usual  form  of  dis- 
turbance and  we  may  observe  this  usually  as  the  result  of  a  de- 
preciation in  will  power  or  mental  concentration.  That  this 
loss  of  memory  is  purely  functional  or  temporary  may  be  ex- 
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plained  by  the  foot  that  the  perversion  is  corrected  during  th« 
subconscions  and  the  hypnotic  state.  The  recoTery  demon- 
strates condusively  that  the  mtmoTj  impreasions  are  not,  in 
reality,  lost  Sometimes  these  errors  of  memory  are  aystem- 
atized  as  they  relate  to  a  certain  class  of  correlated  facts.  Again 
they  may  pertain  only  to  a  certain  period  of  time  and  for  that 
reason  it  is  termed  a  localized  memory  loss.  Iq  rare  instances 
there  may.  be  a  totai  or  complete  loss  of  memory  for  a  certain 
length  of  time,  only  to  be  regained  by  systematic  culture  and 
study  the  same  as  we  require  in  children.  There  is  sometimes 
a  peculiar  alternation  in  m^nory  losses,  one  group  of  m^nory 
pictures  being  loet^  while  another  group  is  regained.  Aboulia 
is  a  term  which  is  applied  when  the  will  power  is  lost  and  the 
class  of  cases  suffering  with  this  misfortune  lose  their  determi- 
nation and  power  of  conc^tration,  and  are  inclined  to  be  vacil- 
lating, impulsive  and  changeable  in  disposition  and  habits. 
Suggestibility  is  another  common  mental  symptom  in  hysteria. 
Under  this  condition  the  patient  is  easily  swayed  by  outside  in- 
fluence or  an  emotional  appeal.  There  is  a  tendency  to  mag- 
nify insignificant  things;  eensitiveness  is  a  marked  feature  of 
the  temperament  and  there  is  usually  an  absolute  dependence 
upon  others.  Such  patients  are  rarely  able  to  perform  any 
work.  Simvlation  is  one  of  the  most  common  of  the  mental 
stigmata,  as  the  hysteria  patient  is  always  inclined  to  mimicry, 
exaggeration  and  deceit. 

Accidenls  ol  Hysteria. — Under  this  head  may  be  grouped 
that  class  of  symptoms  which  refer  to  the  transitory 
though  often  severe  features  of  hysteria.  They  partake 
mostly  of  the  convulsive  character,  though  meter,  sen- 
sory and  visceral  accidents  may  exist  without  any 
evidence  of  a  convolsion.  The  hysterical  convulsive  attack 
may  take  place  in  a  majority  of  cases  without  being  determined 
as  such  on  accoimt  of  the  irregularity  and  diversity  of  symp- 
toms which  characterize  it.  The  grand  attach,  however,  which 
is  fortunately  a  rare  experience,  presents  well  defined  and  ex- 
treme symptoms  which  can  not  be  mistaken.  It  may  be  de- 
scribed under  four  stages:  (1)  The  prodromal  stage,  in  which 
these  patients  for  a  time  are  either  depressed  or  ezhilerated. 
In  such  conditions  they  become  moody  and  taciturn  or  on  the 
contrary  they  are  extremely  excitable,  irritable  and  talkative. 
Special  aenie  pervernona  may  now  become  pnmounoed  and 
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many  fonns  of  reflex  diaturbaiice  may  complicate  the  prodronial 
state.  An  aura  veiy  soon  presents  itself,  either  in  the  form  of 
a  wave-like  feeling  passing  over  the  body,  or  a  sense  of  con- 
striction or  suffocation  is  experienced  and  this  is  often  described 
as  a  ball  rising  in  the  throat,  the  typical  globus  hystericus. 
This  train  of  symptoms  may  continue  for  an  indefinite  length 
of  time,  with  varions  modifications  or  exaggerations,  nntil  the 
prodromal  disturbance  is  relieved  by  the  fit,  which  does  not  ap- 
pear with  any  definite  relation  to  the  duration  of  the  prerious 
symptoma.  (2)  The  epileptoid  period  has  received  its  defini- 
tion from  the  fact  that  the  symptomatology  in  this  stage  has  a 
strong  resemblance  to  the  epileptic  seizure.  The  fit  ia  occa- 
sionally ushered  in  by  the  initial  cry,  the  patient  falls,  is  ap- 
parently unconscious  and  many  of  the  facial  signs  of  epilepsy 
are  present  While  the  tongne  is  protruded  it  is  rarely  bitten 
and  involuntary  urination  is  uncommon.  The  tonic  apasm  of 
short  duration  soon  ensues,  being  characterized  by  slow  move- 
ments and  tetanic  rigidity.  The  feet  are  extended,  the  hands 
are  supinated  and  movements  of  circumduction  are  performed 
such  as  are  never  seen  in  epilepsy.  The  chest  and  abdomen 
are  fixed  and  the  whole  body  is  in  a  state  of  absolnte  rigidity. 
The  clonic  phase  of  the  convulsion  will  be  defined  by  the  small 
and  quick  movements,  the  arrhythmical  breathing,  noi^  degluti- 
tion, etc.,  all  of  which  actions  are  independent  and  illc^caL 
This  period  usually  lasts  for  six  or  seven  minutes,  gradually 
subsiding  into  a  phase  of  resolution  with  stertor,  frothing  at 
the  mouth  and  sharp  twitchings  which  show  that  some  of  the 
rigidity  remains.  A  period  of  clownian  defines  the  next  phase 
and  ia  characterized  by  a  series  of  contortions  and  wide-ranged 
or  grand  movements.  Opisthotonos  or  arching  of  the  body  up- 
ward, the  heels  and  head  being  firmly  fixed  on  the  bed,  is  one 
of  the  extreme  contortions  of  this  stage.  The  body  may  also 
undergo  marked  lateral  or  forward  contortions  while  alternate 
flexion  and  extenaion  of  the  trunk  or  limbs,  rolling  of  the  head 
and  other  grand  movements  are  also  characteristic  of  this  stage. 
The  patient  during  this  time  aeems  to  be  under  the  infiqenoe  of 
some  hallucination  or  delusion,  and  the  violent  outcries,  the 
rage,  the  tearing  of  garments,  the  horrible  facial  grimaces,  the 
biting,  scratching  and  fighting  actions  remind  one  of  a  maniac 
The  period  of  passional  attitudes  follows  closely  upon  the 
previous  period.     This  seems  to  blend  a  feeling  of  joy  and 
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violent  passion  witli  the  intense  state  of  anger  and  mental  ex- 
citement whidi  preceded.  In  other  words  the  patient  seems  to 
be  giving  a  pantomime  expression  to  an  apparent  intoxication 
of  pleasure  or  the  appreciation  of  a  pleasant  dream.  This  is 
carried  out  mostly  by  postural  suggestion,  facial  expression  or 
the  movement  of  the  eyes.  This  phase  of  hysteria  is,  however, 
not  entirely  an  expression  of  joy,  love  and  erotiBm,  but  has  a 
marked  mixturo  of  rage  and  temporary  maniacal  excitement. 

The  period  of  delirium  followa  soon  after  the  preceding 
stage  and,  in  a  sense,  it  is  a  continuation  of  that  dreamy  state, 
thou^  delirium  predominates.  The  patient  seems  to  be  dom- 
inated by  hallucinations  and  some  of  the  passional  attitudes 
may  be  repeated.  The  delirium  often  takes  on  the  fnrious  form 
and  again  it  may  be  characterized  by  the  gay  mental  state  and 
this  at  aU  times  fades  into  a  condition  of  despondency.  Many 
times  the  actions  are  similar  to  those  of  acute  mania,  the  patient 
giving  expression  to  obscene  and  violent  language  as  well  as 
performing  many  wild  and  unreasonable  acts.  This  period 
does  not  usually  last  long  and  the  patient  soon  recovers  the  con- 
scious state,  being  somewhat  dazed  and  giving  evidence  of  much 
fatigue. 

The  duration  of  the  attacks  varies  decidedly,  the  entire 
seizure  rarely  lasting  longer  than  half  an  hour  and  often  a 
shorter  time  than  this.  The  prodromal  and  other  periods  may 
be  prolonged  and  in  exceptionally  severe  cases  one  attack  may 
follow  another  in  such  rapid  succession  that  a  statuB  epUepticus 
may  be  simulated.  Modified  or  partial  attacks  may  be  no- 
ticed, in  which  one  or  more  of  the  Btages  may  be 
aggravated,  or  may  alone  characterize  the  seizure  are 
frequently  observed.  In  this  respect  we  may  recog- 
nize a  vertiginous  aitacJc  in  which  the  vertigo  is  the  pronounced 
feature  of  the  premonitory  stage,  the  vision  being  somewhat 
obscured,  tinnitus  and  a  sense  of  cardiac  failure  also  being  ap- 
parent The  attack  stops  short  of  any  other  stage.  In  other 
cases  globus  may  be  the  paramount  expression,  tetanic  attacks 
in  which  the  tonic  convulsion  is  the  chief  feature  are  liable  to 
appear,  attacks  of  passional  extreme  characterize  some  seizures, 
while  syncope  may  be  recognized  by  the  extended  state  of  un- 
conscionsneas  and  somnambvliatic  attacks  may  give  rise  to  scnne 
peculiar  featB  in  this  line.  GataUpsy  or  trance  may  represent 
tiie  orisia  of  an  hysterical  attack  or  it  may  be  closely  associated 
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with  the  diaeaae  as  a  matter  of  habit  tendency.  Whenever  this 
state  ezietB  aome  eridenoe  of  hysteria  is  nanally  present  to  de- 
fine the  cause. 

The  tnoior  accidetiis  of  hysteria  are  represented  either  by 
paralyses  or  contractnres,  or  in  some  cases  by  a  combination  of 
the  two.  The  paralysis  may  occur  in  the  form  of  a  monopl^a, 
parapl^is  or  hemipl^ia  following  a  oonvulaive  attack,  a  men- 
tal shock  or  traumatism.  One  marked  cbaracteristio  is  the  fact 
that  there  is  generally  an  intervening  period  in  which  motor 
disability  apparently  disappears.  Another  distinctive  feature 
is  the  reoognition,  at  times,  of  some  voluntary  or  automatic 
motion.  Vasomotor  and  trophic  disorders  are  usually  detected, 
the  electrical  and  tendon  reactions  are  generally  normal,  while 
hyperesthesia  and  aneethesi&,.euperfioial  and  deep,  are  distinct 
characteristics.  The  intensity  of  the  paralysis  will  vary  ac- 
cording to  the  hysterical  state  and  the  surrounding  influences, 
but  usually  a  permanent  recovery  is  obtained  in  time.  Sys- 
terical  coTitractures  are  in  reality  caused  by  the  intense  rigidity 
of  the  muscles,  the  onset  and  termination  being  abrupt,  except 
in  rare  instances.  There  is  a  tendency  toward  the  assumption 
of  certain  attitudes,  the  arm  being  addueted,  with  the  elbow, 
wrist  and  fingers  forcibly  flexed.  Extension  seems  to  prevail 
in  the  joints  of  the  lower  extremities,  while  contraction  of  the 
spinal  muscles  may  give  rise  to  a  pseudoscolioeis.  Most  of 
these  contractmes  are  transient  and  the  exaggerated  ones  pre- 
vail only  during  the  hysterical  attack.  Aneethesia,  both  super- 
ficial and  deep,  is  a  distinctive  feature  in  most  coses  and  trophic 
disorders  may  follow  in  cases  of  long  standing.  There  is  no 
marked  muscular  wasting,  the  electrical  reaction  of  degenera- 
tion is  not  present  and  the  reflexes  are  preserved.  During  sleep 
and  under  complete  narcosis  the  contractures  usually  cease. 
The  hysterica]  fit,  injury  or  operation  are  liable  to  enhance  the 
contraction. 

HysteriaU  hemiplegia  is  an  occasional  feature  of  the  dis- 
ease, though  it  lacks  the  cardinal  symptoms  of  the  true  hemi- 
plegia. The  patient  seems  to  jerk  or  drag  the  foot  in  the  per- 
formance of  locomotion,  the  arm  not  showing  much  of  the  af- 
fection. Contracture  is  often  observed  in  some  of  the  ap- 
parently paralyzed  musclee.  While  the  facial  muselea  are  not 
much  concerned  in  the  hemiplegia  they  are  nevertheless  subject 
to  hysterical  paralysis  or  contracture.  Monoplegia  of  temporaiy 
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character  may  affect  any  limb,  though  the  muscles  of  that  part 
are  not  oniTerBaUy  involved.  Paraplegia  is  an  exceptional 
complication,  and  may  temporarily  paralyze  the  sphinctets. 

Hysterical  rhythmical  spasms  of  the  facial  or  limb  mnsclee 
are  Bometimes  recognized  and  these  are,  in  a  sense,  a  limited 
feature  of  the  seizure.  They  may  take  the  form  of  choreic 
twitchings,  nodding  or  rotatory  apasma  of  the  head,  a  sharp, 
barking  cough,  rhythmical  movements  of  the  arms  or  limbs  as  if 
performing  a  definite  function  and  other  movements  which  are 
characterized  by  the  rhythmic  action.  Hysterical  tremors  are 
of  all  kinds  inasmuch  as  the  patient  may  counterfeit  those 
which  are  characteristic  of  other  diseases.  We  may  ILkewise 
find  them  in  association  with  diseases  which  may  be  oombined 
with  the  hysteria  or  they  may  occur  only  during  the  hysteric 
attacks. 

Seaaory  Acddeots. — These  are  of  transient  or  periodic 
character  and  are  usually  represented  by  some  form  of  pain, 
though  vision  and  hearing  may  be  temporarily  impaired. 
Cephalalgia,  generally  represented  by  an  area  of  hyperesttesia, 
is  the  most  common  symptom  of  this  kind.  This  occurs  in 
periodic  attacks  and  is  accompanied  by  extreme  exhaustion, 
gastric  disturbances  and  other  temporary  functional  imperfec- 
tions. In  case  the  headache  becomes  excruciating  and  there 
is  any  sign  of  delirium,  fever  or  muscular  rigidity,  it  might 
be  taken  for  meningitis  and  for  this  reason  this  condition  is 
sometimes  recognized  as  a  pseudomeningitis.  Spinal  irritdb^ 
iiy  is  also  a  feature  of  the  sensory  accidents  and  the  same  is 
true  of  visceral  neuralgia.  A  most  typical  representation  of 
this  form  of  accident  is  recognized  in  the  attacks  of  hysterical 
angina,  which  may  closely  simulate  the  symptoms  of  a  true 
stenocardia.  These  attacks  are  usually  induced  by  some  emo- 
tion or  nervous  excitement  and  precordial  hyperesthesia  is 
usually  detected  in  conjunction  with  the  pseudo  cardiac  neu- 
ralgia. The  one  characteristic  differentiation  is  found  in  the 
absence  of  any  real  cardiac  lesion. 

Visceral  Accidents. — The  peculiar  disturbances-  in  hys- 
teria which  pertain  to  the  viscera  are  observed  in  various  forms. 
The  respiratory  perversions  which  are  not  serious  are  usually 
recognized  in  the  form  of  aphonia  following  a  temporary  laryn- 
geal paralysis.  In  such  instances  the  patients  may  speak  only 
in  a  whisper  and  yet  in  an  unexpected  moment  or  during 
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sleep  the  normal  voice  may  return.  Dumbness  is  a  rare  hys- 
teric condition,  though  this  generally  is  due  to  a  motor  amnesia 
of  cerebral  origin.  Agraphia  is  rarely  a  feature  of  hysteria. 
Imperfect  speech,  however,  is  frequently  induced  by  the  loss  of 
control  of  the  tongue  and  this  is  induced  by  its  contraction 
and  faulty  protrueion.  Thus  the  patient  stanmiers  and  be- 
comes extremely  nervous  in  attempting  to  talk,  often  giving 
expression  to  peculiar  noises  like  a  hiccough,  sob  or  grunt. 
Hysterical  dyspnea  often  arises  from  a  sudden  contraetion  of 
the  diaphragm,  while  in  other  instances  it  may  appear  only 
as  a  fit  of  rapid  respirations  induced  by  the  extreme  nervotu 
excitement.  Pulmonary  congestion  is  also  a  very  rare  finding 
in  hysteria. 

The  digestive  accidents  are  prominent  and  ntunerous,  the 
perversions  being  manifest  in  many  ways.  For  instance 
anorexia  may  be  so  extreme  that  the  patient  often  reaches  the 
stage  of  starvation,  and  thus  emaciation  ia  a  frequent  symptom. 
The  esophageal  spasm,  which  often  creates  globus,  dysphagia, 
hysterical  vomiting  and  regui^tation  of  food  are  characteristic 
features.  The  urinary  disturbances  are  closely  associated  with 
the  digestive  perversions  and  partial  or  complete  suppression 
may  attend  the  attacks  of  vomiting.  Polyuria  is  a  marked 
feature  of  the  prodromes  of  an  hysterical  seizure,  the  patient 
passing  lai^  quantities  of  pale  urine.  Evidence  of  nerve  waste 
is  invariably  found  by  the  urinary  examination  and  this  pro- 
cedure is  frequently  a  valuable  guide  in  diagnosis  as  we  watch 
the  urinary  changes  which  take  place  daring  the  paroxysmal 
stage.  Frequent  urination  is  a  symptom  of  the  interparox- 
ysmal  stage  the  same  as  in  all  nervous  individuals. 

Hysterical  fever  may  assume  various  types  of  exacerba- 
tion, and  at  times  it  may  have  a  high  range.  The  evidence  of 
infection,  however,  is  not  present  and,  aside  from  the  increase 
of  temperature,  the  signs  of  fever  are  not  present. 

Trophic  «ai  Vawmotor  Acddents.— These  disorders  are 
not  common  or  enduring.  Blood  discharges  during  the  hys- 
terical excitement  are  occasionally  seen  associated  with  the 
perspiration,  tears  or  mammary  secretions.  Erythemateus  or 
vesicular  eruptions  and  neurotic  edema  are  rare  manifestations 
of  trophic  perversion.  Sudden  glandular  enlargements  may 
precede  or  attend  the  seizure  or  pertain  to  the  interparoxysmal 
state.    This  feature  is  particularly  illustrated  by  the  mammary 
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awellingB  or  the  bysterical  breast  wbicli  often  Buggeete  the  poB- 
sibility  of  pregnancy.  One  or  botb  glands  may  become  hard 
and  to  a  certain  extent  tui^escent  and  painful,  the  indnration 
often  lasting  several  weeks  or  months.  Ifuscular  atrophy  ia 
also  a  trophic  accident,  though  it  is  of  rare  occurrence. 

Pragnssls. — The  pn^nosis  in  the  disease  must  be  given 
conditionally  as  so  much  depends  upon  the  nervous  makeup  of 
our  patient,  the  character  of  the  past  life  and  the  environment. 
Many  of  the  stigmata  may  improve  under  careful  treatment, 
but  the  disease  is  liable  to  continue  indefinitely  unless  the  ex- 
citing cause  is  removed.  Mild  forms  invariably  respond  to 
internal  medication  and  a  change  of  surroundings.  In  every 
case  vigorous  and  persistent  treatment,  absolute  control  of  the 
patient  and  a  discipline  are  necessary  to  a  cure.  The  disease 
has  a  tendency  to  run  a  chronic  course,  many  of  the  sensory 
stigmata  persisting  for  a  long  time,  while  some  of  the  motor 
accidents  are  liable  to  recur  at  any  time.  Major  hysteria  in 
patients  beyond  forty  is  not  usually  amenable  to  treatment. 

Diagnosis. — In  making  our  diagnosis  we  must  carefully 
eliminate  the  nervous  diseases  and  conditions  which  are  easily 
mistaken  for  hysteria.  The  hpstencal  temperament  is  by  no 
means  the  disease  hysteria  and  the  same,  to  a  certain  extent,  is 
true  of  minor  hysteria  and  its  various  stigmata,  nysteria 
major  presents  more  serious  aymptoms  and  the  motor  and  sen- 
sory accidents  are  of  greater  importance.  This  is  the  real  hys- 
teria which  demands  our  consideration  and  its  convulsive  fea- 
tures will  define  the  nature  of  the  disease.  Inasmuch,  however, 
as  mimicry,  variability  of  symptoms  and  simulation  of  oi^nie 
diseases  are  so  natural,  a  most  painstaking  differentiation  is 
necessary.  We  must  at  the  same  time  remember  that  serious 
diseases  may  be  associated  with  hysteria  and  we  must  be  care-" 
ful  not  to  confuse  the  symptoms  of  these  diseases  with  those 
of  the  latter. 

The  extreme  manifestations  of  hysteria  have  their  charac- 
teristic featurea.  The  paralyses  show  no  marked  wasting,  no 
reaction  of  d^eneration,  the  deep  reflexes  are  exaggerated  or 
preserved,  and  other  morbid  signs  of  hysteria  are  always  pres- 
ent. The  anesthesia  has  its  peculiar  distribution  and  the  con- 
tractures generally  cease  during  sleep,  and  deep  narcosis.  The 
hysterical  convulsion  should  be  differentiated  from  epilepsy. 
Id  hysteria  emotion  usually  establishes  the  onset,  the  move- 
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ments  ere  coordinate,  tbe  tongue  is  not  bitten  nor  does  the 
patient  suffer  any  injury  from  tlie  fall,  Conacionsness  ia  gen- 
erally preserved  and  the  seizure  may  he  stopped  by  various 
methods. 

Treatment. — The  treatment  of  hysteria  should  be  under- 
taken without  the  aid  of  drugs.  We  have  made  our  greatest 
errors  in  the  management  of  this  disease  in  attempting  to 
meet  a  symptomatology  rather  than  to  correct  a  mental  condi- 
tion. In  this  respect  it  has  been  the  mistake  of  the  past  that 
we  have  too  frequently  relied  upon  a  remedy  which  seined  to 
be  indicated  and  overlooked  a  condition  or  an  influence  which 
has  been  the  creative  factor  of  the  disease.  Much  of  this  is 
due  to  the  fact  that  we  too  frequently  confuse  this  disease  with 
neurasthenia,  which  is  more  amenable  to  remedies  prescribed 
according  to  their  symptomatic  suggestions.  The  first  essential 
of  treatment  is  to  gain  the  patient's  confidence  and  at  the  same 
time  to  exert  a  masterful  control.  The  physician  who  sym- 
pathizes and  pets  hta  hysterical  patients  will  never  attain  a  re- 
sult in  treatment.  The  moment  the  patient  has  learned  the  first 
lesson  of  obedience  to  her  physician  he  will  be  of  some  help 
to  her  after  she  has  determined  to  get  well.  Any  encourage- 
ment of  the  idea  that  the  patient  is  an  invalid  will  augment 
the  severity  of  the  symptoms.  The  fixed  idea  of  infirmity 
which  is  the  dominant  influence  must  be  controlled  and  cor- 
rected. 

Sanitanum  treatment  is  not  always  conducive  to  a  speedy 
recovery  for  the  comfortable  surroundings  and  the  attention  of 
physicians  and  nurses  is  liable  to  magnify  the  suffering  in  the 
mind  of  the  patient.  The  rest  cure,  which  is  not  made  too 
pleasant  and  comfortable  for  the  patient,  is  certainly  the  cor- 
rect place  for  treatment  in  cases  where  exhaustion  is  a  feature 
of  the  symptomatology.  When  it  is  a  refuge  in  which  the  pa- 
tient may  be  petted  and  encouraged  in  the  nursing  of  her  fan- 
cied suffering,  it  will  be  of  no  avail.  It  is  always  beet  to  have 
the  patient  away  from  home  surroundings  where  a  kindly 
discipline  and  a  firm  influence  may  help  to  stunulate  a  determi- 
nation to  get  well  and  remove  the  fixed  idea  of  a  serious  sick- 
ness. Physicians  are  well  aware  of  this  requirement,  but  too 
few  of  us  seriously  carry  out  this  feature  of  practice,  as  it  ia 
BO  natural  to  yield  to  the  influence  and  the  feara  of  the  patient 
and  the  family.    The  very  change  of  locality  is  often  a  stiniii- 
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lant  which  relieree  the  morhid  mentality  and  when  the  patient 
finds  no  sympathy  or  is  even  exposed  to  ridicule  there  is  often 
a  remnant  of  self-assertion  which  is  aroused  to  a  proper  degree 
of  activity.  The  cobiforta  of  sudden  wealth  are  frequently  to 
be  blamed  for  this  afBiction.  The  son  or  daughter  who  seeks 
to  purchase  pleasure  at  too  rapid  a  rate  simply  because  they 
can  pay  the  price  are  bound  to  underestimate  their  physical  and 
mental  endurance.  In  my  experience  some  of  the  worst  forms 
of  hysteria  hare  been  observed  in  the  children  of  wealthy 
parentage  who  have  been  allowed  to  indulge  in  social  excess, 
to  drink  wine  and  poesibly  smolra  cigarettes,  to)  turn  ni^t  into 
day  and  sleep  late  in  the  morning  and  to  encourage  every  selfish 
and  foolish  habit  of  the  so-called  ultra-fashionable  set.  The 
young  man,  or  rather  the  young  "fdlow,"  who  has  been  allowed 
the  indulgence  of  a  license  which  presumably  belongs  to  the 
wealthy  class  is  not  only  an  incurable  unless  he  mends  his 
ways,  but  is  at  the  same  time  an  object  which  excites  the  dis- 
gust of  any  sensible  practician.  There  is  at  the  same  time 
another  class  of  hysterias  which  arouse  our  professional  sym- 
pathy and  for  whom  we  should  exert  our  best  efforts  to  save  a 
useful  member  of  society.  I  refer  to  that  class  of  noble  young 
women  and  men  whose  environment  and  vocation  have  de- 
manded an  abnormal  expenditure  of  physical  and  mental  en- 
ergy to  gain  a  living  and  care  for  others  at  the  same  time. 
These  must  in  some  way  be  relieved  of  the  intense  strain  which 
their  occupation  and  misfortune  demand.  The  reason  that  the 
so-called  Christian  Science  has  been  credited  with  helping  so 
many  cases  of  hysteria  is  due  to  the  fact  that  under  this  in- 
fluoice  the  patient's  imaginary  ills  have  been  supplanted  for 
a  faith  in  which  they  confidently  repose.  In  some  way  we  must 
get  patients  away  from  themselves  and  compel  them  to  perform 
some  duty  to  rid  them  of  this  disease.  Hypnotism  has  received 
much  praise  in  the  management  of  these  cases,  but  it  is  often 
a  dangerous  prooedure.  Autokypnoais,  or  the  cultivation  of 
self  control,  is  an  important  feature  of  mental  culture  and 
should  be  encouraged  in  every  instance.  Electricity,  massage 
and  all  such  external  measures  have  only  a  minor  influence 
in  the  treatment.  Systematic  and  often  vigorous  exercise  is 
much  better  for  the  patient  This  should  be  indulged  to  the 
point  of  healthy  physical  exhaustion  and  so  far  as  possible  the 
exercise  schoold  be  a  feature  of  some  vocation.     Whea  hys- 
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terieal  patients  have  something  to  do  and  are  compelled  to  do 
it,  their  work  brings  them  at  least  temporary  mental  relief. 
The  majority  of  these  patients  become  indolent  and  possessed 
with  a  fear  of  their  inability  to  walk  or  perform  any  duty 
requiring  muscular  activity.  These  ideas  must  be  gradually, 
kindly  but  determinedly  overcome.  Hydrotherapy  ia  a  val- 
uable tonic  and  it  is  best  applied  as  a  cold  bath  or  by  means 
of  the  psycbrophore. 

The  remedies  which  may  be  used  in  this  disease  are  re- 
ferred to  under  neurasthenia  and  other  subjects.  They  should 
be  prescribed  according  to  indications  after  the  physician  has 
studied  the  case  long  enough  to  eliminate  imaginary  complaints. 
As  the  disease  is  in  reality  a  psychoneurosis  medication  should 
only  be  an'  incident  in  the  treatment.  When  the  patient  is 
made  to  understand  that  her  physician  believes  that  her  con- 
dition is  not  serious  enough  to  demand  a  prescription,  she 
may  overcome  her  dependence  upon  medicine.  A  large  anm- 
ber  of  the  cases  which  we  see  in  every  day  practice  have  be- 
come confirmed  hysterics,  if  not  mentally  imdermined,  by  strong 
drugs.  The  treatment  of  the  seiznre  may  require  nerve  seda- 
tivea  ioT  temporary  relief,  but  this  is  mostly  for  the  benefit 
of  relatives.  The  more  we  ignore  these  attacks  and  the  less 
we  prescribe  for  them  the  better  it  will  be  for  our  patients, 
Uiough  it  is  possible  that  such  lack  of  attention  may  decrease 
OUT  popularity. 


NEUBASTHENIA. 

Since  this  disease  was  described  by  Beard  in  1869  it  has 
received  marked  attention  hj  the  profession.  Under  the  terms 
"nervous  prostration"  and  "nervous  exhaustion"  it  has  been 
readily  recognized  by  the  profession.  It  may  be  a  feature 
of  many  morbid  conditions,  Init  it  is  probably  a  neurosis.  It 
ia  rect^ized  in  all  of  its  extremes  in  the  present  strenuous 
business,  professional  and  social  life.  Nervous  irritability  and 
exhaustion  are  its  characteristic  features. 

EHolo^. — Neurasthenia  usually  occurs  after  the  twentieth 
year  and  it  is  prone  to  affect  both  sexes  and  all  classes,  though 
it  is  most  apparent  among  those  whose  work  and  social  posi- 
tion demand  more  than  ordinary  physical  strain.  Heredity, 
occupation,  environment,  high  altitude  and  debilitating  dia- 
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saw  play  an  important  part  in  its  development.  Ifentalitj 
is  also  a  factor,  aa  those  who  have  not  properly  caltivated  self- 
control  in  work  and  pleasure  are  naturally  predisposed.  Among 
the  inciting  causes  we  may  mention  grief,  anxiety,  worry  and 
excitement.  Overwork  and  imder-reat  are  frequent  factors. 
Ezceeses,  muscnlar  strain,  alcohol,  tobacco  and  many  of  the 
foolish  habits  of  the  day  contribute  to  its  existence.  Trau- 
matism, toxemia,  anemia  and  all  constitutional  diseases  favor 
its  development 

Patholofj. — While  no  definite  pathologic  changes  have 
been  discovered  it  is  r^arded  aa  a  fatigue  neurosis.  Church 
says  "its  manifestations  are  best  explained  by  a  diminished 
dynamic  energy  and  lessened  recuperative  power  in  the  cere- 
brospinal axis  and  especially  in  its  cellular  elements." 

Symptoms.- — ^The  Bymptoms  of  this  disease  are  manifold, 
and  are  often  exa^erated  by  the  patient.  Nerve  irritation, 
exhaustion,  headache,  backache,  gaatro-intestinal  disturbance, 
insomnia  and  depression  are  most  characteristic  complaints. 
The  motor  disorder  will  be  recognized  by  pronounced  muscular 
weakness,  a  fine  vibratory  tremor,  facial  twitchings  and  exag- 
gerated tendon  reflexes.  The  sejiaory  disturbances  are  marked 
by  no  well  defined  hyperesthesia  or  anesthesia.  The  peculiar 
helmet  headache  which  extends  from  the  occiput  over  the  head, 
is  fairly  characteristic.  A  sense  of  pressure  characterizes  this 
feeling,  the  intensity  being  most  marked  in  the  back  of  the 
head.  Backache  usually  attends  this  and  is  most  marked  in 
the  cervical  and  lumbar  regions.  Rarely  this  sensation  ex- 
tends into  the  limbs,  which  are  usually  weakened  by  exertion. 
Tenderness  over  the  spine  is  determined  by  pressure,  and  is 
generally  exaggerated  by  the  patient.  Many  peculiar  sensa- 
tions are  recited  to  the  physician,  the  most  of  which  are  ex- 
tremely vague.  Visual  disturbances  are  common,  retinal  sen- 
sitiveness and  perversions  of  accommodation  being  sometimes 
apparent.  Photophobia  is  occasionally  present  and  there  may 
be  some  impairment  of  hearing,  smell  and  taste. 

The  digestive  disorders  are  usually  marked,  nervous  indi- 
gestion being  the  most  prominent  symptom.  The  appetite  is 
often  impaired,  constipation  is  common  and  intestinal  gases 
will  give  evidence  of  impaired  digestion.  Cardiac  palpitation 
is  generally  detected  as  a  permanent  condition  or  following 
any  unnatural  exertion  or  excitement.     The  tumultuous  action 
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of  the  heart  givcB  rise  to  a  rapid  pulse  and  maii7  of  the  fea- 
tures of  tachycardia.  The  pulse  is  small  and  rapid,  and  a 
cardiac  munaur,  similar  to  a  hemic  murmur,  hut  represent- 
ing the  heart  eshauetioB,  is  frequently  detected.  Pulsating 
arteries  may  simulate  aneurysm  hut  may  he  detected  in  more 
than  one  artery.  In  the  majority  of  cases  the  feehle  circu- 
lation may  give  rise  to  cold  extremities.  Because  oi  the  feehle 
circulation  and  hecause  neuraetbenice  rarely  drink  much  water, 
the  nrine  may  he  soan^.  In  many  Instances  spasmodic  poly- 
uria, particularly  at  night,  is  a  prominent  symptom.  Gem'taZ 
disorders  are  characterized  hy  lessened  sexual  power  and  sper- 
matorrhea in  the  male. 

The  mental  symptoms  are  the  source  of  much  complaint 
on  the  part  of  the  patient  though,  to  tlie  physician,  they  are 
of  lees  consequence.  Irritability,  mental  incapacity,  loss  of 
memory,  a  lack  of  confidence  in  themselves,  depression  and 
a  peculiar  fear  are  the  prominent  symptoms  in  this  respect. 
Neurasthenics  usually  have  a  fear  of  some  impending  catas- 
trophe and  for  this  reason  they  often  hesitate  to  cross  the 
street,  to  mingle  with  company  or  to  leave  their  room.  They 
are  always  solicitous  ahout  themselves.  These  patients  become 
extremely  selfish  and  their  emotional  nature  is  easily  aroused. 
Insomnia  is  always  a  bothersome  symptom.  As  the  result  of 
these  mental  perversions  and  the  general  neorasthenic  state, 
nutrition  is  greatly  impaired. 

Diafnoslfl.^ — There  is  no  doubt  about  the  diagnosis  when 
the  classical  symptoms  are  found.  Special  significance  abould 
be  attributed  to  the  fine  vibratory  tremor,  exaggerated  knee- 
reflexes  and  the  occipital  headache.  Hysteria,  though  often 
associated  with  this  disease,  may  be  differentiated  hy  its  stig- 
mata. Hypochondriasis  may  be  recognized  by  its  symptoms 
of  melancholia. 

PrognoBls. — When  the  heredity  is  good  and  there  are  no 
serious  complicating  diseases  a  favorable  prognosis  should  be 
given.  Nutritional  impairment  offers  the  most  discourage- 
ment. The  vacillating  disposition  of  the  patient  may  thwart 
the  most  determined  treatment,  and  an  unfavorable  environ- 
ment will  always  retard  the  recovery.  To  accomplish  a  cure 
the  physician  must  have  absolute  control  of  his  patient.  The 
course  o£  the  disease  tends  toward  chronicity. 
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Treatment. — ^A  volume  might  be  written  upon  the  treat- 
ment of  this  disease,  but  the  real  object  to  be  attained  is  rest. 
The  Ted  cure  is  one  of  our  beet  agencies  for  this  purpose,  but 
this  is  not  within  the  reach  of  every  patient.  It  ie  possible 
to  obtain  rest  at  home  under  the  strict  control  of  the  physi- 
cian, and  it  will  be  necessary  for  the  patient  to  cultivate  the 
habit  of  relaxation  at  all  times.  This  may  be  accomplished 
when  a  resolute  determination  is  made  not  to  overtax  the 
strength  at  any  time.  It  is  possible  to  form  a  habit  in  busi- 
ness that  will  allow  s  man  to  work  with  ease  and  to  confine 
his  labor  to  certain  definite  hours.  This  usually  wiU  not  be 
done  unleaa  the  physician  prescribes  it  and  insists  upon  it 
as  a  part  of  the  treatment  When  any  labor  causes  physical 
exhaustion  and  irritability,  it  is  a  sign  that  shorter  hoiirs  are 
required  or  a  vacation  is  needed.  The  hurry  and  worry  of 
modem  business  and  social  life  is  the  cause  of  our  large  num- 
ber of  neurasthenics.  Begular  hours  for  business,  meals  and 
sleep  are  mandatory  requirements.  Social  life,  aside  from 
the  informal  relations  of  a  few  friends,  must  be  absolutely 
forbidden.  Diversion  is  always  necessary  and,  therefore,  we 
must  find  some  innocent  pleasure  for  a  regular  pastime.  Neu- 
rasthenia is  sometimes  due  to  the  lack  of  occupation  and  in 
such  cases  it  will  be  our  duty  to  prescribe  one.  In  every 
case  the  physician  must  be  a  good  manager  or  he  fails  in 
his  treatment.  It  will  never  do  to  sympathize  with  a  patient, 
for  the  tendency  to  despondency  is  too  well  fixed.  Hope  and 
.  determination  to  get  well  must  be  inculcated  or  the  cure  is 
retarded.  The  mental  condition  is  hard  to  overcome,  but  this 
must  be  done  and  many  times  it  requires  a  commanding  in- 
fluence to  supplant  these  vagaries.  The  patient  must  become 
a  philosopher  and  live  a  simple  life  to  r^ain  perfect  health. 
To  impart  this  influence  the  physician  must  possess  the  same 
spirit.  NouritihTnerd  is  another  important  essential,  as  the 
majority  of  these  patients  do  not  take  a  sufficient  amount  of 
food.  A  mixed  diet  with  a  sufficiency  of  proteids  is  always 
demanded.  Digestive  disturbances  will  require  tonics  and 
symptomatic  treatment  to  correct  these  errors  and  stimulate 
the  appetite.  Predisposing  diseases  must  always  be  corrected 
or  the  cause  of  neurasthenia  is  not  removed.  Massage  and 
electricity  probably  have  their  part  in  the  treatment  of  indi- 
vidual cases,  but  systematic  work  or  healthful  exercise  is  bet- 
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ter  for  the  patient.  Hydrotherapy  is  a  valuable  adjursat. 
It  maj  be  employed  in  any  way  wbicb  seems  indicated.  The 
cold  sponge  morning  and  evening  is  the  simplest  form  of  ap- 
plying it  The  cold  bath  or  the  shower  will  be  beneficial  to 
some  and  when  insomnia  is  marked  the  psychiophore  will  be 
useful. 

Powerful  drugs  are  not  a  part  of  th^  medical  treatment 
and  usually  do  more  harm  than  good.  TonicSj  however 
are  sometimes  essential.  Iron,  arsente  and  strychnia 
may  be  needed  when  anemia  and  exhaustion  are  pro- 
nounced and  many  of  the  blood-iron  preparations  are 
useful  when  the  hemoglobin  is  low.  The  hypaphosphites 
are  a  standard  prescription  for  the  nerve  exhaustion 
while  phoapho-tdbumen  and  phosphagon  are  also  bene- 
ficial in  this  respect.  Strychnia  (grs.  1/60-1/30)  may  be  de- 
manded in  case  of  cardiac  weakness,  but  strychnia  valerianate 
(gr.  1/60)  is  even  a  better  remedy.  Iron  (gr.  1),  phosphorus 
(gr.  1/100),  and  arsenic  (gr.  1/100)  la  another  serviceable 
remedy  when  stimulation  is  desired.  Alcohol  should  not  be 
allowed.  Sedaiives  are  often  required  for  sleep  and  the  best 
of  these  is  chloralamid  (grs.  15-25)  given  with  a  glass  of  cool 
water  at  night.  When  nervous  excitement  is  extreme  the  tab- 
let of  zinc  phosphid  (gr.  1/8),  cannabin  (gr.  1/10),  and  Ayos- 
cin  hydrobromate  (gr.  1/400)  may  be  prescribed  four  times 
daily  until  the  nervous  excitement  has  subsided. 

The  homeopathic  remedies  are  of  more  importance 
in  the  treatment  of  this  disease  and  we  should  be  guided  in 
their  selection  .by  the  totality  of  symptoms.  Zinc  has  long 
been  regarded  as  of  first  value  as  it  refers  to  a  condition  of 
erethism  in  the  brain  and  spinal  cord.  It,  therefore,  refers 
to  the  spasticity,  tremors,  neuralgia  and  extreme  hyperesthesia. 
It  may  be  given  in  the  third  decimal  potency  for  a  long  time. 
Picric  acid  in  combination  with  zinc  or  iron  has  a  more  effi- 
cient action  when  the  cell  function  is  extremely  impaired  or 
when  anemia  is  a  marked  factor.  The  weakness  of  the  limbs, 
the  numbness,  the  spinal  pains,  the  occipital  headache  and  the 
profound  exhaustion  will  respond  to  the  use  of  this  remedy. 
Perrum  phos.,  china  ars.,  phos.  acid,  phosphorus,  kali  mur., 
kali  phos.,  china  and  similar  remedies  will  have  their  sphere 
of  usefulness  and  may  be  properly  compared  with  picric  acid 
and  its  combinations.     When  the  innervations  are  less  control- 
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lable  we  ahall  find  use  for  such  remedies  as  agariein,  valerianate 
of  ammonia,  hyoscyamua,  camphor  monobromated,  gelsemium, 
belladonna,  stramonium,  dcuta  virosa,  enantke  and  ignatia. 
When  the  mental  symptoms  are  accentuated  we  shall  find  no 
better  remedy  than  anacardium  which  is  best  used  in  the 
second  or  third  decimal  potency.  The  weakness  of  memory 
and  the  periodic  signa  of  irresistible  irritation  characterize  its 
symptomatology.  It  has  also  a  marked  relation  to  the  diges- 
tive disturbances  of  this  disease.  Other  remedies  which  may 
be  compared  in  this  respect  are  swmhtd,  asafetida,  valerian, 
moschus  and  eoffea. 

When  the  cardiac  excitement  requires  treatment  it  may 
be  necessary  to  give  it  atimulative  support  by  the  remedies 
usually  used  for  this  purpose.  Generally,  however,  this  is 
not  required  as  the  indicated  remedy  is  sufficient.  !For  the 
tachycardia  there  are  no  better  remedies  than  fucus  vesiculoau^ 
and  lycopus  virginieus. 


HIGBAINE. 


Migraine  has  been  defined  as  a  constitutional  neurosis 
characterized  by  periodical  attacks  of  distressing  headache. 
It  has  also  been  termed  "sick  headache,"  and  "hemicrania." 
Church  defines  it  as  "an  explosive,  paroxysmal  psychoneuro- 
sis."  Aside  from  the  severe  headache,  nausea  and  vomiting, 
mental  depression,  vasomotor  disturbances,  vertigo,  tinnitus 
aurium  and  rarely  ociilo-motor  paralysis  characterize  the  dis- 
ease. On  account  of  the  vomiting  it  is  very  frequently  re- 
garded as  a  bilious  attack. 

Etiolo^. — Kearly  all  of  the  beet  observers  have  attrib- 
uted this  disease  to  hereditary  tendencies.  It  may  be  related 
to  the  grave  neuroses  or  psy(^oees  and  it  is  sometimes  closely 
affiliated  with  hysteria,  epilepsy  and  rarely  insanity.  Qout, 
autotoxemia,  injury,  shock  and  neurasthenia  are  without  doubt 
prominent  factors  in  its  etiolc^.  Puberty,  adolescence  and 
early  adult  life  furnish  the  majority  of  cases  and  the  female 
is  more  predisposed  than  the  m^e. 

The  inciting  eavses  are  many.  Gastric  and  intestinal 
disturbances,  eyestrain,  grief  and  emotion  are  frequent  pre- 
disposing factors.  Lithemia,  autointoxication,  infections  or 
anything  which  lowers  the  physical  resistance  favors  the  devel- 
opment of  migraine. 
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Symptoms. — The  Bymptome  of  the  attack  are  quite  imi- 
fonn.  The  premonitory  symptoms  are  characterized  by  irri- 
tability, apathy  and  a  dull  indescribable  feeling  which  precedes 
the  more  severe  symptoma.  Sensory  symptoms  then  develop 
Buddenly.  Bright  spots,  colored  rings,  luminous  zigzags,  hemi- 
anopsia and  other  visual  disturbances  are  often  marked.  The 
senses  of  taste  and  hearing  are  also  affected  and  other  sensory 
disturbances  may  characterize  the  initial  stage  which  is  soon 
succeeded  by  the  headache.  Motor  symptoms  may  be  added 
to  those  of  sensory  character,  a  paretic  condition  being  occa- 
sionally recognized  on  the  side  opposite  to  the  hemiorania. 
Motor  aphasia  may  be  present  in  a  few  cases  while  the  men- 
tal disturbances  are  rarely  extreme  iu  character. 

Headache  is  the  most  dominant  and  distressing  symptom. 
It  usually  starts  as  a  localized  pain  in  the  frontal  or  temporal 
area  and  soon  involves  the  lateral  half  of  the  head.  It  may 
start  in  the  occipital  area  and  extend  over  the  head  to  one 
eye  or  again  it  may  be  more  diffuse.  These  attacks  last  from 
six  to  twenty-four  hours,  and  sometimes  longer,  the  patient 
during  this  time  seeking  absolute  quiet  and  freedom  from  light. 
The  scalp  is  very  tender  in  the  rc^on  of  the  hemicrania  and 
pie  pain  is  intensified  by  any  sudden  motion  and  noise.  When 
there  is  a  remission  in  the  headache  the  patient  is  extremely 
exhausted  and  seeks  sleep. 

Nausea  appears  usually  as  the  headache  reaches  its  height 
and  is  attended  by  complete  anorexia.  Digestion  seems  to  be 
absolutely  interrupted  for  a  time  and  constipation  is  generally 
a  feature.  VomUijig  is  frequently  a  symptom  and  Qie  retch- 
ing is  often  extreme.  This  generally  marks  the  crisis  in  the 
attacks. 

The  vasomotor  symptoms  are  marked  features  of  the 
seizure,  a  pallor  or  mottling  of  the  face  often  preceding  the 
hemicrania.  The  pallor  may  be  followed  by  flushing,  red 
streaks  often  appearing  on  isolated  spots  over  the  seat  of  the 
headache.  As  the  attack  subsides  the  surface  resumes  its  accus- 
tomed appearance,  the  pulse  becomes  normal,  diuresis  is  often 
marked  and  as  the  interparoxysmal  stage  is  approached  the 
patient  experiences  a  marked  sense  of  relief. 

The  course  of  the  disease  is  characterized  by  a  marked 
persistency  of  the  paroxysmal  return.  It  seems  to  resist  treat- 
ment, but  is  inclined  to  disappear  as  the  patient  passes  middle 
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life  or  as  women  get  beyond  the  menopanae.  A  periodic  regu- 
larity is  noticed  in  the  return  of  the  paroxysms,  though  some 
inciting  cause  is  necessary  to  start  it.  The  seizures  some- 
times assume  the  character  of  an  epileptic  attack,  or  transi- 
toiy  mania  and  some  have  regarded  migraine  as  closely  allied 
to  the  former  disease.     The  pathology  is  not  yet  understood. 

Dia^Osis. — The  paroxysmal  and  recurrent  character  of 
the  headache  plus  the  symptomatology  just  defined  are  suffi- 
cient to  direct  attention  to  this  disease.  The  sensory  pre- 
monition and  the  vasomotor  features,  the  hemicrania  and  the 
nausea  will  help  to  confirm  the  diagnosis,  particularly  when 
we  find  the  hereditary  tendency.  Malarial  and  syphilitic 
headaches  have  a  more  pronounced  r^pilarity  and  the  intervals 
between  the  attacks  are  shorter.  They  have  no  nausea,  vom- 
iting or  vasomotor  symptomB  and  there  is  not  a  complete  recov- 
ery after  each  attacL  Petit  mal  may  closely  simulate  mi- 
graine, hut  the  aura  of  epilepsy  is  much  shorter,  unconscious- 
ness is  always  present  and  headache  is  not  a  feature.  The 
headache  of  cerebral  tumor  is  much  more  severe  and  depressing, 
the  vomiting  is  propulsive  and  without  nausea.  The  head- 
aches of  nephritis  will  be  differentiated  by  other  symptoms  of 
that  disease,  the  diagnosis  being  established  by  urinary  analysis. 

Prognosis. — Uigraine  does  not  readily  respond  to  treat- 
ment. Church  claims  that  it  "has  a  tendency  to  last  until 
involutional  changes  in  the  organism  conunence,  when  it  fre- 
quently subsides  by  a  gradual  increase  of  the  intervals  between 
the  attacks  rather  than  by  a  lessening  of  their  severity."  Be- 
moval  of  the  reflex  cause  and  the  correction  of  the  neurosis 
are  essential  to  the  cure. 

Treatment. — The  reflex  irritations  must  first  bo  sought  in 
the  treatment  The  relief  of  eyestrain  frequently  corrects 
the  irritation.  Autointoxication  is  so  frequently  a  cause  that 
we  must  always  take  into  consideration  the  possible  perversion 
of  intestinal  digestion.  Occasionally  the  cause  may  be  found 
in  a  gouty  or  lithemic  condition  and,  therefore,  diet  is  an 
important  consideration.  The  nitrogenous  foods  must  be  lim- 
ited or  eliminated  on  account  of  this  possible  cause  and  it  is 
always  advisable  to  give  such  patients  a  sufficiency  of  pure 
water  and  an  intestinal  antiseptic.  Exercise,  outdoor  life, 
freedom  from  excitement  and  worry  are  essentials  in  treat- 
ment.    Constitutional  treatment  may   require  such  remedies 
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as  tlie  iodida,  arsenie,  strychnia,  iron  and  possibly  ^utntn. 
Special  remedieB  liks  nitroglycerin  (gr.  1/100),  atropin  (gr. 
1/150),  and  eannabia  indiea  (gr.  1/10-1/4)  have  been  nsed 
for  BOtne  time.  Tbeee  may  give  at  least  temporary  lelief  in 
many  caaee.  I  have  ueed  with  some  Buocess  a  compound  pill 
containing  eannabin  (gr.  1/8),  tine  phos.  (gr.  1/10),  and 
hydrobromate  of  hyoacin  (1/400).  One  pill  ia  given  three 
or  four  times  daily  until  permanent  relief  is  obtained.  So- 
dium saiieylaie  or  strontium  saiicylate  (grs.  10-20)  has  been 
successfully  used  when  rheumatism  is  a  factor,  and  for  the 
same  reason  eolchicin  (gr.  1/100)  has  also  been  prescribed. 
Aspirin  (grs.  10)  and  saline  laxatives  are  equally  useful  when 
there  is  an  underlying  lithemic  condition.  The  ooal  tar  deriv- 
atives may  be  cautiously  used  for  temporary  relief.  Bromid 
of  potash  (grs.  10-20)  frequently,  and  morphin  (gr.  1/4)  occa- 
sionally, may  be  required  for  the  relief  of  excessive  nervous- 
ness or  severe  pain.  Trional  (grs.  15)  and  ehloraJamid  (grs. 
15-25)  are  sometimes  demanded  for  the  insomnia  which  attends 
the  pain.  If  we  give  our  patient  a  good  night's  rest  in  this 
way  the  pain  may  be  better  endiired  while  we  hold  to  the 
remedy  which  seems  indicated.  Caffein  (grs.  2-5)  with  6«n- 
soate  of  sodium  (grs.  4)  is  a  popular  combination  for  pain 
relief.  Ouarana  (grs.  10-20)  or  menthol  (grs.  5-10),  muriate 
of  ammonia  (grs.  16-30)  have  been  advised  by  manyj  these 
are  usually  more  efficacious  when  given  with  hot  water.  Local 
treatments  may  include  the  use  of  galvanism,  the  static  spark, 
hot  applications,  or  equal  parts  of  camphor  and  chloral  hydrate' 
may  be  applied  to  the  scalp. 

The  homeopathic  remedies  have  been  mentioned  under 
neurasthenia  and  neuritis.  Belladonna,  gelsemium,  iris  ver- 
sicolor, Phytolacca,  hryonia,  agaricin,  tine  phos.,  cannabis  in- 
diea, mezereum,  physostigma,  aanguinaria,  glonoin  and  spigelia 
have  been  successfully  used  when  clearly  indicated.  We  must 
keep  it  constantly  in  mind  that  a  careful  study  of  the  symp- 
toms will  guide  us  to  the  use  of  a  remedy  which  will  establish 
a  more  effectual  relief  of  the  pain. 


CBOBEA. 

The  chorea  described  by  Sydenham  is  the  acute  form 
which  is  generally  referred  to  under  this  head.  It  ia  now 
classed  under  the  infectious  neuroses  though  by  some  it  is 
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Btill  r^arded  as  an  acquired  uenroeiB.  It  iB  diaracterued  bj 
irregular  jerkings  and  incoordinate  morements.  It  is  a  oom- 
mou  disease  among  children. 

EUolofy. — Age  is  an  important  factor  in  the  etiol<^,  tlie 
laifiest  number  of  casee  oocniring  before  tbe  twentieth  year. 
Fsmalea  are  affected  oftener  than  males.  It  occura  most  fre- 
quently during  the  spring  and  fall.  Inciting  causes  frequently 
include  fright,  worry,  mental  shock  and  overwork.  It  may  be 
established  by  traumatism  or  reflex  irriiaiion.  As  examples 
of  the  latter  cause  we  may  occasionally  trace  the  disease  to 
au  eyestrain,  an  adherent  clitoris,  phimosis,  diBeases  of  the 
nasopharynx  or  intestinal  irritation.  The  irritating  causes 
have  probably  been  overestimated  in  many  inatanoes.  Anemia 
or  malnutrition  are  attending,  if  not  exciting,  conditions.  The 
infectious  diaeases  of  childhood  may  frequently  precede  or 
attend  an  attack  of  chorea  and  thia  is  well  illustrated  by  its 
intimate  relation  to  rheumatic  fever.  Just  what  that  rela- 
tion is  has  not  yet  been  clearly  established,  but  it  is  worthy  of 
considerable  attention  in  the  study  of  this  disease.  Endo- 
carditis is  also  closely  allied  to  chorea,  tbe  fatal  cases  revealing 
endocardial  vegetations  similar  to  those  of  rhetunatic  endo- 
carditis. Pregnancy  is  sometimes  the  cause  of  severe  choreic 
attacks  in  women.  Heredity  is  always  to  be  r^arded  as  a 
prominent  factor  in  the  development  of  tbe  disease. 

Pathology. — There  are  apparently  no  uniform  or  char 
acteristic  changes  in  the  nerve  stmcture.  Tbe  brain  and  spinal 
cord  may  suffer  from  intense  hyperemia  and  periarterial  exu- 
dations. Minute  hemorrhages,  with  secondary  softening  and 
emboli,  have  been  found  in  and  about  the  basal  ganglia. 
Elisoher  has  described  "chorea  corpuscles"  in  and  around  the 
arterioles  and  perivascular  spaces  of  the  brain  and  cord.  As 
these  are  also  found  at  autopsies  on  septic  subjects  it  tends 
to  confirm  the  infectious  theory  of  chorea.  Tbe  cardiac  changes 
include  most  commonly  endocarditis  and  more  rarely  pericar- 
ditis and  mitral  disease.  Micro-organisms  have  been  noted  by 
several  observers,  but  as  yet  no  specific  cause  has  been  decided 
upon  by  pathologic  investigations. 

Symptoms. — While  some  cases  develop  suddenly  the  ma- 
jority of  them  are  characterized  by  the  alovi  onset.  Before  the 
appearance  of  the  motor  symptoms  it  will  usuaBy  be  noticed 
that  the  child  is  peevish,  there  is  some  distwrhancs  of  deep. 
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there  is  a  tendency  to  eonatant  resUessnees,  and  mitability 
IB  often  marked.  The  child  is  emotional,  capricious  or  de- 
presaed  at  times.  A  criticism  or  reprimand  may  incite  the 
attack  and  frequently  the  premonition  of  an  attack  may  be 
noticed  in  the  orer^ealouB  attention  to  school  work  or  other 
dttties.  The  child  may  complain  of  fatigue,  pains  in  the  limbs, 
loss  o£  appetite  and  constipation. 

The  motor  tymptoms  of  chorea  are  characterized  by  in^ 
ular  and  spasmodic  muscular  movements.  These  begin  in  the 
muscles  of  the  hands  and  forearm,  though  the  face  is  often 
affected  first.  The  child  winks,  grimaces  and  drops  things 
from  the  handa.  The  speech  is  affected  and  becomes  "halting 
or  ffi^losive"  on  account  of  the  faulty  articulation,  due  to 
the  involvement  of  the  lips  and  tongua  The  tongue  is  pro- 
truded with  difficulty  and  partakes  of  the  involuntary  spasm 
80  that  the  patient  often  keeps  it  in  constant  motion.  Degluti- 
tion may  be  interfered  with  on  account  of  the  choreic  move- 
moits  of  the  lipa,  cheeks,  tongue  and  palate.  The  fingers  show 
the  choreic  twitchinga  early  and  perform  a  variety  of  un- 
natural movements.  The  foot  and  leg  soon  are  affected  simi- 
larly to  the  upper  extremities  and  the  child  stumbles  when 
attempting  to  walk.  One  side  is  usually  affected  Srat  and 
later  the  opposite  side  is  involved.  In  about  a  month  the 
diaease  reaches  its  height,  the  abnormal  movements  then  be- 
omiing  continuous.  The  hands  can  perform  no  volitional  move- 
ment, the  child  most  be  fed  and  walking  is  almost  an  impos- 
sibility. Respiration  may  he  involved  when  the  diaphragm 
and  thoracic  muscles  are  affected. 

The  choreie  movements  may  take  place  both  during  rest 
and  during  volitional  acts.  In  some  eases  voluntary  move- 
mente  alone  incite  the  inooordinate  movement  while  in  other 
instances  the  twitchinga  may  occur  only  when  the  muscles  are 
at  rest.  The  choreic  movements  generaJly  cease  during  sleep. 
The  mind  ia  naually  disturbed,  the  patient  being  irritable, 
peevish  and  often  suffering  with  hallucinations. 

Pain  or  anesthesia  are  not  usually  present.  The  muscles 
are  weak  but  not  paralyzed.  The  reflexes  may  show  slight 
changes.  The  electrical  irritebility  of  the  muscles  is  generally 
increased,  hut  there  are  no  qualitative  changes.  Nocturnal 
enuresis  is  common  and  the  urine  often  contains  an  ezoesa 
of  urea  and  phoephates. 
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Cardiac  diBordera  Are  more  ceimnon  in  cfaoiea  than  has 
been  previously  recognized.  Fonctional  murmuis  are  fre- 
qnently  present,  inasmuch  ae  anemia  and  chlorosis  are  such 
prominent  factors  in  this  disease.  Palpitation,  precordial  pain  ■ 
and  arrhythmia  may  be  in  evidence  according  to  the  severity 
of  the  cardiac  excitement.  Tachycardia  is  frequently  a  symp- 
tom of  prominence.  Oiganic  murmurs  are  always  present  when 
endocarditis  is  a  complication.  On  account  of  the  close  rela- 
tion betwe^i  chorea  and  cardiac  diseases,  the  heart  should 
always  be  kept  under  dose  surveillance. 

The  general  physical  condition  in  chorea  should  receive 
much  attention  in  the  management  of  the  disease  inasmuch 
as  anemia,  anorexia,  indigestion,  constipation  and  insomnia  so 
often  augment  the  specific  condition.  The  natural  tendency 
to  an  associate  infection  will  also  give  rise  to  many  unexpected 
symptoms,  a  sudden  fever  occasionally  appearing. 

The  course  of  this  disease  is  characterized  by  exacerbations 
and  remissions.  The  average  duration  is  from  four  to  eight 
months,  though  aggravated  cases  may  last  much  longer.  Im- 
provement usually  appears  gradually,  the  lower  extremities  be- 
ing relieved  first.  The  upper  extremities,  the  trunk,  face  and 
tongue  then  improve  in  the  order  named.  A  recurrence  is 
liable  to  be  experienced  from  the  slightest  perversion  of  health 
or  nerve  exhaustion. 

Oiher  forma  of  chorea  have  been  described.  The  grave 
form,  or  chorea  gravis,  is  characterized  by  an  aggravation  of 
the  motor  symptoms  and  in  many  instances  of  the  mental  symp- 
toms as  well.  It  may  appear  as  a  recurrence  of  the  common 
type  in  aggravated  form.  The  onset  is  usually  audden,  the 
choreic  movements  are  on  a  large  scale,  continuous  and  violet 
Locomotion  is  often  impossible,  deglutition  is  performed  with 
difficulty  and  speech  is  incoordinate.  The  patient  is  liable  to 
injury  by  a  audden  fall,  fever  often  appears,  delirium  is  not 
uncommon  and  the  patient  may  become  maniacal,  the  cfaoreio 
status  ensuing. 

The  chorea  of  p-egnaney  is  noticed  in  young  primiparae, 
but  generally  reveals  a  previous  history  of  chorea.  In  addi- 
tion  to  the  characteristic  symptoms  of  the  ordinary  form  of 
the  disease,  mental  disturbances  are  pronounced.  The  choreic 
symptoms  rarely  disappear  before  parturition  and  even  then 
they  may  continue.  They  may  recur  at  later  pre^ancies  and 
a  fatal  termination  is  not  imcommon. 
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Paraiytie  chorea  has  also  been  termed  "limp  chorea"  in- 
asmuch aa  the  paretic  symptoms  are  more  pronouBced  than 
the  choreic  movements.  Young  children — four  or  five  years 
of  age — are  most  frequently  predisposed,  an  infection  being 
frequently  the  inciting  cause.  Monoparesis  is  most  common, 
though  hemipl^a  or  paraplegia  are  of  rare  occurrence. 

Diafnosis. — There  is  rarely  any  doubt  about  the  diagnosis 
in  the  ordinary  type  of  chorea,  as  the  symptoms  are  so  clearly 
defined.  The  choreic  movements  which  attend  other  disease? 
are  often  confusing.  Athetosis,  posthemiplegic  chorea,  Fried- 
reich's ataxia  and  the  rhythmic  tremors  of  hysteria  have  beon 
differentiated  in  their  appropriate  place..  The  tics  appear  more 
suddenly  and  are  recognized  by  their  subconscious  character. 
Huntingdon's  chorea  has  a  family  history,  appears  later  in 
life  and  shows  a  tendency  toward  dementia.  Myoclonus  and 
the  electric  chorea  of  Dubini  have  but  slight  similarity  to 
chorea. 

Prognosis. — Tbis  is  one  of  the  diseases  of  the  nervous  sys- 
tem which  will  respond  to  early  treatment.  In  a  sense  it  is 
a  self-limited  disease.  Recovery  depends  largely  upon  the 
previous  history  and  the  general  health  of  the  child  at  puberty. 
The  intensity  of  the  attack,  the  violence  of  the  choreic  move- 
ments and  the  evidence  of  mental  impairment  are  always  un- 
favorable symptoms.  Cardiac  complications,  infection,  pr^- 
nancy  and  the  presence  of  the  choreic  status  should  give  an 
unfavorable  prognosis. 

Treatment. — The  treatment  is  largely  a  matter  of  rest. 
The  muscular  weakness  renders  this  necessary  while  the  men- 
tal enfeeblement  also  calls  for  relaxation  and  diversion.  The 
child  should  be  taken  from  school,  duties  which  become  oner- 
ous and  exhausting  should  be  temporarily  suspended  and  the 
hours  for  rest  should  be  prolonged.  The  environment  mnst 
be  auch  that  excitement  is  not  present  and  nervous  relatives 
should  not  associate  with  the  choreic  child.  Enforced  real  is 
often  required  and  for  that  purpose  it  has  been  my  custom 
to  give  many  of  my  extreme  cases  the  wet  pack  during  the 
middle  of  the  day,  the  sheet  being  wrapped  about  the  body 
with  such  firmness  that  jerking  is  absolutely  impossible.  Usu- 
ally in  sud)  treatments  the  child  sleeps  quietly  for  an  hour 
or  two  and  then  is  not  exhausted  and  irritable  before  ihe 
regular  time  for  retiring.     Insomnia  is  many  times  a  trouble- 
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some  feature,  though  usually  the  child  sleeps  from  sheer  ez- 
herustioD,  the  twitchings  ceasing  at  this  time.  In  case  sleep 
does  not  come  naturally  it  is  proper  to  give  a  mild  sedative 
until  the  rest  at  night  is  normal.  A  small  dose  of  chloral 
hydrate  (grs.  5-15)  maybe  given  during  the  early  evening  and 
repeated  later  if  necessary.  Hyosein  hydrobromate  (gr.  1/600- 
1/200)  is  also  a  valuable  sedative  which  quiets  the  nervous 
system  and  after  a  time  permits  a  natural  sleep.  If  one  dose 
in  the  evening  does  not  obtain  the  desired  effect,  it  should 
be  given  two  or  three  times  daily.  Chloralamid  (grs.  5-15), 
irional  (grs.  5-10),  or  perhaps  smaller  doses,  will  often  insure 
sleep  at  night,  and  the  natural  sleep  may  then  come  on  succeed- 
ing nights.  It  must  not  be  understood  that  hypnotics  are  the 
best  form  of  treatment,  but  we  must  give  the  patient  sleep  or 
else  our  remedy  will  not  always  accomplish  what  we  desire 
and  expect. 

The  diet  is  another  factor  of  importance  in  the  treatment 
of  chorea.  Nutrition  should  be  maintained  by  easily  assimi- 
lated food  inasmuch  as  digestive  disturbance  is  common  in 
this  disease  and  is  sometimes  the  inciting  cause.  Fats  should 
be  a  prominent  feature  of  the  dietary  for  the  sake  of  trophic 
improvement. 

Specific  treatment  will  include  first  of  all  the  use  of 
arsenic  for  the  sake  of  the  anemia  and  nerve  depletion.  With 
this  it  is  often  wise  to  use  iron.  For  that  reason  a  pill  contain- 
ing iron  (gr.  1),  arsenic  (gr.  1/100),  is  a  very  good  combina- 
tion to  be  given  three  or  four  times  daily.  Phosphorus  (gr. 
1/100)  may  be  combined  with  this  or  it  may  be  given  alone  with 
equal  frequency.  Fowler's  solution  of  arsenic  is  still  the  pop- 
ular remedy  with  many  practicians  and  I  am  convinced  that 
in  many  instances  good  results  are  obtained  by  its  use.  It 
is  generally  given  in  three  to  five  drop  doses  after  each  meal. 
Gastric  disturbance  will  contraindicate  its  use,  Eemedies 
like  antipyrin  or  phenacetin  (grs.  5),  antifebrin  (grs.  3)  ; 
exalgin  (grs.  8)  have  been  advised  by  some,  but  their  tempo- 
rary relief  of  pain  is  the  only  excuse  for  their  use,  and  the 
cardiac  depression  which  often  results  renders  them  undesir- 
able. Cimicifuga  (grs,  1-2)  three  or  four  times  daily  is  an 
excellent  remedy  in  young  girls  who  are  approaching  puberty. 
Zinc  valerianate  (grs.  1-2)  three  times  daily  is  another  val- 
uable remedy  when  there  is  an  underlying  or  inherited  neuras- 
thenia.    The  brotnid  of  zinc  (grs.  1-2)  is  also  regarded  favor- 
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ablj  by  some.  Small  dosee  of  bromid  of  sodiiun  or  potaasinin 
are  also  standard  remedies.  The  following  combination  which 
has  rarely  failed  me  in  the  treatment  of  this  disease  is  ztttc 
phosphide  (gr.  1/10),  eannabin  (gr.  1/10)  and  hyoscin  hydro- 
bromaie  (gr.  1/400).  One  of  tbese  pilla  is  given  every  three 
or  four  hours  in  severe  cases  and  gradually  decreased  in  fre- 
quency as  improvement  is  apparent.  Patients  of  highly  ner- 
vous temperameut  who  are  greatly  exhausted  will  respond  to 
the  taierianaie  of  airychnia  {gr.  1/100-1/60)  three  or  four 
times  daily. 

Ziocal  treaimenta  often  give  assistance  in  many  oases.  The 
girl  with  a  hooded  clitoris,  or  the  boy  wili  a  phimosis  cer- 
tainly need  attention  in  this  respect,  but  we  should  not  place 
too  much  stress  on  this  relief  of  local  irritation.  For  the 
same  reason  a  young  woman  may  need  uterine  treatments 
and  where  it  is  absolutely  necessary  such  procedure  should 
not  be  n^leoted.  The  tendency,  however,  in  this  disease,  is 
to  place  too  much  stress  on  these  features.  There  is  no  doubt 
that  some  relief  is  obtained  by  stretching  the  rectal  sphincter, 
but  uncalled  for  claims  are  too  frequently  made  for  such  adju- 
vant treatments.  The  same  is  true  r^arding  eyestrain ;  many 
choreic  patients  are  helped  by  the  relief  obtained  from  glasses, 
but  we  must  remember  that  this  reflex  irritation  does  not  alone 
cause  chorea  and  the  correction  of  eyestrain  does  not  alone 
cure  the  disease. 

Hydrotherapy  offers  much  in  the  treatment  of  this  dis- 
ease. The  use  of  the  psychrophore  is  one  of  the  best  adjuvants. 
Ice  water  should  be  allowed  to  slowly  run  through  this  after 
it  is  inserted  into  the  rectum,  the  patient  lying  on  the  left 
side  and  controlling  the  flow  of  water  by  holding  the  tube 
in  the  hand.  The  cold  sponge  and  the  cold  pack,  as  pre- 
viously described,  are  of  much  service  in  relieving  the  nervous 
system  of  its  constant  strain.  The  hoi  biUh  is  often  of  more  . 
value  by  its  sedative  action.  This  may  be  given  at  night  if 
the  patient  is  inclined  to  insomnia. 

Physical  exercise  is  of  value  so  far  as  it  relieves  nerve 
strain.  If  this  may  be.  taken  as  play  the  mental  relief  wilt 
be  as  helpful  as  the  exercise  itself.  It  is  an  error,  however, 
to  permit  violent  exercise  or  excesses  of  any  kind.  Meehanieal 
therapeutics  may  often  be  advantageously  employed.  Electric- 
ity, in  the  form  of  a  static  breeze,  has  been  helpful  in  many 
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cases.  Bad  ht^fUs  in  children  must  always  be  looked  for; 
the  correction  of  these  may  be  of  greater  help  than  the  use 
of  remedies.  Orereating,  eating  between  meala,  late  hours  for 
going  to  bed,  evil  associates,  cigarette  snu&ing  and  masturba- 
tion are  only  a  part  of  these  errors  which  a  careful  physician 
must  OTcrcome. 

The  administration  of  homeopathic  remedies  has  been  very 
satisfactory  in  the  treatment  of  this  disease.  With  these  and 
the  help  of  the  adjuvant  suggestions  above  I  have  usually 
succeeded  in  curing  the  majority  of  my  cases.  Agaricin,  an 
active  principle  of  agaricus  muscarius,  has  been  a  most  valuable 
remedy  in  my  practice.  I  invariably  give  this  in  the  third 
decimal  potency,  four  to  six  times  daily,  and  it  has  cured 
most  of  my  cases.  This  remedy  in  its  proving  not  only  pre- 
sents the  characteristic  symptoms  of  this  disease,  but  spinal 
anemia  often  results  from  its  prolonged  use.  As  this  is,  to 
my  mind,  one  of  the  marted  pathologic  conditions  in  this 
disease,  it  furnishes  an  additional  reason  for  the  administra- 
tion of  agaricin.  With  this  remedy  we  should  always  compare 
camphor,  coffea,  pulsatUla  and  canruAia  indica.  The  next 
remedy  of  importance  in  my  treatment  is  valerianate  of 
ammonia,  which  is  so  commonly  used  in  cases  of  neurasthe- 
nia and  nervous  irritability  when  other  remedies  fail.  I 
give  this  in  the  second  decimal  potency  several  times  daily 
as  the  case  may  need.  Aaafeiida,  ignaiia  and  moaehus  may 
be  compared  with  this.  Tarantula  eubenais  probably  ranks  next 
in  its  efficiency,  but  we  are  not  always  sure  of  getting  a 
reliable  preparation.  When  this  is  indicated  tlie  chorea  is 
■  more  of  the  hysterical  character,  while  dysmenorrhea  and 
spinal  irritability  are  also  marked  features.  The  sixth  to 
thirtieth  potencies  are  probably  beat  when  this  is  used.  Gim- 
icifuga  is  a  good  remedy  for  girls  inasmuch  as  it  has  a  pow- 
erful action  upon  the  cerebrospinal  and  muscular  system 
as  well  as  upon  the  atems.  I  prefer  this  in  the  first  or  sec- 
ond potency.  Caulophyllvm,  pidsatUla,  aletris  and  gelsemium 
may  be  compared.  Hyoacyamus,  belladonna  and  stramonium 
will  be  indicated  in  a  variety  of  cases  according  to  symptoms 
previously  outlined  in  comparison  of  these  remedies.  Per- 
rum  piericum,  ferrvm  phos.,  phosphorus,  phos.  acid,  kali 
phoa.,  and  zinc  phos.  will  be  required  in  many  cases  when 
chlorosis  and  anemia  are  factors.  Goffea  is  frequently  indi- 
cated in  those  cases  when  there  is  extreme  sensitiveness  or 
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when  inBomnia  prevails.  Cina,  eypripedium  and  ckamomUia 
will  correct  many  cases  when  intestinal  disturbances  and  worms 
are  the  soarce  of  irritation.  Conium  is  of  occasional  aerrice 
when  there  is  pronounced  physical  exhanstion  with  mental 
depression.  Anacardium  will  be  tbooght  of  when  the  mental 
state  is  excitable.  Crocus  sativa  is  often  useful  when  the 
spasmodic  contractions  seem  to  attack  a  single  group  of 
muscles;  hemorrhage  is  often  a  factor  in  the  symptomatology 
of  this  remedy.  Cicuta  virosa  will  often  be  indicated  when 
convulsions  attend  the  choreic  symptoms  and  when  the  men- 
tal phase  assumes  the  character  of  melancholia.  Stiychnia, 
enanihe,  kaii  bromatum,  belladoima,  hyoscyamus,  stramonium. 
and  agaricin  may  be  compared.  Mygale  is  often  useful  in 
mild  cases  of  chorea  when  there  are  only  sli^t  twitchings  of 
the  facial  muscles.  Cuprum  has  a  similar  usefulness,  hut 
muscular  cramps  are  liable  to  attend.  Thaspium  aureum  may 
be  compared,  but  this  remedy  usually  refers  to  choreic  mani- 
festations which  occur  during  the  evening  or  in  the  night 
Sumbul  has  a  sphere  of  usefulness  which  relates  to  nervous 
symptoms  which  resemble  those  of  hysteria  with  sensations 
like  globus,  nervous  palpitation  of  the  heart  and  mental  excite- 


HUNTINGDON'S    CHOREA. 

This  is  a  chronic  progressive  chorea  which  was  defined 
by  Huntingdon  as  an  hereditary  disease.  It  has  also  been 
described  under  such  terms  as  "chorea  of  the  aged,"  "family 
chorea"  and  "adult  hereditary  chorea,"  It  is  characterized 
by  irregular  muscular  contractions,  incoordination  with  a  tend- 
ency to  mental  deterioration,  and  dementia. 

EdoloCy* — The  disease  is  known  only  ae  an  hereditary 
afFection,  being  often  traced  hack  for  four  or  five  generations. 
It  seems  never  to  reappear  after  the  hereditary  chain  has  been 
broken.  It  is  supposed  to  alternate  with  idiocy,  epilepsy  and 
degenerative  conditions.  In  certain  localities  it  has  appeared 
in  endemic  form.  The  male  sex  is  most  frequently  affected 
and  it  is  very  rarely  seen  before  the  thirtieth  or  fortieth  year. 
iftAholotj. — No  characteristic  pathologic  changes  have 
been  observed  except  those  which  are  common  to  dementia. 
Pachymeningitis,  leptomeningitis,  cerebral  atrophy  and  com- 
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pensatoiy  hjdrocephalue  are  mentioned  bj  Cbnrch.  A  mild 
degree  of  sclerosis  has  been  observed  in  tbe  pTramidal  tract, 
the  anterolateral  and  tbe  cerebellar  tracts  occasionallj  par- 
taking of  this  change.  IN'euroglia  proliferation  ma;  take  place 
in  the  cortex  and  a  more  general  cellular  degeneration  of  the 
cortex  cells  is  possible.  This  is  most  prominent  in  the  frontal 
area. 

Symploma. — These  appear  insidiously,  a  mental  enfeeble- 
ment  often  preceding.  The  facial  muscles  manifest  a  slow 
iuToluntaTy  contraction,  the  speech  is  thickened  and  drawling, 
a  hand  or  a  finger  may  suddenly  contract  and  locomotion  is 
often  performed  only  with  deliberation.  The  gait  becomes 
more  erratic  until  that  of  a  drunkard  is  simulated.  Emotion 
and  embarrassment  may  aggravate  these  abnormal  actions  until 
the  patient  aseiimes  peculiar  gestures,  poses  and  exaggerated 
muscular  actions.  The  mental  symptoms  resemble  those  of 
dementia,  irritability,  maniacal  violence  and  delusions,  often 
revealing  the  perversion  of  intelligence.  The  course  of  the 
disease  tends  toward  chronicity  though  the  patient  may  live 
to  a  good  age. 

The  diagnosis  is  not  confusing  when  the  family  history 
is  obtained.  Chorea  proper  wiU  present  a  different  history, 
the  mental  phase  being  absent  while  its  acute  manifestations 
are  more  marked  and  recovery  is  possible.  The  family  ataxias 
show  no  mental  degeneracy  and  appear  earlier  in  life.  Ties 
have  no  symptoms  of  dementia,  the  rhythm  of  the  movements 
is  more  active  and  the  movements  are  limited.  Rhythmic 
chorea  appears  in  conjunction  with  hysteria,  single  muaclex 
or  groups  of  muscles  being  affected.  The  treatment  must  be 
symptomatic,  but  improvement  is  not  to  be  expected. 


CHOBEIFORM  AFFECTIONS. 

Mroclonla. — Unsystematized,  involuntary,  arrhythmic  and 
quick  muscular  contractions  have  been  defined  under  tbe  terms 
myoclonus  or  paramyoclonus.  These  sudden  contractions  may 
affect  a  muscle  group,  a  single  muscle  or  only  a  few  muscular 
fibers  in  a  given  muscle.  Under  myoclonia  are  included  para- 
myoclonus tmdtiplex,  the  electric  chorea  of  Bergeron  and  He- 
noch and  the  fibrillary  chorea  of  Morvan,  Epilepsy  is  some- 
times combined  with  myoclonia. 
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The  etiology  is  not  onderBtood.  Lnudboi^  claims  it  is 
rel&ted  to  thyroid  disease,  and  a  neirouB  heredi^  is  aupposed 
to  predispcoe.  Overwork,  tramnatiem,  fatigue,  emotion  and 
other  factors  have  been  considered.  The  pathology  is  also  un- 
known, though  the  cortex  motor  cells  are  supposed  to  be  dis- 
turbed. 

Symploms. — The  motor  symptoms  may  follow  an  insid- 
ious development  or  a  sudden  onset.  The  contraetions  which 
are  clonic  in  character,  usuaUj  begin  in  the  lower  extremities, 
are  bilateral  though  -not  always  symmetrical,  and  soon  involve 
the  upper  extremities ;  the  face  is  rarely  affected.  These  eon- 
tractions  are  usually  involuntary,  though  they  may  be  some- 
what controlled.  Use  of  the  involved  muscles  may  cause  a 
temporary  cessation  of  the  abnormal  contractions.  The  clonic 
spasm  may  in  time  assume  tonic  or  tetanic  characteristics.  In 
contrast  to  the  irr^jfular  and  arrhythmic  contractions,  a  con- 
stant agitation  may  be  noticed  in  rare  inatAnces.  The  oontrac- 
tions  usually  cease  during  sleep,  though  this  is  not  always 
the  case.  A  sudden  emotion  or  a  physical  disturbance  may 
excite  the  muscular  action.  The  mind  is  not  generally  affected, 
the  face,  tongue  and  trunk  also  being  usually  spared. 

The  differential  diagnosis  must  consider  chorea  eleetrica 
and  ties.  The  prognosis  is  fairly  good.  Treatment  should  be 
symptomatic. 

Dabini'l  DIaeaae. — This  has  been  erroneously  termed 
chorea  eleetrica.  The  disease  is  not  properly  allied  to  chorea 
and  has  also  been  compared  with  myoclonns  and  hysteria.  The 
etiology  and  pathology  are  not  fully  understood,  thou^  infec- 
tions, particularly  malaria  and  typhus,  have  been  given  as 
causes.  The  conditions  which  are  incident  to  pulmonary  in- 
fections, splenic  congestion,  meningitis,  basilar  cerebral  con- 
gestion and  cortex  softening  have  been  mentioned  as  patho- 
logic findings. 

The  symptoms  are  characterized  by  an  abrupt  onset,  pains 
beings  felt  in  the  head,  neck  and  lumbar  muscles.  The  ex- 
tremities are  soon  affected  by  short  and  sharp  spasms  which 
give  rise  to  the  term  "electric  chorea."  These  symptoms  gen- 
erally start  in  the  hands,  fingers  and  face,  pain  being  marked 
in  those  parts.  Later  the  symptoms  may  assume  hemipl^ic 
or  diplegic  characteristics.  Epileptoid  convulsions  sometimes 
appear,  though  there  is  no  loss  of  consoioasness.  Regular  in- 
tervals usually  occur  between  the  spasms. 
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The  course  of  the  disease  tends  toward  a  prt^ressive  a^ 
grSTstion  of  the  symptoins.  The  spasm  maj  become  so  severe 
that  death  occurs  dnring  some  of  the  extreme  convnlsioiiB. 

Chorea  Associated  with  Hamiplegla.— Chorea  affecting  one 
side  of  the  body  may  anticipate  an  attack  of  hemiplegia.  The 
choreic  movements  nsually  begin  a  few  days  before  the  apo- 
plexy, but  disappear  with  the  appearance  of  the  paralysis. 
Post  hemiplegic  chorea  appears  on  tiie  hemiplegic  side  soon 
after  the  apoplectic  attack.  This  is  usually  permanent  Athe- 
tosis is  closely  allied  to  post  hemiplegic  chorea  and  may  be 
considered  as  a  characteristic  symptom  of  this  oondition.  It 
is  defined  as  "a  slow,  sucoeesive  flexion,  extension,  pronation 
and  supination  of  the  fingers,  hand  and  arm  or  of  analagous 
movement  of  the  toes  and  feet."  The  motion  rarely  ceases 
during  the  waking  hours.  The  contractions  are  forcible, 
steady  and  sometimes  painful.  The  lesion  is  said  to  be  in 
the  optic  thalamus,  though  it  often  follows  cerebral  infantile 
palsy.  The  prognosis  is  usually  unfavorable  as  regards  cure. 
The  treatment  pertains  to  the  causative  disease. 

Habit  Spun. — This  is  not  a  true  form  of  chorea,  though 
it  ia  characterized  by  localized  contractile  movements.  The 
neuropathic  state  usually  precedes  this  and  it  is  liable  to  occur 
in  early  life  as  the  result  of  overstudy  and  nerve  exhaustion. 
There  is  usually  an  attending  deterioration  of  the  general 
health. 

The  symptoms  are  characterized  by  spasmodic  movements 
of  certain  muscles.  Grimaces,  excessive  winking,  twitching  of 
the  mouth,  shru^ing  of  the  shoulder  or  jerking  of  the  head 
may  he  observed,  though  usually  only  one  of  these  symptomB 
is  recognized. 

The  prognosis  is  usually  favorable  if  the  underlying  cause 
can  be  found  and  removed.  The  treatment  must  pertain  to 
the  general  health,  the  environment  and  the  acquired  habit. 
General  and  symptomatic  treatment  will  be  similar  to  that 
of  chorea  and  neurasthenia. 

General  Tic. — While  this  disease  closely  resembles  habit 
spasm  and  mimic  spasm  it  is  considered  as  a  psychoneurosis 
which  is  characterized  by  coordinate  spasmodic  movements. 
These  spasms  may  appear  in  the  form  of  an  uncontrollable 
winking,  sudden  movement  about  the  mouth  or  nose,  swal- 
lowing efforts  or  the  production  of  abnormal  sonnda.     The 
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neck  and  upper  extremities  may  be  involved  bo  that  attitudes 
and  gestures  are  developed.  Some  underlying  mental  idea 
seems  to  provoke  these  spasms.  These  tics  are  rapidly  executed 
and  are  usually  frequently  repeated.  Excitement  or  embar- 
rassment often  develops  them.  Tbey  are  generally  clonic  in 
character,  though  tonic  features  may  appear.  The  spasm  may 
affect  neighboring  and  associate  muscles  and  rigidity  may  be 
observed  when  the  neck  muscles  are  involved.  The  young  are 
usually  affected  more  than  adults,  tbou^  the  latter  are  not 
always  exempt. 

Several  variettea  may  exist  and  among  these  may  be  in- 
cluded the  degenerate  tics,  blepharospasm,  facial  spasm  and 
spasmodic  torticollis,  some  of  which  for  other  reasons  have 
been  included  under  special  headings.  A  form  known  as 
mental  torticollis,  characterized  by  a  deviation  of  the  head 
which  is  spasmodically  maintained  during  excitement,  has  been 
mentioned.  This  usually  ceases  from  pressure  and  lying  down. 
A  aaltatoric  spasm  or  "jumpers"  is  a  peculiar  clonic  contrac- 
tion occurring  in  the  lower  limbs.  0pon  command  these  pa- 
tients may  strike,  jump  or  even  unclothe  themselves.  The 
prognosie  in  these  cases  is  usually  favorable,  the  disease  usu- 
ally responding  to  symptomatic  treatment. 


PARALYSIS  AGITANS. 

Paralysis  agitans  or  Parkinson's  disease  has  been  com- 
monly termed  "shaking  palsy."  As  the  tremor  often  appears 
late  in  the  disease  it  is  frequently  confused  with  the  symp- 
toms of  senility.  It  is  considered  usually  as  a  neurosis,  being 
characterized  by  a  typical  tremor,  a  peculiarity  of  speech  and 
gait,  with  a  loss  of  muscular  power  as  the  disease  progresses. 

Eliolo^. — The  disease  Is  one  of  late  middle  life,  rarely 
appearing  before  the  fortieth  or  after  the  sixtieth  year.  Males 
are  affected  most  frequently  and  a  neuropathic  inheritance  is 
commonly  found.  Exciting  causes  include  physical  exhaus- 
tion, fright,  anxiety  and  grief.  Other  etiologic  factors  are 
not  apparent. 

Pfttholotfy.^Lesions,  aside  from  those  of  senility,  are  un- 
known. "Changes  have  been  observed  in  the  encephalon,  cord 
and  muscles."  Scleroses  have  been  found  in  the  motor  cells 
of  the  anterior  horns  and  in  the  fiber  tracts  of  the  cord.     Dana 
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has  described  "a  diffuse  sclerotic  myelitis  with  vascular  lesions 
and  cellular  atrophy  in  both  the  cord  and  the  cortex." 

Symptoms. — MvxculaT  rigidity  is  one  of  the  early  symp- 
toms. This  cattses  slowness  of  movement,  peculiar  attitudes 
and  postures  and  -  the  immobile  face.  It  may  appear  with 
or  without  tremor,  but  is  generally  detected  first  in  the  parts 
which  present  tremor.  The  tendon  reflexes  are  only  slightly 
inoreased  and  foot  clonus  is  not  present.  The  fades  is  char- 
acteristic. The  lines  of  expression  are  removed,  the  eyes  are 
wide  open  and  the  patient  rarely  winks.  For  a  more  perfect 
vision  the  patient  "turns  bodily  with  the  neck  held  rigid." 
The  speech  is  monotonous  and  deliberate  and  soon  assumes  the 
scanning  character.  The  neck  rigidity  simulates  a  condition 
of  torticollis.  The  iody  is  bent  forward  and  the  arms  are 
flexed  at  the  elbows  and  removed  from  the  sides,  the  fingers 
being  held  in  tight  flexion.  The  lower  extremities  do  not,  at 
first,  manifest  the  same  tendency  to  flexion,  though  tiiis  may 
appear  later. 

The  gait  of  paralysis  agitans  is  peculiar.  Hesitation 
marks  the  first  effort  to  walk  and  when  the  locomotion  is  well 
induced  a  "trotting  gait"  is  noticed  as  the  patient  aims  to 
overcome  the  body  fiexion  and  the  muscular  rigidity.  The 
propulsive  character  of  the  gait  is  observed  when  locomotion 
is  well  under  way  and  it  is  often  necessary  to  stop  the  patient 
by  force. 

The  tremor  appears  with  the  rigidity  or  after  it  has  devel- 
oped. It  usually  begins  in  one  hand  and  arm  and  then  grad- 
ually extends  to  the  same  parts  of  the  other  side,  the  Umbs 
being  affected  rarely  and  late  in  the  disease.  In  the  hands 
it  is  characterized  by  a  "rhythmical,  alternating  flexion  and 
extension  of  the  fingers"  which  soon  gives  the  "pill  rolling" 
motion.  Flexion  and  extension  of  the  wrists  with  movements 
of  pronation  and  supination  may  be  added.  In  the  lower  ex- 
tremity the  tremor,  if  present,  will  be  noticed  in  the  ankle, 
the  foot  constantly  tapping  the  floor.  The  thigh  muscles  may 
rarely  show  the  tremor.  The  Tiead  commonly  shakes  with  the 
tremor  of  the  other  parts,  though  there  may  be  a  "rhythmic 
nodding,  shaking  or  rotation."  The  tremor  may  continue  dur- 
ing rest  of  the  involved  muscles  or  when  the  parts  are  sup- 
ported. It  rarely  simulates  the  intentional  tremor  of  multiple 
sclerosis.     Sleep  usually  causes  the  tremor  to  subside.     The 
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tremor  is  diBtinctlj  shown  in  the  handwriting.  Sensory  dia- 
t%trbaMea  are  not  pronoonoed  and  the  palsy  rarely  attains  the 
degree  of  complete  pareeis.  Extreme  weakness,  however,  is 
conunon  in  advanced  stages.  Mnscolar  atrophy  is  not  a  fea- 
ture of  the  disease,  electrical  changes  are  absent  and  sphincter 
weakness  is  not  a  factor.  The  mental  condition  may  simnlate 
dementia,  but  this  is  not  usual. 

DiagnasiB. — ^A  mistake  in  diagnosis  is  rarely  made  if  the 
characteristic  symptoms  are  observed.  Post-hemiplegic  tremor 
may  resemble  it,  but  this  is  unilateral  and  has  a  history  of 
apoplexy.  SenUe  tremor  does  not  have  the  same  rigidity,  the 
bead  is  nsnally  affected  most,  but  the  f  acies  is  absent.  MuUipte 
telen>«i»  has  an  intention  tremor  and  the  reflexes  are  exa^er- 
ated.  Hysteria,  with  its  stigmata,  presents  so  many  different 
symptoms  that  it  should  rarely  be  mistaken  for  pcAraly^is 
agitans. 

ProfBOsia. — So  far  as  improvement  is  concerned  the  pn^- 
nosis  is  nnfavorable  as  the  disease  may  have  a  prolonged  dura- 
tion.    The  patient  may  beoome  helpless  in  advanced  age. 

Treatmanl. — This  is  purely  symptomatic  as  the  disease 
can  not  be  cured  by  remedies  or  local  treatment. 


TETANY. 


Tetany  is  characterized  by  tonic  contractions  which  com- 
mence in,  and  are  usually  confined  to,  the  muscles  of  the  ex- 
tremities. It  is  associated  with  sensory  and  motor  disturb- 
ances with  malnntrition  as  an  underlying  disorder. 

Etiology. — On  account  of  its  occasional  epidranic  oconr- 
rence  it  has  been  r«^rded  as  an  infectious  disease.  Some 
have  rc^rded  its  epidemic  appearance  as  an  expression  of 
hysteria  rather  than  of  tetany.  There  is  more  positive  evi- 
dence of  its  infectious  character,  as  it  is  often  associated  with 
infectious  diseases.  Gastro-intestinal  intoxications  are  with- 
out doubt  frequent  causes,  hyperacidity,  fermentation,  diarrhea 
and  chronic  constipation  often  being  the  symptoms  which  ap- 
pear in  conjunction  with  the  tonic  cramps.  Pregnancy  and 
lactation  may  be  predisposing  causes,  and  there  is  evidently 
a  close  relation  between  this  disease  and  myxedema.  Tetany 
has  followed  enucleation  of  the  thyroid  ^and.  The  disease  is 
not  oommon  in  tliis  eotmtry  except  in  the  crowded  oenters 
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where  the  foreign  population  is  denae.  Strbo  olaimB  that  im- 
paired nutritioD  is  the  moBt  oonunon  oanae.  It  is  practically 
a  diaeaee  of  middle  life,  as  few  oases  are  observed  after  the 
fiftieth  year.  Both  aexea  are  alike  affected.  Morbid  lettons 
have  not  been  found,  though  slight  vascular  changes  in  the 
brain  and  cord  have  been  noticed. 

Synptoina. — A  spasmodic  stiffness  is  first  observed  in  the 
fingers  or  toes,  though  it  may  affect  the  parts  below  the  elbow 
and  knees.  Usually  the  knees  alone  are  affected,  yet  the  spasm 
may  gradually  advance  toward  the  trunk,  while  in  other  in- 
stances it  ifl  confined  to  the  upper  extremities  alone.  The 
onset  may  be  characterized  by  headache,  malaise,  pains,  pares- 
thesia and  premonitions  of  the  approaching  rigidity.  Pain 
becomes  a  factor  as  the  apasm  gradually  increasea  in  intensi^, 
thouj^  there  may  be  temporary  intermissions  in  the  rigidity. 

The  attiiudes  assumed  by  the  parta  undergoing  spasm  are 
quite  characteristic.  The  hand  has  been  likened  to  that  of 
tlie  accoucheur,  the  fingers  being  straightened,  bunched  and 
flexed  upon  the  hand.  The  hand  may  be  drawn  to  the  ulnar 
side  and  the  wrist  is  often  flexed.  The  feet  assume  the  posi- 
tion of  equino-varus  with  flexed  and  overlapping  toee.  The  el- 
bows are  fle^d  and  drawn  close  to  the  sides.  The  knees  and 
thighs  are  rarely  flexed  except  in  extreme  cases.  The  muscles 
undergoing  spasm  are  very  tense,  firm  and  often  the  seat  of 
pain  ;  no  voluntary  motion  in  these  parts  ia  possible  and  pain 
follows  from  any  forced  movement.  Opisthotonos  may  occur 
and  dyspnea  is  a  prominent  symptom  when  the  spasm  invades 
the  tnmk  muscles.  The  eye  and  face  muscles  may  become  in- 
volved, while  the  larynx  and  esophagus  may  be  similarly 
affected.  The  sphincters  are  also  liable  to  suffer  from  the 
spasm.  Fibrillary  twitching  may  be  occasionally  observed  in 
the  contracted  muscles. 

The  symptoms  of  the  interval  are  characterized  by  peculiar 
phases  of  mechanical  and  electrical  irritability.  Trousseau's 
sign  is  the  causing  of  an  attack  by  pressure  upon  the  nerve  or 
vessels  of  the  limbs.  Chvostek's  sign  is  the  causing  of  a  facial 
contortion  "when  the  trunk  of  the  facial  nerve  is  excited  by 
a  slight  hammer  stroke.  Erb's  sign  is  recognized  as  the  in- 
creased electric  excitability  of  the  nerve;  this  is  particularly 
true  of  the  galvanic  current.  Pain  is  a  common  symptom 
when  there  is  any  pressure  upon  the  involved  nerve  and  it 
also  "induces  a  persistent  paresthesia  in  the  cutaneous  distri- 
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bution."  Edema  is  often  noticed  in  the  hands  and  feet  and 
the  faoe  ma;  be  slightly  affected,  giving  rise  to  an  expreesion- 
less  appearance.  The  aenaory  diaiurbanees  are  often  promi- 
nent, a  slight  diminution  in  sensibility  being  observed  in  the 
affected  limbs.  Hemianeethesia  and  symmetric  areas  of  insen- 
Bibility  to  pain  and  touch  are  oeoasionally  present  Trophic 
changes  are  aloo  in  evidence,  herpetic  eruptiona  often  appear^ 
ing  along  the  course  of  the  involved  nerva  Fever  is  quite 
oommon.  The  urine  usually  shows  a  large  amount  of  phos- 
phates, and  indican  is  sometimes  present 

Diafaosis. — The  character  of  the  apasm  and  the  hjper- 
excitabilitj  of  the  muscles  and  nerves  should  settle  the  diag- 
nosis. Trousseau's  symptom  is  a  valuable  diagD<»tia  sign.  The 
facial  phenomenon  is  also  a  distinctive  symptom.  From  tet- 
onus  it  is  differentiated  by  the  less  pronounced  spasm,  the 
intermittent^  of  the  contractions,  by  the  appearance  of  the 
spasm  in  the  eztronities  and  the  absence  of  trismus  until  late. 
None  of  the  distinctive  phenomena  of  this  disease  are  seen 
in  tetanus.  Meningitis  has  none  of  the  special  signs  of  tetany 
though  when  it  occurs  in  infants  it  may  be  mistaken  for  this. 
Hysteria  should  he  differentiated  by  its  stigmata. 

ProtBOsls. — The  prognosis  is  usually  favorable  if  the  un- 
derlying cause,  malnutrition,  may  be  overcome.  The  majority 
of  cases  pursue  a  mild  course.  Pregnancy  and  lactation  also 
imfavorably  predispose.  When  the  tetany  occurs  during  labor 
a  fatal  result  is  not  uncommon.  Serious  attending  symptoms 
like  respiratory  excitement  with  the  extreme  spasms,  cerebral 
symptems  and  uremia  are  always  to  be  feared. 

Treatment. — The  spasms  may  require  sedatives  or  mor^ 
phin.  Eydrobromate  of  hyosein.  (gr.  1/400),  zinc  phosphide 
(gr.  1/10),  eannabis  ijidica  (gr.  1/8),  one  pill  every  three  or 
four  hours,  is  a  valuable  combination  for  consideration  in  this 
disease.  Bromide  and  chloral,  in  moderate  doses,  may  often 
he  sufficient  to  quiet  an  attack.  Hassage,  electricity,  hot  and 
cold  baths  may  also  be  considered  in  the  treatment.  Atten- 
tion should  be  given  to  the  cause  more  than  the  condition. 
Otherwise  the  treatment  is  purely  symptomatio. 


FATIGUE  NEUBOSES. 


The  overuse  of  certain  muscles  which  is  demanded  by  vari- 
ous oocnpations  may  create  what  is  termed  a  fatigue  neurosis. 


FATIGUE   NEUROSES.  lOU 

These  are  often  described  so  aa  to  anggeet  tlie  Tooation  or  the 
muBcular  moTemeuts  which  are  performed.  Thej  are  char- 
acterized by  pain,  tremor,  cramp  and  muscular  weaknesB. 

Wrilw's  Cramp.— Etiolofy. — This  ie  the  most  common 
form  of  fatigue  neuroees.  It  appears  in  that  class  of  people 
whose  vocation  requires  the  oonatant  use  of  the  pen  or  pencil. 
In  the  present  age  we  may  observe  a  similar  condition  follow- 
ing the  incessant  use  of  the  typewriter.  A  neuropaihie  history 
usually  precedes  and  heredity  may  be  an  occasional  factor. 
Sex  is  not  a  factor,  though  we  observe  most  cases  among  girls 
nowadays  from  the  use  of  the  typewriter.  Injury  of  the  hands 
may  be  a  rare  cause. 

Pathology. — While  many  theories  prevail  regarding  the 
pathology  it  is  quite  certain  that  we  must  exclude  the  muscles 
and  nerves  of  the  port  involved.  The  changes,  as  claimed  by 
Hodge,  are  probably  located  in  the  motor  cells  as  a  result  of 
the  persistent  physiologic  action.  As  muscular  atrophy  occa- 
sionally follows  the  spasm  of  long  standing  we  ehoidd  natur- 
ally locate  the  lesion  in  the  motor  cella  of  the  cord.  The  sen- 
sory symptoms  disturb  this  theory  somewhat. 

Symptoms. — The  oruet  is  rarely  noticed  as  it  appears  so 
insidiously.  The  patient  will  often  first  complain  of  numbness 
and  weakness  in  the  fingers  of  the  hand  which  is  overused; 
a  tremor  in  these  parts  gradually  ensues  unless  the  occupation 
is  changed.  The  impairmetU  of  function  is  characterized  l^ 
the  spastic  condition  of  the  muBclee  involved  and  the  tremor. 
A  neuralgia  may  appear  in  some  cases  and  the  disease  may 
progress  to  complete  palsy  of  the  affected  parts. 

In  mild  cases  the  spasm  only  appears  during  the  act  of 
writing,  but  in  severe  cases  it  may  persist  without  any  local  ex- 
citement. The  muscular  weakness  is  followed  by  atrophy  of 
the  muscles  in  some  eases.  In  such  instances  the  reaction  of 
degeneration  will  be  noticed  in  the  muscles  of  the  affected  hand 
and  fibrillary  twitchings  of  these  parts  may  appear.  The  sen- 
sory disturbances  are  characterized  by  fatigue,  pain  or  tender- 
ness. These  symptoms  are  excited  when  the  hand  is  used  and 
in  severe  cases  may  continue  after.  The  abnormal  sensations 
soon  extend  to  the  arm. 

Diafnottitt. — This  disease  is  often  mistaken  for  arthritic 
disturbanoes,  mnsculo-apiral  palsy  and  neuralgia.  Monoplegia 
or  hemiplegia  from  organic  causes  may  sometimes  be  mistaken 
for  this  disease. 
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Profnaflls. — This  is  imfarorable,  inasmuch  as  cases  rarely 
reach  the  phyBicIan  before  it  is  too  late  for  a  cure.  It  is  other- 
wise unfavorable  because  many  patients  can  not  well  change 
their  vocation.  ,  The  neuralgic  phase  is  more  responsive  to 
treatment  than  the  condition  of  spasm. 

TrealmeBl. — The  occupation  must  be  changed  or  a  splint 
must  be  used  on  the  hand  in  order  to  call  the  arm  muscles  into 
use.  Massage,  electricity,  physical  exercises  and  symptomatic 
treatment  may  be  of  some  help. 


FAMILY  PERIODIC  PARALYSIS. 

This,  according  to  Church,  is  characterized  by  recurring 
attacks  of  flaccid  motor  palsy  with  diminished  reflexes  and  de- 
creased electrical  excitability.  The  palsy  affects  chiefly  the 
lower  extremities. 

Etislofy. — The  prominent  factor  is  heredity.  Both  sexes 
are  affected  alike  and  the  disease  usually  appears  in  the  early 
part  of  life,  children  under  ten  years  being  most  frequently 
afflicted.  Fatigue  and  mental  excess  are  the  common  exciting 
causes.     Gotdflam  claimed  an  autotoxic  cause. 

Symptoms. — The  attacks  occur  most  frequently  at  night, 
developing  slowly.  Paresthesiae  occasionally  precede  the  at- 
tack, headache,  backache,  coldness  of  the  limbs  and  rapid  heart 
action  sometimes  being  observed.  The  palsy  affecto  the  lower 
extremities  chiefly,  but  may  involve  all  of  the  muscles  of  the 
body  except  those  of  the  head.  The  attacks  may  occur  fre- 
quently or  at  rare  intervals,  the  paralysis  disappearing  in  the 
reverse  order  of  development  The  tendon  reflexes  are  les- 
sened or  lost  during  the  attack.  The  electrical  reactions  are  also 
lost 

The  diagnosis  is  made  by  the  family  history,  the  periodic 
recurrence  of  the  palsy,  the  loss  of  the  reflexes  and  electrical  re- 
action, and  the  absence  of  sensory  and  mental  disturbances.  A  - 
family  tremor  which  affects  the  hands,  the  head,  face  and 
tongue  must  be  differentiated.  The  prognosis  is  not  unfavor- 
able to  life.  The  trecUment  must  consider  the  cause  and  the 
heredity,  though  remedies  rarely  apply. 
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THOHSEN'S  DISEASE. 

Thomaen's  disease,  or  mjotoaia,  has  received  ita  name  from 
the  physician  who,  saffering  from  this  disease,  described  this 
particnlar  neurosis.  It  is  a  rare  disease,  which  is  manifested 
by  a  peculiar  rigidi^  of  the  voluntary  muscles  when  motion  of 
these  is  undertaken  after  a  period  of  repose. 

EUololr. — This  is  an  hereditary  infirmity,  most  of  the 
cases  appearing  in  family  groups.  Males  seem  to  be  most 
commonly  predisposed. 

Patholofy. — The  paiholc^  is  closely  related  to  a  myopa- 
thy, though  it  has  been  regarded  as  a  trophonenroeis  or  a  "con- 
genital defect  in  the  trophic  and  motor  apparatus  of  the  cord." 
(Church.)  The  muscle  fibers  are  increased  in  their  transverse 
diameter,  there  is  an  increase  in  the  number  of  nuclei,  and 
sometimes  the  muscle  fibers  are  vacuolated.  A  slight  increase 
of  connective  tissue  is  noticed. 

Syinptonis. — ^There  is  a  prolonged  contraction  of  the 
muscles  when  motor  action  is  undertaken  after  repose.  In  at- 
tempted motion  an  apparent  rigidity  interferes;  after  a  time 
this  disappears,  though  the  spasm  may  be  repeated  by  unnatural 
and  sudden  movements.  All  the  voluntary  mUBcles  are  liable 
to  be  involved ;  the  sphincters  and  unstriped  muscles,  howpver, 
are  not  involved.  The  affected  muscles  give  evidence  of  pseudo- 
hypertrophy with  diminished  motor  function.  While  the  re- 
flexes are  normal  a  spasm  may  follow  from  a  alight  excitation 
of  the  tendon.  Psychic  disorders  may  attend  these  symptoms. 
The  diagnosis  must  differentiate  tetany  and  pseudo-hypertro- 
phic  paralysis.  The  prognosis  is  unfavorable.  Treatment 
must  take  into  consideration  the  causes  of  the  myotonic  cramps 
and  aside  from  massage  and  electricity,  is  purely  symptomatic 


EXOPDTHALHIC  OOITER. 

Exophthalmic  goiter  is  often  included  under  the  diseases 
of  the  thyroid  gland,  but  it  is  properly  a  trophoneurosis.  The 
same  is  true  of  myxedema,  hut  on  account  of  ^e  thyroid  changes 
this  is  kept  tmder  the  claaaification  of  ductless  gland  diseases. 
Exophthalmic  goiter  is  also  known  as  Graves'  disease  and  Base- 
dow's disease.  It  is  recognized  by  its  classical  symptoma, 
tachycardia,  a  fine  tremor,  ralarged  thyroid  and  exophthalmos, 
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though  either  of  the  last  two  Bymptoms  may  be  absent  in  some 
cases.  Added  to  this  we  shall  usually  observe  many  symptoms 
in  common  with  neurasthenia. 

EUolefy. — The  disease  occurs  with  most  frequency  be- 
tween puberty  and  the  menopause,  and  women  are  usually  af- 
fected. It  ia  rarely  observed  in  men.  A  neuropathic  inherit- 
ance is  common,  neurasthenia  being  a  fliequent  precursor.  De- 
bility, chlorosis,  menstrual  irregularities  and  pr^nancy  are 
closely  allied.  It  may  start  from  a  nervous  shock  or  pro- 
nounced grief.  It  rosy  be  rarely  related  to  epilepsy,  chorea  and 
hysteria.  A  family  ^pe  Is  sometimee  seen.  It  has  always 
been  held  that  it  has  a  dose  affinity  to  changes  in  the  thyroid 
gland,  bat  this  has  not  been  satisfactorily  established. 

Pa(llolo(y. — The  patholt^c  findings  are  not  constant.  The 
heart  may  be  dilated  or  hypertrophied,  though  often  it  reveals 
no  pronoTinced  changes.  The  thyroid  gland  usually  shows  a 
goitrous  enlai^ment,  though  this  may  be  wanting.  Its  blood 
vessels  in  chronic  cases  may  be  thickened,  atheromatous  and 
dilated.  The  acini  of  the  glands  may  also  be  dilated,  the  col- 
loid material  may  disappear  and  the  secretion  is  often  altered. 
The  thymiu  gUmd  may  be  enlarged.  The  orbital  cavity  fre- 
quently preaenta  an  adventitious  increase.  The  nervous  system, 
which  is  probably  moat  concerned  in  the  diseaBe,  does  not  pre- 
sent the  changes  which  would  be  expected.  The  theory  of  sym- 
pathetic irritation  and  alterations  in  the  cervical  sympathetic 
ganglia,  which  is  most  probable,  is  not  substantiated  by  path- 
ologic investigationB.  Brain  and  cord  changes  are  also  want- 
ing. The  associate  lesions  of  tabes  are  claimed,  but  no  symp- 
toms seem  to  confirm  this.  Atrophy  of  tlie  restiform  bodies 
has  also  been  claimed.  In  fact  no  specific  pathologic  features 
which  are  peculiar  to  this  disease  have  been  found. 

Symptoms. — The  symptoms  usually  develop  insidiously. 
The  disease  is  often  not  recognized  by  the  inexperienced  ob- 
server until  the  cardinal  signs  are  present.  The  tachycardia 
is  generally  the  first  disturbance  which  sends  the  patient  to  the 
physician.  The  pulse  is  regular  but  rapid,  and  may  be  aa  high 
as  120  per  minute  in  the  early  stages  and  140  to  160  in  the  later 
stages  of  the  disease.  Cases  are  reported  with  a  pulse  rate  as 
high  as  180  to  200  per  minnto.  The  tachycardia,  aside  from 
the  general  nervousness,  may  be  the  only  special  symptom 
throughout  the  disease.     The  tumultuous  action  of  the  heart 
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may  lead  to  arrhythmia,  while  precordial  distress,  vertigo  and 
sometimes  cyanosis  may  attend.  Palpitation  is  usaally  experi- 
enced on  Blight  exertion  and  functional  murmars  may  appear  in 
severe  cases.  Organic  disturbance  may  complicate  the  tachy- 
cardia, but  this  is  not  caused  by  this  disease.  Capillary  pulsa- 
tions are  often  pronounced  and  they  may  be  observed  over  the 
liver  and  spleen. 

The  goiter  is  usually  insidious  in  its  development  or  it  may 
not  be  present  Rarely  it  is  of  sudden  development.  It  is  ex- 
ceptional for  the  goiter  to  assume  a  large  size.  A  pulsation  ie 
usually  felt  over  the  goitrous  growth  and  auscultation  over  this 
part  may  detect  a  bruit  synchronous  with  the  pulse.  Paren- 
chymatous changes  in  the  gland  are  rare. 

Exophthalmos  follows  the  growth  of  the  goiter  in  the  typ- 
ical case.  Sometimes  it  appears  before  the  goiter  or  without 
the  latter.  Both  eyes  are  affected,  though  one  may  be  more 
prominent  than  the  other.  The  eyeballs  gradually  becoming 
prominent  create  a  very  distressing  appearance.  Sometimes 
the  protrusion  is  so  pronounced  that  the  eyeball  is  dislocated, 
though  in  ordinary  cases  it  rarely  causes  imperfection  in  vision. 
Lachrymation  is  often  increased  and  conjunctivitis  may  be  an 
early  symptom,  while  the  cornea  may  become  involved  in  some 
coses.  The  lids  are  retracted  (von  Graefe's  sign),  the  imper- 
fect movement  of  the  lid  with  the  eyeball,  is  generally  one  of 
the  early  symptoms  which  is  recognized  by  the  expert.  Stell- 
wag  noted  the  incomplete  voluntary  closure  of  the  upper  lids 
and  JofFroy  noted  a  similar  imperfection  in  the  function  of 
the  lower  lids.  Moebius  detected  a  difficulty  of  convergence. 
The  pupils  are  normal  and  vision  is  not  usually  perverted 
unless  there  is  marked  pressure. 

Motor  disiurhances  which  affect  the  locomotion  have  been 
described,  but  these  partake  only  of  the  general  asthenia. 
Cramps  and  contractures  are  rare  symptoms  and  choreic  twitch- 
ings  are  only  occasionally  noticed.  The  fine  vibratory  tremor 
which  attends  the  average  case  is  not  particularly  different  from 
that  of  neurasthenia. 

The  vasomotor  and  aeeretory  disturbances  are  manifested 
by  the  profuse  perspiration,  the  excessive  heat  of  the  body  and 
occasional  hemorrhages  from  the  uterus,  nose,  lips  and  gums. 
Fever  is  not  generally  recognized.  Polyuria  is  common  and 
glycosuria  is  less  frequent.     Albuminuria  may  be  detected  in 
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many  cases.  Edema  may  be  present,  but  it  U  nanall;  localized 
ID  the  face  and  is  not  a  conetant  aymptom.  The  shin,  aside 
from  showing  the  copious  perspiration,  sometimes  reveals  an 
mmatural  pigmentation  distributed  in  irregular  patches  over 
the  body.  It  may  rarely  simulate  Addison's  disease  by  the 
bnmziog. 

Digestive  disturbances  may  be  present  from  the  banning 
to  the  end  of  the  disease,  though  they  are  more  common  as  ini- 
tial symptoms.  Anore:iia,  or  a  voracious  appetite  may  charac- 
terize the  early  stage,  while  vomiting,  diarrhea  and  jaundice 
usually  follow.  During  this  time  the  patient  suffers  a  marked 
emaciation,  which  usually  continues  throughout  the  disease. 
Respiratory  disturbances  may  attend  the  exhaustion,  but  usually 
they  are  not  marked.  The  mental  disturbances  are  marked  by 
periods  of  mental  excitement,  which  are  rarely  followed  by  de- 
pression. The  patient  may  be  emotional  and  irritable,  while 
the  characteristic  features  of  an  a^^avated  neurasthenia  are 
usually  observed. 

IMltfnOBl8.~~With  the  characteristic  symptoms  already  out- 
lined it  seems  almost  impoBBible  to  confuse  this  disease  with  any 
other.  Nevertheless  it  is  many  times  undetected  and  patients 
a£9icted  with  exophthalmic  goiter  are  too  frequently  treated  for 
heart  disease  or  even  phthisis.  Its  closest  relation  is  with 
neurasthenia,  bat  from  this  it  is  differentiated  by  its  cardinal 
symptoms,  tachycardia,  goiter  and  exophthalmos. 

ProCBOsis. — It  may  seem  somewhat  presumptuous  if  I  lay 
claim  to  a  favorable  prognosis  in  the  majority  if  not  all  of 
these  cases.  Despite  the  audacity  of  this  statement,  I  fully  be- 
lieve that  it  is  possible  to  cure  nearly  every  case  if  a  persistent 
and  correct  treatment  is  instituted.  The  disease  may  pursue  a 
long  and  discouraging  course,  but  it  is  certainly  amenable  to 
treatment.  I  have  had  a  long  and  extended  experience  in  the 
treatment  of  this  disease  and  I  have  succeeded  in  curing  many 
cases  which  have  been  regarded  as  incurable.  The  treatment 
which  I  shall  outline  should  enable  any  patient  practician  to 
accomplish  the  same  results. 

Tnabnanl. — All  that  pertains  in  Hie  treatment  of  neuras- 
thenia has  a  marked  significance  in  the  management  of  this 
disease.  It  is  absolutely  necessary  to  maintain  complete  rest, 
a  nourishing  diet  and  freedom  from  all  worry  or  excitement 
Often  these  precautions  are  all  that  is  necessary  in  the  early 
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CAre  of  the  case.  Tlie  cardi&c  excitement  rarely  demands  the 
UBe  of  stimulants  unless  there  is  on  organic  oomplication. 
Hydrotherapy,  massage  and  tonics  may  be  of  adjuvant  help 
when  they  are  indicated,  but  the  real  treatment  should  Iw  ap- 
plied to  the  condition  of  the  nervous  system.  If  insomnia  is 
a  complication,  we  must  help  it  temporarily  by  sedatives  and 
other  measuree;  if  anemia  is  an  underlying  factor,  this  must 
receive  due  attention;  if  digestive  or  other  distnrbances  con- 
tribute to  the  disease,  these,  of  course,  must  be  corrected;  if 
the  occupation  or  environment  predispose  to  neurasthenic  ex- 
citement, these  must  be  changed ;  if  a  neuropathic  heredity  or 
constitutional  disease  are  concerned,  these,  of  course,  must  be 
taken  into  oonsideration,  but  the  cure  must  be  performed  by 
the  internal  remedy. 

Without  enumeration  of  all  the  indicated  remedies  I  pre- 
fer to  moition  only  those  which  have  been  of  paramount  im- 
portance in  my  treatment  of  this  disease.  IFirat  of  all  I  shall 
mention  lycopus  virginicus  which,  in  its  symptomatology,  cor- 
responds closely  to  the  classical  features  of  this  disease.  I 
have  used  this  remedy,  in  my  clinic  and  private  practice,  for  a 
long  time,  and  I  am  positive  that  it  may  be  relied  upon  in  the 
average  case  of  exophthalmic  goiter.  I  have  experimented  with 
the  potency  and  the  tincture  and,  from  my  experience,  I  am 
satisfied  that  the  average  case  only  responds  to  the  latter.  Thus 
it  is  my  practice  to  give  the  tincture  (m.  5-80)  four  times  daily. 
The  minimum  dose  I  believe  is  preferable  in  the  average  case 
but,  to  control  the  tachycardia,  the  maximum  doee  is  required 
in  many  cases.  I  have  successfully  managed  some  of  the  most 
intractable  cases,  many  of  which  have  been  under  the  care  of 
prtmiinent  practicians  before  they  were  sent  to  mc,  and  this  rem- 
edy has  been  my  sheet  anchor. 

Next  to  lyoopus  I  put  my  confidence  in  fiusm  veaieuloaua. 
This  has  not  BO  close  a  relation  to  the  general  sympt<Hnatol<^ 
of  the  disease  as  lycopus,  but  it  often  is  a  better  agent  to  control 
the  cardiac  activity.  This,  too,  should  be  given  in  the  tincture 
(m.  5-30)  and  it  may  be  prescribed  for  a  long  time  without  any 
unfavorable  reaction.  When  either  of  these  remedies  have 
failed  me  I  have  obtained  help  from  the  ftdministration  of 
atrychnia  valerianate  (gr.  1/60)  four  times  daily.  I  do  not 
advise  the  continued  use  of  this  remedy  as  in  the  case  of  the 
other  two.     Valerianate  of  ammonia,  in  the  second  decimal 
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potency,  four  tablets  six  times  daily,  ia  often  a  very  serviceable 
remedy  in  this  disease;  it  may  be  used  alone  or  in  conjunction 
with  either  of  the  preferential  remedies  mentioned  above. 
When  the  nervous  system  is  greatly  excited  I  have  suocessfuUy 
used  the  following  tablet:  Zinc  phosphide  (gr.  1/10),  eanna- 
bis  sativa  (gr.  1/8)  and  hydrobromate  of  hyoacin  (gr.  1/400), 
one  tablet  three  or  four  times  daily.  In  case  there  is  an  or- 
ganic cardiac  lesion  or  even  when  the  heart  excitement  does  not 
respond  to  the  above  remedies,  it  is  necessary  to  further  sup- 
port the  heart  by  the  conjoint  use  of  adonis  vemalis,  convaUaria, 
crategua,  digitalis  or  many  of  the  other  cardiac  stimulants. 
These,  however,  should  not  be  used  indiscriminately  nor  too 
long. 

Other  remedies  which  have  been  mentioned  under  the  sub- 
ject of  neurasthenia  and  other  nervous  diseasee  have  a  sphere  of 
usefulness  here,  and  should  be  employed  according  to  their 
indications.  The  benefits  of  sanitarium  treatment,  the  rest 
cure,  massage,  static  electricity,  vibration  and  all  of  the  indi- 
cated adjuvant  treatments  will  have  their  sphere  of  usefulness 
in  the  treatment  of  this  disease. 


ACROHEOALIA. 


Acromegalia,  or  Marie's  disease,  was  not  recognized  until 
18B6.  It  is  a  chronic  disease  characterized  by  gradual  and 
usually  symmetrical  enlargement  of  the  bones  and  soft  parts 
of  the  hands,  feet  and  face. 

ElloIoCr. — The  cause  is  not  yet  understood,  and  it  affects 
the  sexes  alike.  It  prevails  between  the  ages  of  eighteen  and 
thirty,  though  it  may  rarely  appear  in  older  patients,  and  eon- 
genital  cases  have  been  reported.  It  has  been  observed  that 
patients  suffering  with  acromegalia  have  been  endowed  with 
large  extremities.  Numerous  exciting  causes  have  been  named, 
but  there  is  no  positive  proof  of  their  etiologic  influence.  Tabes, 
syringomyelia,  rachitis,  goiter,  enlarged  thymus  gland  and 
many  other  diseases  are  supposed  to  be  closely  related  with  this 
disease.  The  fact  that  the  pituitary  body  is  frequently  hyper- 
trophied  in  this  disease  has  led  to  the  claim  that  this  is  the 
cause  of  acromegalia.  Whether  it  is  the  cause  or  the  result  of 
the  disease  is  not  yet  known.     Tumors  of  this  body  have  been 
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found  without  the  existence  of  the  diBeaee.     This  would  infer 
that  pituitary  cbaages  have  slight  etiolo^c  influence. 

PatholoCy. — The  bonea  which  are  affected  are  those  of  the 
face,  cranium  and  extremitieB.  In  exceptional  instances  the 
bones  of  the  trunk  are  hjpertrophied.  The  frontal  and  occipi- 
tal bones  are  uauallj  thickened,  the  frontal  and  raaxillarj  sin- 
uses and  the  pituitary  fossa  being  increased  in  size.  The 
malar  and  inferior  maxillary  bones  are  also  enlarged.  The 
ribs,  clavicles  and  sternum  frequently  show  the  same  hyper- 
trophy and  the  shoulder  blades  may  rarely  be  the  seat  of  patho- 
logic changes.  The  large  bones  show  the  most  decided  changes 
at  the  lower  ends.  The  metacarpals,  metatarsals  and  phalanges 
are  also  afieeted.  The  hypertrophy  affects  the  soit  parts  as 
well  as  the  bones,  periosteal  thickening  and  hyperplasia  also 
adding  to  the  increased  size  of  the  affected  parts.  Pituitary 
gland  hypertrophy  is  a  finding  in  many  autopsies  and  for  this 
reason  it  has  been  regarded  as  a  cause.  Dana  claims  that  the 
trophoneurosis  is  due  to  the  defective  action  of  this  gland. 

The  skin  is  hypertrophied  and  its  perverted  function  is 
often  recognized  by  the  excessive  and  fetid  sweat.  The  color  is 
slightly  changed  in  the  region  of  the  enlargements.  The  pa- 
tient is  subject  to  colds,  a  coryza  usually  indicating  this.  The 
thyroid  gland  being  usually  atrophic,  has  led  to  the  belief  that 
this  has  a  possible  relation  to  the  disease.  The  thymus  gland 
is  occasionally  enlarged.  The  kidneys  may  show  slight  evi- 
dence of  nephritis,  and  polyuria  and  glycosuria  are  common, 
while  the  spleen  and  lymphatic  glands  are  sometimes  sclerosed, 

SymptOfflS. — The  face  gives  the  most  conspicuous  evidence 
of  the  enlargement.  The  large  and  flabby  nose,  the  indurated 
eyelids,  the  prominent  cheek  bones,  the  enormous  month,  the 
thickened  lips  and  the  enlarged  lower  jaw  form  the  character- 
istic picture  of  the  disease.  Exophthalmos  is  often  an  addi- 
tional symptom,  and  the  expression  is  one  which  excites  repug- 
nance. The  tongue  is  usually  large  and  flabby,  the  mucous 
membrane  of  the  mouth  is  thickened  and  the  teeth  are  often 
far  apart.  The  hyperplasia  also  affects  the  soft  palate,  pha- 
rynx, larynx  and  tonsils.  The  scalp  is  thickened,  the  hair  is 
coarse,  the  complexion  is  sallow,  while  the  affected  parts  have  a 
very  unpleasant  doughy  feeling. 

The  hands  show  marked  symmetrical  enlargement,  ^ving 
rise  to  the  expression  "spade-like."     The  joints  are  unaffected. 
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The  feet  preseat  similar  hypertrophic  dianges.  "The  thoraa 
usually  presents  an  antenqioeterior  curvature  in  the  oerrico- 
dorsal  region,  which  may  be  compensated  by  lumbar  lordosis 
and  attended  by  scoliotic  twists."  (Church.)  The  claricular, 
sternal  and  rib  enlai^ment  cause  mote  than  normal  breadth 
and  depth  of  the  chest,  thus  interfering  somewhat  with  normal 
respiration.  The  genitaOa  may  he  hypertrophied  or  atrophied, 
while  in  women  amenorrhea  and  sterility  usually  follow.  Pain, 
in  the  parts  may  or  may  not  be  present,  severe  headache  being 
the  most  common  complaint  of  this  kind. 

The  speech  is  naturally  affected  and  other  special  senses 
may  be  perverted.  Vision  is  moat  frequently  impaired.  The 
muscular  structure  is  usually  unaffected ;  the  reflexes  are  nor- 
mal. Complications  like  cardiac  hypertrophy,  arteriosclerosis 
and  dyspepsia  are  of  occasional  occurrence.  The  mentality  is 
usually  weakened  with  the  physical  feebleness. 

Diatooils. — The  for^;oing  symptoms  when  present  are 
sufficient  for  the  diagnosis.  Myxedema  must  be  compared; 
this  has  no  osseous  d^ormity,  the  thickening  of  the  soft  parts 
is  due  to  the  mucin  increase  and  the  thyroid  is  always  atrophied 
or  absent  In  hypermtoeia  cranii  there  is  no  involvement  of 
the  extremitiee.  Oateitit  deformans  does  not  affect  the  face, 
while  bowing  of  the  femur  and  tibia  may  be  noticed. 

Prognosis. — The  disease  gradually  progresses  until  there 
is  complete  physical  and  usually  mental  impairment.  It  may 
rarely  assume  an  active  form,  but  its  chronic  course  may  cover 
many  years.     Cardiac  failure  is  always  to  be  feared. 

Trealmeiit. — As  yet  there  has  been  no  decided  advance  in 
the  therapeutic  study  of  the  diseasa  For  this  reason  we  are 
left  mostly  to  the  symptomatic  treatment.  Serum  therapy  may 
yet  afford  some  help. 


HYPERTROPHIC  OSTEO-ARTHROPATHY. 

This  is  a  form  of  trophoneurosis  which  is  characterized  by 
a  multiple  osteitis  which  affects  the  terminal  phalanges  of  both 
the  hands  and  feet,  the  extremities  of  the  long  bones  and  the 
corresponding  joints.  The  enlaiged  bony  tissue  shows  evidence 
of  inflammation,  the  cartilages  are  eroded  and  the  synovial 
membranee  are  thickened.  The  disease  is  supposed  to  be  sec- 
ondary to  pneumonia,  but  it  is  also  probably  secondary  to  syph- 
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ilia,  heart  disease,  spinal  caries  and  other  chronits  as  well  as 
acute  diseases.  The  joints  grate  on  motion,  the  ankles,  wrists 
and  elbovB  are  enlarged,  while  the  deformity  of  the  toes  is  often 
diBproportionate  to  the  deformities  elsewhere.  The  finger  ends 
often  enlarge  from  the  excess  of  subcutaneous  fat.  The  nails 
then  are  very  large  and  the  bony  tissue  seems  to  be  unaffected. 
The  disease  evidently  has  a  toxic  origin,  as  it  attends  other 
diseases.  It  may  occur  at  any  age,  is  inaidious  in  its  onset 
and  runs  a  protracted  course.  From  acromegalia  it  should  be 
distinguished  by.  the  absence  of  involvement  of  the  head,  face 
or  soft  parts  and  the  particular  tendency  to  afiect  the  joints. 
The  facial  appearance  of  acromegalia  is  never  seen  in  this 
disease. 


HYPEKOSTOSIS  CHANII. 

This  disease  is  characterized  by  the  marked  enlargement 
of  the  bones  of  the  cranium  and,  to  a  lesser  degree,  those  of  the 
face.  While  the  inflammatory  phase  of  the  disease  is  evident, 
it  is  probably  a  trophic  disorder.  This  is  evidenced  by  its 
progressive  character  and  the  fact  that  it  occurs  with  most  fre- 
quency during  the  developmental  period  of  life,  appearing  early 
in  life  or  about  puberty. 

The  symptoms  are  characterized  by  cranial  enlai^ement 
which  often  succeeds  inflammations  like  erysipelas,  or  rarely  it 
follows  from  traumatism.  Headache,  disturbances  of  the  cran- 
ial nerves,  particularly  blindness  and  deafness,  are  marked 
early  symptoms.  It  has  occurred  in  conjunction  with  epileptic 
seizures.  Facial  palsy,  exophthalmos,  opUc  neuritis  and  other 
symptoms  may  arise  from  the  intra-cranial  pressure.  Gradual 
mental  enfeeblement  is  usually  apparent  as  the  disease  pro- 
gresses. The  enlargement  will  be  recognized  most  decidedly  in 
the  anterior  portion  of  the  head  and  the  upper  facial  bones,  the 
bitemporal  diameter  being  increased.  The  cervical  vertebrae 
are  sometimes  affected.     The  disease  responds  to  no  treatment. 


PROOBESSIVE  FACIAL  BEHIATKOPHY. 

This  is  a  very  rare  disease  and  is  characterized  by  a  pro- 
gressive atrophy  on  one  side  of  the  face,  the  skin  alone  being 
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ufluelly  affected.  The  etiology  ia  not  thoronghly  understood. 
It  is  considered  as  a  neurosis  and  is  occasionally  related  to 
other  neurotic  diseases  like  epilepsy  and  mental  disorders.  It 
is  sometimes  a  feature  of  migraine  or  neuralgia.  The  pathol- 
ogy is  equally  unsettled. 

The  sympiomg  are  characterized  by  one  distinctive  feature, 
the  flattening  of  the  akin  on  the  affected  side.  In  severe  forms 
or  when  the  disease  has  progressed,  the  underlying  muscular 
and  osseous  tissue  may  display  a  similar  atrophy.  In  such 
instances  the  hemiatrophy  is  pronounced.  White  spots  are 
found  on  the  affected  skin  where  there  is  a  loss  of  pigmenta- 
tion ;  when  the  pigmentation  is  increased  brownish-yellow  spots 
may  he  observed.  These  changes  are  usually  marked  along  the 
nerve-trunks,  particularly  the  infraorbital.  The  hair  on  this 
side  is  thin,  dry  and  frequently  falls  out.  The  sensory  disturb- 
ances are  not  marked. 

The  diagnosis  is  established  by  the  objective  symptoms. 
In  congenital  facial  asymmetry  the  skin  over  the  affected  side 
is  normal  and  the  congenital  history  is  usually  established. 
The  rare  condition  of  hemv-hyperirophy  should  be  compared. 
The  prognosis  is  unfavorable,  though  life  is  not  endangered. 
The  treatment  is  unsatisfactory,  though  electrici^  may  be  of 
some  value  in  the  early  stage. 


ANGIONEUROTIC  EDEMA. 

This  has  been  known  under  various  terms,  such  as  circum- 
scribed edema,  giant  swelling,  giant  urticaria,  Quincke's  dis- 
ease, etc.  It  is  characterized  by  acute  circumscribed  swell- 
ings of  the  subcutaneous  or  submucous  tissues,  the  result  of 
vasomotor  disturbance  rather  than  inflammatory  irritation. 

Etiolofr. — Early  adult  life  furnishes  the  most  patients, 
the  average  age  being  from  twenty  to  thirty.  Family  neuroses, 
psychoses  and  degeneracy  may  be  discovered.  Often  the  his- 
tory gives  no  positive  information.  Mental  and  physical  ex- 
haustion seem  to  be  closely  related  to  the  disease.  Both  sexes 
are  affected  but  females  furnish  the  majority  of  eases.  Excit- 
ing causes  like  exposure,  traumatism,  fright  and  grief  are  usual- 
ly recognized.  Tobacco,  alcohol  and  infectious  diseases  are 
also  concerned  and  in  all  probability  evil  habits  like  mastur- 


RAYNAUD'S    DISEASE.  1068 

bfttion  may  predispose.  The  dieesse  has  a  tendency  to  appear 
and  disappear  according  to  the  presence  of  an  exciting  cause, 
cold  weather  most  frequently  inducing  the  acute  attacks. 

Symptomi. — The  circtmiscribed  swellings  are  of  sudden 
occurrence  and  disappear  almost  as  promptly.  The  hands,  face, 
lips,  tongue,  pharynx,  genitals  and  extremities  are  most  fre- 
quently the  parts  affected.  The  swelling  does  not  generally 
last  longer  than  a  few  hours,  though  it  may  continue  for  several 
days.  It  may  leave  one  locality  and  appear  in  another,  though 
there  is  no  symmetric  or  anatomic  arrangement  of  the  swell- 
ings. When  it  disappears  it  leaves  no  trace  of  its  existence. 
Sometimes  the  swellings  are  very  large,  giant  swellings,  and 
again  they  may  assume  a  nodular  character.  Tension,  stiffness, 
burning,  pricking  and  itching  of  the  parts  are  typical  symp- 
toms. Urticarial  eruptions  and  wheals  may  appear  from  the 
slightest  irritation  of  the  skin.  When  the  larynx,  pharynx, 
stomach  or  intestines  are  affected  serious  symptoms  may  arise. 
Disturbances  of  deglutition,  digestion  and  respiration  may  be 
marked.  Nausea  and  vomiting  may  he  frequent  symptoms 
while  intestinal  colic  and  diarrhea  are  not  uncommon.  The 
urine  is  usnally  increased  in  quantity,  albuminuria  and  hemo- 
globinuria occasionally  being  present.  Between  the  attacks 
the  patient  is  apparency  well. 

The  pathology  of  the  disease  ia  not  known.  The  diagnosis 
is  easily  made.  The  prognosis  is  favorable  unless  the  larynx 
becomes  involved  and  the  treatment,  aside  from  the  relief  by 
opiates,  must  consider  the  underlying  neurosis. 


RAYNAUD'S  DISEASE. 

This  disease  has  received  its  name  as  the  result  of  Ray- 
naud's description  in  1862.  It  is  a  generalized  trophoneurosis 
with  a  local  expression  of  the  vasomotor  disturbance,  the  arteri- 
oles and  venules  undergoing  attacks  of  spastic  contraction. 
The  fingers,  toes,  nose  and  ears  will  present  the  characteristic 
symptoms.  Raynaud  defined  three  st^tges,  local  syncope,  local 
asphyxia  and  local  death,  a  symmetric  involvement  of  parts  be- 
ing observed. 

EtioI«|y. — The  most  vulnerable  age  is  between  twenty 
and  forty,  females  being  predisposed  most  frequently.  Anemia 
and  a  neuropathic  inheritance  are  concerned  in  its  development 
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and  many  of  the  nervous  diseases  are  cloeel;  allied.'  It  may 
also  be  aasociated  with  or  alternate  with  urticaria,  angioneurot- 
ic edema  and  scleroderma.  Exposure,  fright,  grief,  fatigue, 
trauma,  infectious  diseases  and  autotoxemia  plaj  an  important 
part  in  its  development 

Symptoou. — ^The  local  aymptoms  are  characterized  by  the 
pale,  gloesj  and  bloodless  appearance  of  the  finger  tipa  and  the 
ends  of  the  toes.  Sometimes  one  finger  alone  may  be  affected 
and  less  frequently  the  ears,  nose  and  lips  are  involved.  Loss 
of  aentibility,  tingling  and  numbness  of  the  involved  parts  are 
commonly  experienced.  Inasmuch  as  a  needle  prick  will  draw 
no  blood  the  term  digiti  mortui  has  been  used.  These  symp- 
toms appear  in  paro^sms,  often  attended  by  chills  and  di- 
gestive disturbancee  which  soon  disappear.  Later  the  parts 
are  cyanotic  in  appearance,  the  results  of  pressure  disappearing 
very  slowly.  The  affected  parts  are  rarely  red,  puffy  and  cov- 
ered with  perspiration.  Pain  is  usually  an  attending  symptom 
during  the  local  cyanosis.  Usually  both  hands  are  affected, 
though  one  may  be  affected  later  than  the  other.  Should  the 
local  (^anoeis  last  long,  blebs  may  appear  on  the  affected  parts 
and  these  may  end  in  ulceration  of  the  part  Dry  gangrene 
may  destroy  the  terminal  phalanges  or  rarely  the  entire  finger. 
The  mutilation  of  the  part  is,  however,  not  proportionate  to  the 
apparent  disturbanoe  of  circulation.  Other  parts  of  the  body 
are  ocoasionally  affected. 

The  conatUutional  symptoms  include  intermittent  hemo- 
globinuria, a  decreased  amount  of  urine  and  urea,  and  occa- 
sional attacks  of  uremic  convulsions.  Fever  is  not  common, 
but  cerebral  disturbancee  may  be  looked  for.  ,  The  kidney  may 
suffer  decidedly  from  the  angiospasm. 

Dlafnosis. — The  typical  symptoms  just  outlined  will 
usually  establish  the  diagnosis.  Gangrene  is  reoc^nized  by  its 
classical  symptoms,  while  the  presence  of  nephritis  in  this  dis- 
ease will  often  be  a  differentiating  point  The  decrease  in 
eliminated  urea  and  the  presence  of  bemf^lobinuria  are  marked 
features  in  favor  of  Raynaud's  disease. 

PrognosiB. — The  characteristic  attacks  of  local  syncope 
and  asphyxia  have  a  variable  duration,  but  these  return  from 
the  slightest  exposure  to  cold,  physical  fatigue  and  nervous  ex- 
citement Iq  older  patients  recovery  is  to  be  expected.  In 
younger  patients  the  disease  may  pursue  a  rapid  course,  end- 
ing in  death. 
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Treatment. — Local  treatment  should  maintain  the  warAitli 
of  tile  parte,  which  should  be  oovered  with  cotton  and  other 
warm  dreasingB,  artificial  heat  being  sought  as  far  as  poesible. 
Electricity  often  stimulates  a  healthy  circulation  which  en- 
hances the  warmth  of  the  affected  parte  and  some  relief  may  be 
obtained  by  immersing  the  hands  or  feet  in  hot  water  or  warm 
normal  salt  solution  during  the  attacks.  An  elastic  bandage 
has  been  employed  to  relieve  the  attack,  refilling  of  the  involved 
parte  with  blood  after  ite  removal  often  aiding  the  restoration 
of  warmth  to  the  parts.  Pain  may  be  relieved  by  the  hypo- 
dermatic use  of  morphin.  When  gangrene  ensues  Buccal  in- 
terference may  be  necessary. 


ACSOPAKESTBESIA. 

This  term  describes  a  condition  which  may  occur  amon^ 
washerwomen  or  those  who  are  accustomed  to  have  their  hands 
wet.  A  paresthetic  disturbance,  often  attended  by  pain,  is  ex- 
perienced by  such  patients  at  night  or  when  the  weather  is  very 
cold.  The  fingers  are  cold  and  clumsy,  while  the  color  of  tlw 
skin  is  either  red  or  very  white.  The  disorder  tends  to  the 
chronic  character  and  often  becomes  very  resistant  to  treatment. 
The  fingers  and,  leas  frequently,  the  toes  are  affected  and  the 
trouble  may  extend  to  the  elbows  or  knees. 

The  diagnosis  must  exclude  Baynaaefs  disease,  muliipl» 
neuritis  and  scleroderma.  The  prognosis  is  favorable  so  far  as 
the  danger  to  life  is  concerned,  but  a  cure  is  not  generally  at- 
tained. The  treaiment  includes  massage,  electricity  and  all 
forma  of  treatment  which  encourage  local  warmth.  Tonic 
treatment  for  the  sake  of  nutrition  may  be  indicated. 


SCLERODERMA. 


This  is  a  peculiar  diffuse  induration  and  atrophy  of  the 
skin,  chiefly  affecting  the  face  and  extremities.  It  may  also 
appear  in  a  circumscribed  form,  the  paUtologic  changes  being 
characterized  by  isolated  spote  of  induration  and  atrophy. 
These  symptoms  may  be  confined  to  one  side  or  they  may  show 
a  symmetrical  distribution. 

EHolafy. — Adulte  are  affected  most  frequently  and  fe- 
males furnish  the  majority  of  oases.     The  discrete  form  may 
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appear  in  earl;  life.  Tratunatisiii,  expoeure  and  infections 
diseasee  are  considered  as  prediapoBing  causes.  A  aenropatliic 
inheritance,  spinal  and  cerebral  diseasefl  are  associate  factors. 

Symptoms.— In  the  generalized  form  pain  and  Bensitiv^ 
ness  in  the  affected  parts  are  common  symptoms.  The  indura- 
tion and  thickness  soon  follows  and  this  ma;  be  attended  b; 
rerlness  of  the  parts,  blebe  and  bullae  often  appearing.  The 
skin  is  nsnally  bound  to  the  underlying  tisane,  giving  the  "hide- 
bound" characteristic  Atrophy  follows  later.  The  hands  nnd 
faco  are  particularly  affected,  the  fingers  are  reduced  in  size, 
the  bones  being  covered  by  the  atrophic  and  glistening  'kin. 
The  face  shows  marked  evidence  of  skin  atrophy,  the  bony 
prominences  being  accentuated  in  appearance.  The  epithelium 
is  destroyed,  the  nails  and  hair  also  suffering  atrophy.  In  the 
discrete  form  the  induration  is  limited  and  presents  sharp  de- 
fining borders.  Herpetic  eruptions  are  often  present.  The 
affected  spots  are  white  and  are  confined  to  the  distribuUon  of 
a  nerve.  The  face,  chest,  and  lower  extremities  are  usually 
affected  most.  The  disease  is  slow  in  its  progress,  a  fibrous 
proliferation  attending  the  process. 

Treatment. — Tonics,  electricity  and  symptomatic  treat- 
ment may  give  some  relief,  but  a  cure  is  not  readily  established. 


LOCALIZED  HYPEBTBOPHIES. 

Symmetrical  Lipomatosis. — Localized  and  symmetrical 
fatty  deposits  occur  occasionally  in  adults  with  syphilis  or  al- 
coholism as  frequent  causes.  These  deposits  are  found  in  dif- 
ferent parts  of  the  body,  the  neck,  the  axilla,  groins  and  ex- 
tremities being  the  most  common  locations.  Pain  in  these 
parts  is  sometimes  present,  thou^  often  there  is  no  abnormal 
sensation.  Neurotic  symptoms  are  also  present.  Pigmenta- 
tion and  muscular  flabbiness  are  characteristic  symptoms.  The 
disease  slightly  resembles  myxedema,  but  the  face,  hands  and 
feet  are  not  so  markedly  affected.  The  treatment  is  not  usually 
successful  from,  a  medical  standpoint  and  surgery  is  often  re- 
quired. Thyroid  feeding  has  been  advised.  The  oonatitu- 
tional  factors  and  the  neuropathic  inheritance  will  require  at- 
tention. 

Unsymmetrical  Hrpertrophies. — These  are  of  rare  occur- 
rence, the  neurotic  inheritance  being  a  faOtor.     The  majority  of 
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oases  are  congenital.  A  part  of  an  extremity  or  one  side  shows 
the  asymmetrical  incresse.  The  fatty  increase  is  noticed  in 
the  adipocellular  tissue,  the  muaclee  of  these  parts  being  im- 
paired or  rarely  hypertrophic.  The  bones  may  be  enlai^;ed. 
Pigmentation  is  not  oommon.  The  true  nature  of  the  disease  is 
not  knovn. 

Chronic  Hereditary  Tropho-Edema. — This  form  of  fam- 
ily edema  appears  ahont  the  time  of  puber^  and  affects  chiefly 
the  feet,  legs,  and  rarely  the  entire  lower  limbs.  It  is  a  firm, 
white  and  painless  edema.  Bidlon  has  described  a  localized 
hypertrophy  of  a  single  finger.  The  disease  causes  little  suf- 
fering and  does  not  seem  to  impair  the  general  health. 


HEAT-STKOKE. 


As  this  produces  such  decided  nervous  symptoms  it  may  be 
classed  under  nervous  diseases. 

Etlole^. — Depreciated  physical  resistance  always  pre- 
disposes to  beat-stroke  when  there  are  favorable  exciting  causes. 
Fatigne,  emotional  excitement,  indulgence  in  alcohol,  overeat- 
ing, digestive  disturbances,  poor  sanitation  and  improper  food 
also  favor  its  occurrence.  Males  are  a£Fected  more  frequently 
on  account  of  their  occupations  and  habits.  Sun-stroke  usually 
occurs  among  those  who  work  hard  under  the  exposure  of  the 
sun's  rays.  Thermic  fever  may  appear  among  those  who  work  in 
closely  confined  places  during  the  summer  months.  Heat  ex- 
haustion is  liable  to  occur  under  a  variety  of  conditions  which 
tend  to  paralyze  the  vasomotor  centers. 

PatboIo(y. — Venous  engorgement  of  the  brain  and  of  the 
cerebral  and  spinal  membranes  is  observed  post  mortem.  Bigor 
mortis  is  marked  and  appears  early.  Putrefactive  changes  are 
favored  by  the  high  temperature  of  the  cadaver.  The  blood 
is  "fluid  and  dark,  the  corpuscles  are  crenated  and  do  not  form 
rouleaux."  Ecchjmosee  are  found  in  the  skin  and  serous 
membranes.  The  liver  and  kidneys  may  show  parenchymatoos 
changes.  The  right  ventricle  is  generally  dilated  with  blood 
and  the  left  ventricle  is  rigidly  contracted.  The  cerebrospinal 
system  may  show  "an  acute  parenchymatous  degeneration  of 
the  neurons  of  the  whole  neural  axis." 

Symptoms. — The  asphysnal  form  of  sunstroke  is  fortu- 
nately not  common.     It  is  characterized  by  sudden  doziness. 
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oolor-bUndneBs,  Uirobbing  headache,  a  lack  of  nonnal  perspira- 
tion  and  djepnea.  A  patient  may  fall  as  la  a  conTolsion  and 
if  the  heart  is  greatly  affected  death  may  take  place  suddenly. 
In  milder  cases  nausea  and  vomiting  take  place  and  abdominal 
cramps  may  be  pronounced.  Headache  is  generally  intense, 
the  face  is  flushed,  the  pjilee  ie  rapid  and  full^  the  carotids  aud 
other  vessels  throbbing  excessively,  while  the  respiration  may 
be  stertorous.  The  pupils  are  generally  contracted,  the  sur- 
faces are  hot  and  dry,  and  delirium  may  ensue.  The  temper- 
ature ie  subnormal  gr  Tn;tt  hjghfir  thitTi  10?°  V.  A  mild  degree 
of  fever  may  continue  for  some  time.  Fatal  cases  are  charac- 
terized by  coma,  a  rapid  and  feeble  pulse  with  the  presence  of 
Cheyne-Stokes  respiration.  In  favorable  cases  the  temperature 
disappears  by  lysis,  the  patient  gradually  recovering. 

The  hyperpyrexitU  variety  is  most  common.  In  the  aver- 
age cafie  the  cramp-like  abdominal  pains,  vertigo,  dizidneBS, 
nausea,  vomiting  and  headache  characterize  the  symptomatol- 
ogy. The  skin  is  hot  and  dry  and  usually  very  red.  The  eyes 
are  suffused  and  the  pupils  are  very  small.  The  pulse  is  rapid 
and  noncompressible.  Clonic  spasms  are  often  present  or  mus- 
cular rigidity  may  alternate  with  flaccidity.  Delirium  of  a 
mild  form  may  be  present  and  there  is  often  sphincter  incon- 
tinence. The  temperature  is  usually  high  (lOS^-llO"  F,). 
The  respirations  are  increased  and  rarely  the  unconsciousness, 
cyanosis  and  dyspnea  may  terminate  in  coma  and  convulsions. 
Secondary  exacerbations  may  appear  during  apparent  conva- 
lescence. Pneumonia,  meningitis,  uremia  and  cardiac  failnro 
are  unfavorable  complications. 

Heai  prostration  appears  gradually  or  raiely  by  sadden 
onset,  dizEiness,  faintness,  headache,  and  nausea  being  promi- 
nent symptoms.  Following  the  heat  sensations  the  surface  may 
be  cold  and  pallid.  There  is  muscular  weakness,  sighing  res- 
piration and  moderate  fever  (100°-102°  F.),  the  pulse,  how- 
ever, being  rapid,  nnconsciousness  rarely  ensnes  and  recov- 
ery generally  takes  place  in  a  few  days.  Nervous  irritation, 
headache  and  general  depression  may  exist  for  some  time  after 
apparent  recovciy. 

Diagnosis. — The  history  of  the  case  usually  is  a  guiding 
feature  in  the  diagnosis.  AciJe  aleoholiam,  memngitia,  uremia 
and  apoplexy  must  be  differentiated  and  these  have  been  prop- 
erly described  elsewhere. 
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Prsfnosls. — Heat  prostration  presents  a  more  favorable 
prognosis  than  sim-stroke.  The  health  and  habits  of  the  patient 
have  much  to  do  with  the  outcome. 

Trettmant.— Prophylaxis  is  of  greatest  importance  in  the 
treatment,  as  one  attack  predisposes  to  others.  Treatment  of 
the  attack  will  consider  the  severity  of  the  seizure.  In  heat 
proatraiion  the  patient  usually  revives  after  being  cooled  off 
gradually  and  kept  very  quiet.  It  is  always  beat  to  sponge 
the  body  for  some  time  with  cool  water,  and  stimulants  like 
aromatic  spirits  of  ammonia,  amyl  nitrade  and  strychnia  (gr. 
1/60)  hypodermatically,  may  be  required.  Aconite,  or  bella- 
donna should  be  given  internally.  In  aun-atroke  it  will  be 
necessary  to  put  the  patient  in  an  ice  pack  or  sponge  the  parts 
constantly  with  cold  water.  An  icebag  should  be  applied  to  the 
head.  Cardiac  stimulation  is  often  required.  In  asphyxial 
cases  venesection,  intravenous  normal  salt  injection  and  external 
stimulation  are  often  necessary.  The  feet  should  be  put  into 
hot  water,  hot  water  bags  should  be  placed  about  the  patient  and 
ice  should  be  kept  on  the  head.  A  hypodermatic  injection  of 
nitroglycerin  (gr.  1/100)  or  strychnia  (gr.  1/60-1/20  should 
be  immediately  given.  Camphor,  atropin  and  brandy  may  also 
be  given  hypodermatically  to  overcome  the  shock.  In  case  of 
very  high  temperature  the  ice-bath  or  ice-water  sponge  should 
be  resorted  to,  but  this  should  be  done  with  caution  lest  the 
temperature  be  depressed  too  rapidly.  The  same  consideration 
should  be  used  regarding  the  administration  of  antipyretics. 
Should  convulsions  appear  morphin  (gr.  1/4)  may  be  demanded 
hypodermatically  or  possibly  the  nervous  excitement  may  be 
allayed  by  the  internal  use  of  sodium  bromid  (grs.  10-20)  or 
some  of  the  other  sedatives. 

When  the  temperature  is  sufficiently  reduced  the  patient 
should  be  allowed  to  rest  quietly  in  a  cool  place,  though  an  ice 
bag  should  still  be  kept  on  the  head.  A  light  diet,  careful  nurs- 
ing and  the  internal  use  of  indicated  remedies  will  be  all  that 
are  essential.  Diuresis  must  be  freely  established,  and  may 
demand  the  employment  of  diuretvn,  or  potassium  acetate. 
The  patient  should  be  given  a  sufficiency  of  water  and  the 
bowels  should  be  regulated  by  saline  cathartics  if  necessary. 
The  convalescence  must  be  watched  with  care  and  due  atten- 
tion should  be  paid  to  the  susceptibility  to  repeated  attacks  at 
the  slightest  exposure. 


.y  Google 


THE   INTOXICATIONS. 

ALCOHOLISM. 

This  term  is  applied  to  acute  or  chronic  intoxication  from 
the  drinking  of  alcohol.  It  is  one  of  the  narcomanias.  It  is 
characterized  bj  constant  or  periodic  craving  for  alcohol  and  is 
a  degenerativB  disease. 

Acute  alcdholism  is  manifested  first  by  a  sense  of  warmth, 
exhilaration  and  vascular  relaxation.  Later  functional  pa- 
ralysis of  the  nerve-centers,  more  or  less  complete,  is  manifested 
by  incoordination  of  muscles,  confusion  of  the  faculties,  and 
incoherent  or  delirious  speech.  Succeeding  this  stage  acute 
coma,  stertorous  breathing,  congestion  of  the  face  and  a  slow, 
full,  weak  pulse  may  be  observed.  The  pupils  may  be  con- 
tracted or  dilated,  and  the  eyes  are  congested.  The  patient 
can  be  aroused  from  his  coma  by  shouting,  by  ammonia  inhala- 
tions or  by  pressure  upon  the  supraorbital  nerve  at  its  exit  from 
the  foramen. 

The  diagnosis,  though  apparently  simple,  is  often  confused 
with  other  diseases  which  cause  a  profound  stupor.  Uremic 
coma  is  most  frequently  mistaken  for  this.  While  the  uremic 
convulsions  may  simulate  those  of  acute  alcoholism,  the  odor  of 
alcohol  on  the  breath  is  wanting,  and  in  its  place  we  may  fre- 
quently detect  the  urinous  odor.  The  pupil  in  uremic  convul- 
sions is  sometimes  dilated,  and  again  contracted.  The  chief 
differentiation  in  the  uremic  state  is  made  by  the  urinalysis 
which  reveals  the  presence  of  albimiin,  and  often  casts. 
Opium  poisoning  is  detected  usually  by  the  contracted  pupils. 
Cerebral  hemorrhage  in  an  alcoholic  may  be  diagnosed  as  acute 
alcoholism.  Diabetic  coma  ia  detected  by  the  ferric  chloride 
reaction  in  the  urine  or  by  the  finding  of  sugar. 

Chronic  Alcoholism. — This  varies  in  decree  according  to 
the  amount  of  alcohol  imbibed,  the  duration  of  the  habit,  the 
condition  of  the  patient  and  the  heredity.  Chronic  alcoholism 
may  be  a  condition  of  narcomania,  which  is  characterized  by  a 
nervous  state  and  a  constant  craving  for  drink,  or  it  may  take 
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the  form  of  a  dipsomania  in  which  there  ia  a  periodic  desire 
for  drink  -which  becomes  almost  a  mania;  or  delirium  tremens 
often  characterizes  the  alcoholic  effects,  giving  rise  to  peculiar 
hallucinations,  or  the  intoxication  ma;  assume  a  more  profound 
condition  of  stupor  and  mania  termed  mania  a  potu. 

The  heredity  or  the  constitutional  weakness  of  the  patient 
is  always  a  predisposing  factor  to  consider.  Those  who  are 
children  of  alcoholic  parents  are  more  susceptible  to  the  action 
of  alcohol  and  its  degenerative  effects.  Those  afflicted  with  any 
constitutional  weakness  are  prone  to  suffer  from  alcoholic  excess 
more  than  those  who  are  physically  sound.  Degeneracy  fur- 
nishes a  susceptibility  to  dementia,  melancholia,  epilepsy  and 
insanity,  and  therefore  those  who  inherit  this  d^eneracy  or  ac- 
quire it  from  the  use  of  alcohol  are  inclined  to  these  diseases. 

Patholofy. — The  pathology  naturally  includes  the  changes 
which  are  directly  or  indirectly  related  to  the  prolonged  use  of 
alcohol.  Prominent  among  these  may  be  mentioned  cirrhosis 
of  the  liver,  gastritis,  subacute  meningitis,  arterial  dc^nera- 
tion  and  other  morbid  phases  which  have  already  been  de- 
scribed under  various  subjects.  The  direct  effect  of  alcohol  is 
"mainly  on  the  protoplasm  of  cells,  modifying  or  impairing 
their  normal  metabolism,  at  times  destroying  cells  and  substi- 
tuting fibroid  material,  at  oUiers  inciting  to  inflammatory  ac- 
tion ;  at  others  simply  delaying  oxidation,  as  in  the  case  of  the 
adipose  vesicle,  whose  fat  remains  unoxidized  because  its  con- 
gener, alcohol,  is  more  easily  oxidized.  In  some  instances,  as 
in  the  case  of  the  liver  cells,  fat  is  deposited  in  new  situations 
because  it  can  not  be  sufficiently  burnt  up.  Different  kinds  of 
alcoholic  beverages  also  seem  to  act  differently,  some,  as  gin,  pro- 
ducing destruction  of  liver-cells  and  cirrhosis,  while  others, 
as  malt  liquors,  produce  faity  livers.  It  is  also  true  that  per- 
sons addicted  to  intermittent  debauch  are  less  liable  to  inflam- 
matory lesions  than  constant  consumers."  (Tyson.)  The  ir- 
ritation of  nerve  tissue  from  the  prolonged  use  of  alcohol  not 
only  givee  rise  to  meningitis,  but  a  gradual  cerebritis  may  de- 
velop, which  leads  to  secondary  d^eneration  of  brain  tissae. 

The  kidneys  also  suffer  decidedly  from  the  continued  use 
of  alcohol.  Contraction  follows  destruction  of  renal  cells  and 
the  development  of  connective  tissue,  while  these  organs  are 
also  prone  to  enlargement  as  the  result  of  fatty  inflltration. 
We  must  remember  that  it  is  not  only  the  direct  action  of  alco- 
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hoi  upon  these  organs  that  does  the  greatest  injurj,  hat  aleo 
the  arterial  changes,  incident  to  ^e  use  of  this  intozicsut, 
favor  the  development  of  nephritis  as  a  secondary  disease.  It 
must  also  be  kept  in  mind  that  the  constant  stimulation  in- 
duced by  alcohol  is  liable  to  produce  an  over-functioning  of 
all  organs,  to  sa;  nothing  of  the  d^eterious  effects  upon  the 
mentality. 

Symptoms. — The  effect  of  chronic  alcoholism  is  probably 
noticed  first  by  the  irritation  of  the  nervout  eyatem.  Muscular 
action  is  performed  imperfectly  and  a  constant  tremor  is  no- 
ticed in  all  volitional  effort  Mental  deterioration  is  soon  rec- 
ognized by  the  slavish  intellect,  though  some  may  overcome 
the  appearance  of  this  weakness  by  a  powerful  will  and  the  en- 
durance  of  a  good  constitution.  Dementia  and  insanity  are 
later  sequences,  and  th^e  follow  when  the  vascular  degenera- 
tion leads  to  secondary  changes  in  the  brain  tissue.  Hemoi^ 
rhagio  pachymeningitis  is  a  possible  sequela  of  chronic  alcohol- 
ism; multiple  neuritiB  is  almost  invariably  preceded  by  it,  and 
general  paralysis  of  the  insane  is  too  frequently  an  unfortunate 
sequeL 

Digestive  disturbances  are  common  in  this  disease,  being 
evidenced  by  an  obstinate  chronic  gastritis  with  all  its  distress- 
ing symptoms,  and  gastric  ulceration  which  is  always  serious. 
Hepatic  changes  in  the  form  of  hypertrophy,  contraction,  or 
fatty  infiltration  are  prominent  signs  of  the  alcoholic  effect 
The  portal  compression,  which  follows  from  these  cbanges, 
gives  rise  to  secondary  hyperemic  effects  in  the  gastro-int«8tinal 
mucosa  which  often  resist  all  treatment  The  vascu/or  changes 
which  arise  from  chronic  alcoholism  and  secondarily  affect  the 
heart,  kidneys  and  brain,  have  already  been  mentioned. 

Dflliriom  Tremens. — Delirium  tremens  or  "mania  a  potu" 
is  a  special  manifestation  of  chronic  alcoholism  due  to  the  ex- 
cessive indulgence  and  the  prolonged  action  of  the  inboioant  on 
the  brain.  It  often  occurs  in  connection  with  some  acute  in- 
fection like  pneumonia.  It  starts  usually  in  the  form  of  ex- 
treme nervous  excitement,  the  patient  behig  unable  to  sleep  or 
keep  quiet.  Intense  mental  depression  soon  follows  and  the  hal- 
lucinations of  visions  rapidly  succeed,  the  patient  having  an 
idea  that  he  is  pursued  by  some  monster  or  serpent  The  pa- 
tient may  be  in  such  a  state  of  excitement  that  he  tremUee  like 
a  leaf,  and  in  this  state  he  may  become  unmanageable  and  at- 
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tempt  to  oconmit  suicide.  Often  in  this  stage  the  spirit  of  con* 
ning  maj  be  tbe  guiding  inflaenoe,  and  nnezpeoted  actions  may 
be  looked  for.  The  patient  may  complain  of  anditoiy  halluci- 
nations and  be  troubled  with  abnormal  sounds.  The  pulse  is 
frequent,  feeble  and  often  irr^pilar,  denoting  the  cardiac  weak- 
ness which  usuaUy  attends.  There  is  often  a  temperature  rise 
of  one  to  three  degrees  and  this  will  depend  to  a  large  extent 
upon  the  associate  infections  disease. 

DiafnaslB. — The  diagnosia  in  chronie  alcoholism  is  rarely 
a  subject  of  doubt  if  careful  history  is  obtained.  Meningitis, 
which  may  coexist,  is  differentiated  as  outlined  under  that  sub- 
ject Pneumonia  ehould  always  be  looked  for  in  a  case  of  de- 
lirium tremens.  Apoplexjf  and  uremic  coma  have  been  men- 
tioned under  acute  alcoholism. 

Piwiacsls. — Chronic  alcoholism  is  a  curable  disease,  so  far 
as  the  intoxication  is  concerned,  if  the  alcohol  can  be  taken 
from  the  patient  The  sequelae  which  follow  from  its  pro- 
longed use  are  naturally  incnrable,  though  they  may  be  relieved 
by  an  abstemious  life  and  a  perfect  care  of  the  general  health. 
When  physicians  convince  their  patients  of  the  danger  of  the 
alcohol  habit  many  of  oar  incnrable  chronic  diseases,  especially 
of  the  heart  and  kidneys,  will  not  be  so  frequent  as  at  present. 
Prosperity  is  often  a  misfortune  inasmuch  as  it  leads  to  an 
overindulgence  in  spirituons  liquon  which  sooner  or  later  leads 
to  premature  infirmity  and  death.  Pneumonia  is  always  a  dan- 
gerous disease  when  it  occurs  in  an  alcoholic 

Treatment  of  Alcoholism. — 4^cute  alcoholism  requires  lit- 
tle treatment,  as  the  patient  usually  recovers  after  sleep  has 
succeeded  the  debauch.  It  may  in  some  instances  be  necessary 
to  give  a  sedative  to  overcome  the  nervous  excitement.  Chloral 
(grs.  15-30)  is  of  service  in  this  respect.  Horphin  may  be  de- 
manded to  quiet  an  obstreperous  patient,  and  when  this  is  used 
it  should  be  given  hypodennaticaHy  (gr.  1/4),  or  else  it  serves 
only  to  irritate  the  patient.  This  drug  should  not  be  given 
in  cases  of  contracted  kidney,  and  this  disease  should  always 
be  suspected  in  cases  of  this  kind.  AromaHe  spirits  of  am- 
monia, in  dram  doses,  may  be  given  in  a  little  water.  Black 
coffee  is  often  of  great  assistance  in  sobering  the  patient,  and 
if  it  can  not  be  ^ven  by  the  mouth  it  may  be  administered 
per  rectum.  Strychnia  (gr.  1/40-1/20)  hypodermatically  ad- 
ministered is  often  serriceable,  as  most  of  these  patients  suffer 
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vith  cardiac  weakness  during  these  spells.  Yomiting  must  be 
encouraged  when  there  is  evidence  of  stomach  disturbance. 
UsnaUj  the  patient  does  this  involuDtarilj,  but  it  maj  be  en- 
couraged by  the  hypodermatic  use  of  apomorphia  (gc.  1/16- 
1/10).  Internal  medication  is  rarely  needed  inasmuch  as  the 
patient  is  generally  sober  after  a  sleep.  Should  this  be  de- 
manded nwc  vomica,  ignatia,  ipecac,  iris  verncolor,  coceulus 
and  similar  remedies  may  be  given. 

Chronie  aleoholiam  is  far  more  diiBouIt  to  treat,  as  it  in- 
volves the  absolute  surrender  of  the  habit.  Thus  it  is  essen- 
tial to  put  the  patient  where  alcohol  can  not  possibly  be  ob- 
tained. The  patient  usually  needs  restraint,  and  therefore  sani- 
tarium treatment  is  most  successful.  To  produce  nerve  rest  is 
the  principal  object  next  to  the  withdrawal  of  the  alcohol.  In 
extreme  coses  this  can  be  done  only  by  the  use  of  sedatives  in 
sufficient  dosage  to  enforce  sleep  and  produce  nerve  calm. 
Hydrobromate  of  hyoscin  (gr.  1/100)  hypodermatically  admin- 
istered is  our  best  single  agent  for  this  purpose.  It  should  be 
given  every  two  or  three  hours  regularly  until  there  is  positive 
evidence  of  a  subsidence  in  the  nervous  excltem^it;  then  it 
should  be  given  less  frequently  until  there  is  no  sign  of  tremor 
or  mental  excitement.  It  is  a  great  mistake  to  discontinue  this 
remedy  before  the  patient  is  absolutely  tranquil.  In  some  ex- 
treme cases  this  is  not  sufficient,  and  then  we  may  add  potassium 
bromid  (grs.  15)  and  often  chloral  hydrate  (grs.  16).  Either 
of  the  latter  remedies  alone  may  suffice  in  moderate  coses.  Mor- 
phin  (grs.  1/8-1/4)  is  rarely  required  in  chronic  alcoholism, 
and  is  a  dangerous  remedy  in  case  of  interstitial  nephritis.  Atro- 
pin  (grs.  1/500-1/100)  hypodermatically  administered  every 
three  or  four  hours  is  a  favorite  remedy  with  many.  Strychnia 
and  digitalis  in  the  usual  doses  are  frequently  required  in  case 
of  cardiac  weakness.  Some  practicians  are  accustomed  to  give 
on  initial  dose  of  pilocarpin  (gr.  1/6)  hypodermatically,  and 
follow  this  with  cardiac  stimulants.  It  is  highly  essential  to 
keep  the  patient  in  quiet  surroundings  during  the  entire  period 
of  treatment. 

The  generol  treatment  which  follows  the  specific  treatment 
will  be  symptomatic,  such  remedies  as  nux  vomica,  ignatia,  asa- 
fetida,  sumbul,  arsenicum,  china,  agaricin,  cannabis  indica  and 
hyoscyamus  being  frequently  indicoted.  The  worst  phase  of 
alcoholism  is  often  seen  in  pneumonia  and  this  will  require 
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prompt  and  persistent  treatment  or  the  patient  will  be  over- 
come by  the  estreme  delirium  and  r^tleBsnese.  In  this  we 
must  Bupplement  Uie  remedies  just  mentioned  with  those  indi- 
cated for  the  symptoms  of  pneumonia. 


MORPHINISM. 


The  morphin  habit  is  generally  acquired  from  the  use  of 
this  drag  given  for  the  relief  of  pain  or  insomnia.  After  its 
habitual  use  the  patient  at  times  suffers  from  an  irrreaistible 
craving  for  the  drug,  so  that  it  may  be  taken  in  sufficient 
amount  to  cause  its  toxic  effect.  Such  habitu^  are  liaUe  to 
have  morphin  sprees  to  the  degree  that  their  actions  simulate 
those  of  the  alcohol  drunkard.  Degeneracy  has  much  to  do  with 
the  habit  and  a  neurotic  tendency  frequently  predisposes.  It 
is  often  astonishing  how  much  morphia  a  patient  addicted  to 
this  habit  will  consume  without  causiag  more  than  the  signs  of 
intoxication. 

Symptoms. — Nervous  irritability  is  one  of  the  prominent 
symptomB  of  this  disease,  and  the  patient  always  craves  the 
drug  for  its  relief.  A  loaa  of  self-control  is  always  apparent, 
and  with  this  laxity  in  the  moral  nature,  urdruthfulneBS  be- 
comes a  fixed  characteristic.  The  patient  is  always  in  a  state 
of  anxiety  relative  to  some  impending  calamity.  Mental  de- 
pression may  alternate  with  exhilaration,  melancholia  or  de- 
lusional insanity  frequently  appearing.  The  withdrawal  of 
the  drug  always  augments  these  symptoms  at  first.  The  diges- 
tion is  invariably  disturbed,  diarrhea  taking  the  place  of  con- 
stipation in  the  later  stages.  Some  morphin  habitues  become 
kleptomaniacs.  Inaomnia  is  usually  pronounced  and  a  tremor 
is  commonly  noticed  in  cases  of  long  standing.  Ataxia  and 
paresis  are  prominent  symptoms  of  the  final  stage.  While 
death  is  not  an  early  result  of  this  habit  the  patient  usually  be- 
comes Mnaciated,  weak,  irresponsible  and  susceptible  to  any 
acute  disease. 

Traalmeat. — Old  cases  are  managed  only  by  institutional 
treatment.  Care  and  watchfulness  is  always  necessary  lest  the 
patient,  by  an  acquired  cunning,  obtain  poaaession  of  the  drug. 
When  the  drug  is  withheld  some  stimulant  must  be  temporarily 
substituted.     Strychnia  (grs.  1/40-1/20)  sh   d<l  be  given  hypo- 


lOOgle 


1066  THE    INTOXICATIONS. 

dermaticollj  every  two  or  three  hours  until  it  is  safe  to  leduoe 
the  dose  graduallj.  Aromedic  apirilg  of  ammonia  (one-half  to 
one  dram),  digitalia  iiruture  (m.  10),  nitroglycerin  (gr.  1/100) 
and  hjfdrobromate  of  hj/oeein  (gr.  1/100-1/50)  are  Bervioeabl« 
as  in  the  treatment  of  alcohoUsiii.  The  diet  must  be  nooriah- 
ing,  though  it  is  often  very  difficult  to  get  the  patient  to  take 
enongh  food  to  sustain  life. 

It  is  invariablj  neoessaty  to  promote  sleep  by  means  of 
sedatires.  Chloral  (grs.  10-30)  is  probably  the  best  remedy  for 
this  purpose.  The  ni*Titniim  dose  should  not  be  employed 
when  there  is  cardiac  weakness.  As  moiphin  is  a  cardiac  stim- 
tflant  we  do  not  frequently  discover  cardiac  weakness  in  these 
patients.  TrioTtal,  tuiphonal,  somnos  or  chloraiamid  (grs.  15- 
30)  may  be  given  with  good  results  in  many  cases.  The  last 
remedy  I  have  used  successfnlly  in  much  larger  doses.  The 
objection  to  all  of  these  remedies  is  the  fact  that  the  patient 
soon  becomes  dependent  upon  them  and  diis  habit  is  often  dif- 
ficult to  overcome.  Some  believe  in  gradually  reducing  the 
dosage  of  morphin  in  these  cases.  In  my  limited  experience  in 
these  cases  I  have  found  it  best  to  break  a  bad  habit  without 


AKSCNICAL  POISONING. 

ActUe  tavonical  poisoning  most  frequently  occurs  as  the  re- 
sult of  accidental  or  intentional  poisoning  by  the  ingestion  of 
Paris  green,  "Bough  on  Bats"  and  other  arsenic-oontaining 
preparations. 

Symplons. — These  are  characterized  by  abdominal  pain, 
vomiting,  burning,  diarrhea,  rectal  tenesmus,  collapse  and  death 
if  the  dose  is  la^e.  A  skin  eruption  may  be  noticed,  and 
blood  and  albumin  may  appear  in  the  urine.  Paralysis  may 
develop  later. 

Treitment. — To  empty  the  stomach  is  the  first  desider- 
atum, mustard  water  or  zino  sulphate  (grs.  10-80)  being  very 
effective.  The  antidote  is  ferric  hydrate  with  magnesia,  or 
dialyzed  iron,  the  former  in  1  dram  doeee,  and  of  the  latter  30 
minims.  Lavage  should  also  be  performed  nntil  the  stomach 
is  well  washed.    Castor  oil  should  be  given  as  a  pu^e. 

Chronic  Arsenical  Poisoninf. — ^This  may  be  traced  to  the 
paper  on  the  wall,  artificial  flowers  and  dothing  fabrics.  Its 
continued  use  as  an  internal  remedy  may  be  the  cause. 
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Symplsms. — Anemia  and  deb^ity  may  be  the  most  sug- 
gestive BTmptomB.  Oastrdlgia  is  usually  present  and  a  sense  of 
burning  may  alao  affect  the  entire  gastro-intestinal  tract.  Ting- 
ling and  pain  in  the  limbs  may  be  followed  by  paralysis.  Per- 
ipheral neuritis  is  a  common  development.  As  a  later  result  of 
arsenic  poisoning  secondary  d^eneration  of  the  epithelium  in 
the  kidneys  may  take  place.  Muscular  atrophy  often  ensues 
in  the  affected  muscles.  Trophic  changes  may  be  noticed  by 
the  glossiness  of  the  skin,  herpetic  eruptions  and  pemphigus. 
Pigmentation  of  the  skin  is  sometimes  observed.  The  ezt«nsor 
muscles  suffer  chiefly  on  account  of  the  neuritis,  the  lower  ex- 
tremities being  affected  as  much  as  the  upper ;  this  is  a  differ- 
entiating sign  from  lead  poisoning.  As  the  sensory  nerves  are 
also  affected  pain  is  a  marked  symptom.  The  symptoms  and 
prognosis  depend  upon  the  d^ree  of  the  absorption  and  the  con- 
dition of  the  kidneys. 

Trealmenl. — The  patirait  should  be  removed  from  expos- 
ure to  the  drug,  and  symptomatic  treatment  should  be  insti- 
tuted for  the  anemia,  and  the  gastro-intestinal  disturbances. 
Potaasium  iodid  should  be  employed  to  aid  the  elimination  of 
thepoieon. 


LEAD  POISONING. 


Acute  lead  poisoning  is  not  of  common  occurrence. 
Chronic  lead  poisoning  is  frequently  observed.  The  lead  may 
be  introduced  by  inhalation,  throng  the  digestive  tract  or 
through  the  skin.  It  usually  occurs  among  lead-workers  and 
painters.  Karely  the  cause  is  found  in  water  which  passes 
through  a  lead  pipe,  in  hair  dyes  and  cosmetics.  Tin  utensils, 
beer,  snuff  and  tobacco  wrapped  in  tin  foil  have  been  factors 
in  this  condition. 

Pathology. — The  pathologic  results  of  lead  poisoning  are 
widespread,  the  nervous  system  suffering  moet  decidedly.  A 
toxic  neuritis  is  the  characteristic  lesion.  The  early  changes 
are  noticed  in  patches  in  the  medullary  sheath.  In  advanced 
casra  there  is  "segmentation  of  the  myelin  and  breaking  up 
of  the  axis  cylinder  with  a  proliferation  of  the  nuclei  in  the 
sheath  of  Schwann."  Marked  changes  in  the  spinal  cord  are 
rarely  found  nor  is  the  brain  appreciably  affected.  Vascular 
changes  are  generally  present  and  many  secondary  pathologic 
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conditions  may  follow  from  theee.  The  muaevHo-apiral  nerve  ia 
chiefly  involved  and,  following  the  neuritis,  muscular  atrophy 
may  be  discovered.  The  sensory  nerves  are  not  affected.  In- 
durative nephritis  is  a  common  sequence  and,  with  a  general 
arteriofihrosis,  may  cause  death. 

Symploms. — The  typical  lead  colic  is  a  marked  sign  of 
plumhtsm.  This  is  characterized  by  sudden  and  intanse  colicky 
pains  in  the  region  of  the  umbilicus,  which  are  twisting,  grind- 
ing and  paroxysmal  in  character.  The  abdomen  is  usually 
scaphoid,  the  recti  may  be  rigid  but  (ympany  is  not  marked. 
Nausea  and  vomiting  may  accompany  the  other  symptoms.  As- 
sociated with  this  we  naturally  look  for  the  hlue  line  on  the 
margin  of  the  gums.  Constipation  is  another  marked  symp- 
tom. Anemia  due  to  the  effect  of  the  lead  and  to  the  second- 
ary renal  changes,  loss  of  appetite,  a  fetid  breath  and  the 
complaint  of  a  sweetish  taste  are  other  features  of  the  disease 
to  he  looked  for.  Microscopic  examination  of  the  blood  may 
reveal  a  granular  d^eneration  of  the  erythrocytes. 

The  wrist-drop  is  a  distinctive  sign  of  the  later  stage  or 
it  may  be  recognized  in  the  early  symptomatolt^y:  This  paral- 
ysis affects  the  extensor  muscles  of  the  forearm  though  the 
supinator  longus  and  the  short  extensor  of  the  thumb  may 
escape.  The  peroneal  group  in  the  leg  may  be  involved.  Atro- 
phy of  these  muscleB  is  often  rapid.  A  tremor  of  the  forearm 
is  not  uncommon.  Squint  may  follow  from  ocular  muscle 
involvement  and  optic  neuritis  is  rarely  present.  In  extreme 
cases  epileptiform  convulsions  and  coma  may  appear.  Ne- 
phritis is  always  to  be  feared  and  gout  is  favored  by  this  disease. 
The  cerebral  eymptoma  may  consist  of  delirium  and  coma, 
which  often  appear  with  tremors  and  hallucinations.  Aphasia, 
neuro^retinitis,  amaurosis,  headache,  hysterical  symptoms  often 
bordering  upon  mania  or  melancholia  and  convulsions  simu- 
lating those  of  epilepsy  may  be  present.  Insanity  is  not  rarely 
a  sequence  of  lead  poiaoning. 

IHa^aosia. — The  history  of  typical  lead  colic  and  the 
characteristic  blue  line  on  the  gums  are  usually  suffioieot  for 
diagnosis  in  the  acute  stages  even  though  the  source  of  the 
lead  poisoning  is  untraceable.  The  wrist-drop  is  the  later 
distinctive  symptom.  Lead  colic  may  closely  simulate  acuta 
appendiciiis,  but  in  the  latter  disease  the  abdomen  is  usually 
tympanitic,   there  is  marked  tenderness  to  pressure  over  tbe 
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appendix,  and  fever  is  usually  present.  Pressure  palsy  may 
cause  wriat-drop  but  this  is  more  frequently  unilateral  while  the 
wrist-drop  in  lead  poisoning  is  usually  bilateral.  The  history 
is  also  a  distinctive  point  in  this  comparison.  Acute  anterior 
poliomyelitis  may  simulate  lead  poisoning  when  the  palsy  in 
the  latter  afiFects  both  extremities.  The  former  is,  however, 
common  in  children  while  lead  poisoning  usually  afiects  adults. 
Lead  poisoning  does  not  appear  so  abruptly  and  has  little  or 
no  fever,  both  of  which  symptoms  appear  in  acute  poliomyelitis. 
Lead  may  occasionally  be  found  in  the  urine  if  iodid  of  potash 
is  given  to  set  it  free  from  the  tissues.  Saturnine  epilepsy, 
cpileptoid  seizures  caused  by  lead  poisoning,  will  be  distin- 
guished from  true  epilepsy  by  the  history  and  the  attending 
symptoms  of  lead  poisoning. 

ProfooaiB. — The  prognosis  depends  upon  the  degree  of 
the  toxemia  and  the  resisting  power  of  the  patient.  If  the 
cause  is  removed  and  proper  treatment  instituted  early,  recov- 
ery should  occur  in  the  majority  of  cases.  When  cerebral 
symptoms  appear  and  marked  renal  complications  are  evident 
a  grave  prognosis  should  be  given.  The  paralysis  depends 
largely  upon  the  patient's  general  health  and  the  extent  of 
the  neuritis.  When  the  muscles  have  lost  their  reaction  to 
electrical  stimulation  and  particularly  when  the  reaction  of 
degeneration  is  present  a  cure  is  not  to  be  expected  though 
much  relief  may  be  given. 

Treatineat. — Any  source  of  poisoning  must  be  removed. 
Workers  in  lead  should  change  their  occupation.  The  next 
object  IB  to  eliminate  the  lead  from  the  system  as  rapidly  09 
possible.  Catharsis,  diuresis  and  skin  elimination  by  hot  hatha 
should  be  sought  Potassium  iodid,  in  full  doses  (grs.  10-80) 
is  one  of  the  best  agents  for  this  purpose ;  it  should  be  given 
after  meals  with  a  full  glass  of  water.  Usually  after  this  is 
given  lead  will  appear  in  the  urine,  showing  that  it  has  been 
liberated  from  the  tissues,  but  it  frequently  aggravates  the 
symptoms.  Calcium  sulphid  (gr.  2-4)  every  two  to  four  hours 
has  served  me  well  in  this  respect.  The  general  health  of 
the  patient  must  also  be  sustained  by  outdoor  life,  nourishing 
food,  a  proper  amount  of  rest,  a  perfect  hygiene  and  tonic 
remedies  if  necessary.  The  colic  often  requires  morphin  (gr. 
1/4)  hypodermatically,  the  obstinate  constipation  often  yield- 
ing to  this  drug.     Convulsiona  may  respond  to  the  hot  pack 
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■while  bromids  will  be  indicated  in  extreme  casee.  The  jwnily- 
m  will  require  Bpecial  atteotion.  The  faradic  CDirent  shoidd 
be  carefallj  and  ByBtematically  employed.  Strychnia,  in  in- 
creasing doses,  may  be  employed  with  success,  but  the  iodid 
of  potash  must  not  be  discontinued.  Ergot  has  also  been  rec- 
ommended for  the  paralysis. 

The  homeopathic  remedies  are  very  usefol  in  this  disease 
particularly  after  the  colic  has  snbeided.  Plumbum  in  potency 
is  an  important  remedy  in  the  treatment  of  this  disease  and 
it  will  be  nsefnl  in  acute  as  well  as  chronic  oonditioDS.  The 
colic,  the  blue  line  on  the  gums,  the  constipation  and  the 
gastro-inteatinal  symptoms  will  su^^t  it  Cuprum,  pUUi- 
num  and  zinc  may  be  compared.  Nux  vomica,  eoloeynth,  mer- 
curiua,  camphor,  cantkaris  and  terehifUh  are  also  of  service 
during  the  acute  stage.  For  the  constipation  and  intestinal 
disturbances,  aiumina,  lycopodtum,  opium,  sulphur,  plumbum 
aceticum,  silicea,  arsenieum  aib.,  and  coffea  may  be  used.  The 
neuritis  will  demand  such  remedies  as  agm^in,  gineum  pie., 
hyoscyamus,  atropin,  cicuta  virosa  and  eimieifuga. 


HERCUBIALISM. 


Chronic  -mercurial  poisoning  may  occur  from  the  habitual 
ingestion  of  meicniy  or  from  the  gradual  absorption  of  the 
same  in  the  course  of  an  occupation.  No  pathologic  changes 
have  been  observed  except  those  which  relate  to  gastric,  intes- 
tinal and  renal  irritation.  The  cortex  and  peripheral  nerves 
may  be  affected.  Salivation  and  stomatitis  bave  been  detected 
as  the  result  of  its  therapeutic  use  and  chronic  mercurialism 
has  occurred  from  the  inhalation  of  its  vapors.  Artificial 
teeth  are  rare  causes  and  accidental  mercurialization  has  taken 
place. 

Symptoms. — Stomatitis,  gastro-intestinal  diaturbances,  sal- 
ivation, ulceration  of  the  gums,  loosening  of  the  teeth,  and 
maxillary  necrosis  are  common  symptoms.  Anemia  and  emd- 
ciation  are  results  of  this  poisoning.  The  hair  is  often  lost, 
the  nails  are  brittle  and  skin  pigmentation  sometimes  occurs. 
A  characteristic  tremor  usually  exists.  This  is  at  first  a  fine 
tremor  which  later  becomes  coarse  and  is  noticed  in  the  tongue 
and  lips  until  later  it  appears  as  a  general   choreic  spasm. 
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This  maj  at  times  become  an  internal  tremor  or  it  may  be 
associated  with  that  of  hysteria.  Aphasia,  hemianesthesia, 
hemiplegia  and  multiple  neuritis  are  sometimes  recognized. 
Pain  in  the  affected  masoles  is  often  a  marked  symptom  but 
atrophy  and  the  reaction  of  degeneration  are  not  usually  ob- 
served. Cerebral  eymptoms  may  appear.  The  patient  is  usu- 
ally very  irritable  and  restless. 

Diagnosis  and  Profnosls. — The  characteristic  symptoms 
usually  settle  the  diagnosis  and  the  prognosis  is  not  unfavorable 
if  the  source  of  the  poisoning  is  removed. 

Treatment. — The  cause  must  be  removed,  free  elimination 
must  be  established  and  symptomatic  treatment  must  be  em- 
ployed. Potaasiutn  iodid  may  help  in  the  elimination  of  mer- 
cury Tchile  the  stomatitis  and  salivation  inll  be  helped  by 
the  astringent  solutions  mentioned  under  those  subjects. 


FOOD  POISONING. 


Poisoning  induced  by  infected  and  contaminated  food  is 
of  more  than  common  occurrence.  This  is  no  doubt  due  to 
the  consumption  of  canned  foods  and  preserved  meats.  The 
infection  may  be  traced  to  the  animal  or  plant  which  furnish 
the  food  or  it  may  be  inoculated  before  ingestion.  The  in- 
fection may  also  be  derived  from  "tozicogenio  bacteria  and 
the  presence  of  ptomaine  or  tozalbumoses."  The  transmission 
of  infections  diseases  directly  to  man  by  infected  meat  is 
beyond  question.  We  also  know  that  food  may  be  a  medium 
for  the  direct  conveyance  of  pathogenic  micro-organisms.  Sa- 
prophytic germs  are  also  factors  in  the  food  infection. 

Milk  Polaoning. — This  form  of  poisoning  is  particularly 
noticed  during  the  siunmer  months  among  children  who  are 
fed  npon  milk  or  milk  products.  It  is,  therefore,  classed  as 
a  "summer  diarrhea."  When  the  milk  is  infected  by  sapro- 
phytic germs  a  poisonous  ptomain,  tyrotoxicon,  is  developed 
which  creates  sudden  and  serious  symptoms.  This  poison  has 
also  been  fonnd  in  ice  cream,  custards,  and  cream  puffs.  The 
symptoma  arising  from  diis  poison  are  those  of  gaatro-intestinal 
influnmatioo,  nausea,  vomiting,  griping  abdominal  pain,  head- 
ache, dizziness  and  chilHnesa.  Purging  may  follow  with  abso- 
lute relief  of  symptoms.     In  leas  favorable  cases  tlte  aymp- 
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totns  may  be  bo  eevere  that  exhaustion,  ooma  and  collapse 
maj  intervene,  death  often  taking  place  suddenly.  The  treat- 
ment of  such  cases  demands  prompt  elimination  bj  catharsis 
and  diuresis.  If  seen  in  time,  lavage  and  intestinal  iirigatiou 
may  be  of  assistance.  Symptomatic  treatment  as  defined  un- 
der gaetro-intestinal  diseases  should  be  instituted.  The  heart 
should  also  be  supported  by  cardiac  stimulants. 

Meat  Poisoninf. — Violent  poisoning  may  take  place  from 
the  ingestion  of  tainted  meats.  This  is  liable  to  result  from 
the  use  of  any  of  the  canned  meats  and  it  is  particularly  ob- 
served when  decayed  sausage  has  been  eaten.  This  infection 
applies  to  raw  meats  and  cooked  meat«  which  are  preserved. 
The  symptoms  vary.  In  simple  poisoning  a  violent  gastro- 
enteritis and  all  of  its  usual  manifestations  will  be  recognized. 
In  ease  of  a  true  infection  the  condition  will  resemble  that 
of  typhoid  fever.  Either  of  these  forms  may  terminate  fatally. 
The  prostration  is  always  extreme  and,  if  the  patient  does 
not  die,  convalescence  is  usually  prolonged.  The  treatment 
consists  of  prophylaxis  and  elimination.  Remedies  should  be 
given  according  to  the  symptoms,  while  cardiac  weakness  will 
need  stimulants. 

Poisoning  liy  Fish  or  Shell  Fish. — It^thyismus  or  the  in- 
toxication which  arises  from  the  use  of  this  kind  of  food  is 
rather  common.  It  follows  most  frequently  from  the  use  of 
canned  fish.  Devilled  craibs,  lobsters  and  fish  salads  frequently 
cause  severe  gastro-enteritis  and  infected  oysters  may  cause 
typhoid  fever  or  an  infection  similar  to  it. 

The  syjnptoms  may  be  characterized  by  extreme  gastro- 
intestinal disturbances  with  severe  vomiting,  pain,  tenesmus 
and  mucous  and  bloody  stools.  Cutaneous  eruptions  of  an 
erythematous  or  urticarial  character  with  extreme  itching  often 
attend.  Another  form  is  marked  by  cerebro-spinal  disturb- 
ances, convulsions  and  often  paralysis.  The  Uiroat  is  very  dry, 
the  respiration  is  labored,  dizzin^s  is  pronounced,  the  vision 
is  disturbed,  aphonia  often  ensues,  ataxic  symptoms  are  noticed, 
the  pupils  are  dilated,  paresis  appears  and  the  patient  dies 
in  a  collapse.  The  treatment  of  the  gaatro-intestinal  form  will 
include  the  use  of  emetics,  lavage,  purges,  enemata  and  rem- 
edies such  as  arsenicum  alb.,  mercurius,  cuprum  ara.,  etc 
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Ergotiamos. — This  form  of  grain  poiBoning  is  due  to  the 
parasite  claviceps  pnrpnrea,  a  fungus  which  is  found  in  i^e 
and  other  grains.  Epidemics  of  ergot-poisoning,  however,  are 
now  of  rare  occurrence.  The  nervous  symptoms  are  marked 
in  this  poisoning.  A  prodromal  period  of  weakness  with  head- 
ache and  paresthesia  may  continue  for  several  weeks  before 
the  convulsions  appear.  These  are  characterized  by  cramps 
and  extreme  contractures  j  many  times  they  simulate  epilepsy. 
Delirium  is  usually  present  and  dementia  may  follow  later. 
A  form  of  ataxia  may  follow  the  acute  poisoning. 

Oangrenous  ergotism  is  characterized  by  a  dry  gangrene 
which  appears  on  the  hands  and  feet,  the  fingers  and  toes  being 
most  affected.  Formication,  pain,  numbness  and  spasm  of 
the  parts  may  also  precede  the  gangrene.  A  line  of  demarca- 
tion is  detected  as  in  true  gangrene,  and  the  parts  may  slough. 
The  mortality  is  high. 

Haidismns  or  Pellafra. — This  poisoning  is  the  result  of 
eating  com  meal  which  has  been  contaminated.  It  prevails 
among  the  poorer  class  of  people  bat  is  not  common  in  this 
country.  It  is  supposed  that  a  bacillus  causes  putrefactive 
changes  in  moist  com  meal  with  the  result  that  ptomains  de- 
velop. Digestive  disturbances,  languor,  debility  and  restless- 
ness are  early  symptoms.  Very  soon  painful  erythema  with 
roughness  of  the  skin  appears  and  this  is  followed  by  an  ex- 
foliation which  leaves  a  suppurating  surface.  The  symptoms 
may  suddenly  assume  a  serious  aspect,  delirium  and  mania 
developing.  The  tendency  is  toward  nutritional  disturbance 
with  a  marked  cachexia,  particularly  if  there  are  repeated 
poisonings.  The  treatment  should  be  symptomatic,  prophylaxis 
being  an  important  object. 

IfSthyrisinna. — This  intoxication  is  caused  hy  the  seed  of 
the  red  German  or  Spanish  vetch,  the  meal  being  usually  mixed 
with  that  of  other  cereals.  The  symptoms  are  characterized, 
by  the  appearance  of  slight  stiffness  of  the  legs  which  soon 
terminates  in  apparent  myelitis  with  a  resultant  paraplegia. 
The  reflexes  are  spastic  and,  in  severe  cases,  this  condition  is 
liable  to  remain  for  scone  time.  Death  may  result  from  the 
toxemia,  the  patient  having  become  a  paralytic. 
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Hoslirooai  Poisonlnf. — This  form  of  poisoning  is  not  so 
ixmunon  nowadajB.  Thia  is  due  to  the  fact  that  moat  of  the 
mushrooms  which  are  now  used  for  food  are  cultivated.  The 
Bymptoma  are  nausea,  diarrhea,  hemoglohinemia  and  hemoglo- 
binuria. In  the  severe  intoxications  convulsions  may  he  added 
to  the  gastrointeBtiual  symptoms.  The  red  agaric  (amanita 
muBcaria)  is  the  variety  of  mushrooms  which  usually  causes 
the  poisoning  and  this  is  due  to  the  poisonous  alkaloid  mnsoarin. 

The  treatment  will  demand  the  prompt  use  of  tUro^in 
(gr.  1/150-1/100)  hypodermatieally  and  the  use  of  emetics 
and  purgatives  in  serious  cases.  Otherwise  symptomatic  treat- 
ment is  required. 
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NEMATODES. 

AscariMis.— Bound  worms  (Ascaris  Lumbricoides)  are 
frequently  found  in  the  human  intestine.  These  worms  resemble 
the  ordinaiy  earthworm  only  they  are  provided  with  small 
papillae  or  hairs.  They  have  a  month,  anus,  lon^tadinal  striae 
and  transverse  rings;  there  are  both  male  and  female  worms, 
ranging  from  four  to  twelve  inches  in  length.  They  inhabit 
the  intestines  of  children  quite  frequently.  The  small  intes- 
tine ia  the  usual  seat  of  their  habitation,  thou^^  the  st<nnach 
may  be  occasionally  invaded  and,  more  rarely,  the  esophagus 
also.  The  gall-bladder  has  been  occluded  by  these  wonoa  and 
the  peritoneal  cavity  has  been  invaded  by  intestinal  perfora- 
tion. These  worms  usnally  appear  in  masses  in  the  intestine 
and  frequently  cause  obstraetion. 

The  syTnptoms  are  not  always  prominent  or  sn^estive  of 
the  real  trouble.  Coliol^  pains,  anorexia,  nausea,  vomiting, 
evidence  of  intestinal  irritation,  picking  at  the  nose  and  dis- 
turbed sleep  are  the  prominent  signs.  Nervous  children  may 
manifest  epileptiform  convulsions.  Jaundice  is  significant  of 
obstruction  of  the  bile-ducts  by  these  worms. 

The  diagnosis  ia  established  only  when  the  worms  are  found 
in  die  stools.     The  prognosis  is  invariably  favorable. 

The  treatment  should  include  strict  abstinence  from  food 
for  twelve  or  twenty-four  hours  or  at  least  only  a  liquid  diet 
and  the  use  of  a  cathartic.  Santonin  (gra.  %-S)  after  the  bow- 
els have  been  emptied  is  usually  sufficient.  It  is  generally  best 
to  follow  this  with  a  good  dose  of  castor  oil.  The  oil  of  ehe- 
nopodium  (m.  6-15)  administered  in  capsule  or  emulsion  or 
on  sugar,  spigelia,  fluid  extract  (dram  1),  or  naphthalin  (grs. 
3-10)  are  also  advised.  The  symptomatic  treatment  may  call 
for  ehamomilla,  etna,  'belladonTia,  nux  vomica,  podophyllum, 
iris  versicolor  and  similar  remedies. 
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Oxyoiis  Vermicolaria. — Pin  womts  or  thread  worms  in- 
habit the  rectum  and  occasionallj  the  colon.  Children  are  most 
frequently  affected,  though  adults  may  be  the  host.  These 
worms  are  very  small,  but  are  often  present  in  great  numbers, 
forming  ball-like  masses.  The  female  oxyuris  is  about  one- 
half  inch  long  and  the  male  is  one-sixth  inch  in  length.  The 
infection  takes  place  from  the  introduction  of  the  ova  through 
the  media  of  water  and  food.  The  embryos  mature  in  great 
numbers  in  the  rectum. 

The  symptoms  are  manifested  by  the  intense  itching  in  the 
rectum,  by  tenesmus,  and  by  restlessness  during  sleep.  While 
the  irritation  is  worse  at  night  and  the  paroxysmal  attacks  gen- 
erally disappear  in  a  few  days,  there  may  be  much  disturbance 
of  the  nervous  and  digestive  systems.  It  is  possible  for  these 
'  worms  to  infest  the  lower  colon  without  any  marked  local  dis- 
turbance. 

The  treatment  to  be  successful  must  destroy  these  worms 
in  the  rectum.  For  this  purpose  it  is  best  to  clean  the  rectum 
with  a  soap  and  water  enema  and  then  introduce  the  medication 
by  injection.  The  decoction  of  quassia  (oimces  1-2  of  the 
chips  to  the  pint  of  warm  water),  carbolic  acid,  tannin,  vin^ar, 
camphor  and  the  oil  of  eucalyptus  have  been  used.  The  injec- 
tions should  be  introduced  well  up  into  the  colon  and  frequently 
repeated  to  destroy  the  worms.  Tiie  internal  treatment  will 
include  a  cathartic  and  such  remedies  as  etna,  santonin,  sul- 
phur, mix  vomica,  mercurius  and  naphthdlin. 

Trichina  Spiralis.— -Trichiniasis  is  due  to  the  infection  of 
a  patient  by  the  trichina  spiralis.  The  male  worm,  when  ma- 
ture, measures  1/20  inch  in  length,  while  the  female  is  twice  as 
long.  It  inhabits  the  intestine  of  the  hog,  rat,  cat  and  dog,  as 
well  as  that  of  man.  The  embryo  or  muscle  trichina  (1/25  in. 
in  length)  is  coiled  up  in  spiral  form  within  a  capsule  in  the 
muscle  sheath.  When  this  flesh  is  eaten  the  larvae  are  liber- 
ated during  digestion.  The  embryos  in  great  numbers  are  set 
free  in  the  stomach,  where  they  develop  rapidly  and  become 
sexually  mature  in  five  to  seven  days.  These  parasites  soon 
pass  through  the  wall  of  the  intestine  and  reach  the  muscles 
through  the  lymphatics.  The  striated  muscles  are  invaded, 
the  parasites  coiling  themselves  in  the  sarcolemma.  They  be- 
come encapsulated  by  the  inflammatory  exudate  and  the  cal- 
careous material  which  develops.     The  parasite  may  live  for  a 
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long  time  in  this  capsule,  but  f  reqneatly  it  dies  and  calcifica- 
tion takes  pla<!e. 

Pathology. — The  pathology  is  characterized  bj  the  para- 
sitic myositis  due  to'  the  invasion  of  the  musoles  by  the  em- 
bryos. In  addition  we  shall  discover  gaatro-intestinal  irrita- 
tion and  an  overgrowth  ai  the  lymph  nodes  in  the  abdominal 
cavity.  Occasionally  broncho-pneumonia,  with  bronchial  gland 
enlargement,  is  a  complication,  while  fatty  degeneration  of  the 
liver  is  a  rare  feature  of  the  disease.  Parasitic  myositis  is  a 
characteristic  pathologic  finding.  The  diaphragm,  the  inter- 
(Kistal  muscles,  the  muscles  of  the  neck  and  the  abdominal 
muscles  are  usually  affected.  When  the  trichinae  are  numerous 
nearly  every  muscle  of  the  body  may  be  involved.  The  trichi- 
nous  cjBts  may  be  observed  macroscopically  as  grayish-white 
specks. 

Symptoms. — Pain  and  muscular  soreness  are  characteristic 
symptoms  and  may  be  mistaken  for  the  so-called  "muscular 
rheumatism."  Because  of  the  pain  the  patient  is  not  inclined 
to  move  about.  Oastro-inteatinal  disturbances  are  usually  ex- 
perienced before  the  muscle-pains  are  reecf;nized ;  this  feature 
pertains  to  the  early  development  of  the  infection.  About  ten 
or  fifteen  days  later  chUta  are  manifested  and  these  are  fol- 
lowed by  a  temperature  (101°-104°  F.)  which  may  persist  for 
a  time.  Myositis  appears  about  this  time.  Edema  is  present 
in  nearly  every  case,  appearing  about  a  week  after  the  initial  in- 
fection. The  eyelids  are  first  affected,  it  then  extending  to 
the  other  infected  areas.  This  usually  disappears  after  a  short 
time,  only  to  reappear  again.  Ascites  is  an  exceptional  symp- 
tom. Edema  of  the  larynx  and  bronchial  catarrh  are  occasion- 
ally detected.  Skin  disturbances  such  as  urticaria,  acne,  mili- 
aria, herpes  or  pruritus  are  occasionally  manifested.  Profuse 
sweating  is  often  present.  Insomnia  and  other  nervous  symp- 
toms are  sometimes  distressing  during  the  later  stages.  A 
marked  leukocytosis  is  often  present  Opie  has  called  atten- 
tion to  the  presence  of  eosinophilia  as  a  diagnostic  feature. 
This  takes  place  about  the  time  that  the  embi^oual  trichinae 
are  passing  from  the  intestine  by  way  of  the  lymphatics  and 
blood  to  the  muscular  tissue.  It  is  therefore  discovered  about 
the  third  week  after  the  initial  infection.  The  symptoms  may 
assume  a  typhoid  character,  headache  and  prostration  being 
pronounced.     Complications  include  also  hypostatic  pneumonia 
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and  pleuris;,  while  albunun  and  casts  may  be  found  in  the 
nrine. 

DialttOSis. — The  sudden  facial  swelling  following  moscu- 
lar  Boreness,  the  aweating,  the  early  gaatro-intestinal  distarV 
ance,  the  painful  and  tender  spots  on  the  muscles,  tlie  fever, 
occasional  diarrhea,  and  dyspnea  should  direct  onr  attention 
to  the  possibility  of  this  disease.  The  discovery  of  parasites 
in  the  pork  which  is  used  for  food,  and  the  finding  of  trichinae 
by  means  of  a  microscope  in  the  intestinal  mucus  discharged 
from  the  bowel  of  the  patient,  is  the  most  positive  diagnostic 
evidence.  The  examination  of  a  portion  of  the  suspected 
muscle  fiber  is  also  a  valuable  method  of  diagnosis.  Rheu- 
matic fever,  ptomaine  poisoning,  cholera,  typhoid  fever  and 
acute  polymyositis  must  be  differentiated. 

Protnosis. — This  should  always  be  guarded.  Much  de- 
pends upon  the  number  of  parasites  ingested  and  the  number 
of  embryos  generated  in  the  intestines.  Diarrhea  is  often  a 
favorable  symptom.  Death  is  liable  to  occur  in  three  to  five 
weeks  after  the  infection.  ileeX  inspection  is  a  prophylactic 
necessity  and  thorough  cooking  will  always  overcome  the  dan- 
ger of  infection. 

Treatment. — Catharsis  is  necessary  when  the  disease  is 
suspected.  This  should  be  thorough  and  calomel  is  the  best 
agent  for  this  purpose.  Male  fern,  santonin  and  thymol  have 
been  suggested  as  anthelmintic  agents.  Picric  acid  has  been 
advised  as  an  internal  remedy  to  overcome  the  development  of 
the  encysted  parasites.  The  other  symptoms  should  be  treated 
from  a  symptomatic  standpoint  The  diet  should  be  ooncen- 
trated  and  nourishing. 

Uncinariasis  (Ankylostomiasis.  )~Tbis  is  an  infection  by 
different  varieties  of  worm  of  the  uncinaria  species.  It  is 
found  in  man  and  some  of  the  lower  animals.  The  parasite  has 
been  termed  the  aTikyloetoma  dvodenale  or  hook-worm.  This 
disease  is  most  common  in  the  tropical  and  sub-tropical  conn- 
cries. 

Etiology. — ^The  female  worm  produces  numerous  ova  and 
when  deposited  in  favorable  soil  they  develop  embryos  in  aboat 
twenty-fonr  hours.  The  embryo  grows  rapidly,  "passing 
throu^  two  ecdyses"  in  four  or  five  days.  After  the  second 
ecdysis  the  embryo  is  infective  for  man.  It  reaohee  its  ma- 
ture form  after  three  more  eodyses,  attaining  its  mftture  form' 
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in  about  fire  weds.  Infected  earth,  water  or  food  may  estab- 
liali  the  disease.  The  infection  may  take  plaoe  through  the  akin, 
as  children  who  walk  barefooted  in  the  infected  Boil  have  con- 
tracted the  diaeaae.  The  parasitea  make  their  way  into  the  in- 
testine, where  the  infection  ia  developed.  Earth-workera  are 
most  frequently  predispoeed. 

Pathology. — The  paraaites  are  found  in  the  jejunum,  the 
muooaa  of  whieh  ia  covered  with  amaU  bloody  extravaaations. 
The  bowel  is  thickened  in  spots,  or  there  may  be  small  cavitiea 
filled  with  blood  containing  the  heads  of  one  or  two  parasites. 
The  liver  and  kidneys  show  a  slight  fatty  degeneration.  The 
anemia,  which  is  the  characteristic  symptom,  is  caused  by  Uke 
mechanical  obstruction  of  blood  by  the  parasites  or  the  "hemo- 
lytic effect  from  a  toxin  elaborated  by  the  worm."  This  is  de- 
tected by  the  increased  iron  in  the  liver,  the  presence  of  hema- 
toidin  in  the  liver  and  kidneys,  and  the  free  iron  in  the  stools. 

The  lilood  ckanget  resemble  those  of  pernicious  anemia. 
The  hemoglobin  is  at  first  reduced,  though  this  may  increase 
later.  M^aloblasts  are  present  but  are  not  so  nomerona  aa  in 
pernicious  anemia.  Leukocytoeis  is  recognized,  but  it  is  not 
marked.  There  is  also  a  relative  increase  of  the  eoainophiles. 
The  feces  contain  the  ova  and  a  considerable  amount  of  blood. 

Symptoms. — If  there  are  only  a  few  worms,  the  symptoms 
are  mild.  If  the  worma  are  numerous,  the  blood  destruction  ia 
marked.  In  patients  who  are  poorly  nourished  cr  in  case  of 
dysentery,  dangerous  complications  may  arise.  Golicley  pairw 
and  digestive  disturbances  are  early  symptoms.  These  are  fol- 
lowed by  a  progrssnve  anemia,  widi  slight  emaciation  and 
edema.  Food  usually  relieves  the  colic  temporarily.  The  ap- 
petite is  diminiahed  or  voracious.  The  anemia  becomes  pro- 
nounced in  severe  and  prolonged  cases.  The  Bkin  is  lemon- 
white  in  appearance,  the  conjunctivae  and  lips  are  pale  and 
the  Eiderae  are  pearly.  Laasiiude,  shortness  of  breath,  vertigo 
and  dimness  of  vision  may  follow.  Crises  of  fever  often  .occur, 
but  they  last  only  for  a  few  days.  The  face  and  ankles  are 
puffy,  and  general  edema  is  often  present.  The  hair  of  the 
body  may  fall  out  and  malnutrition  attends  nearly  every  case. 

IMaCnosia. — The  oocapation  of  the  patient,  the  anemia, 
the  exhaustion  and  the  appearance  of  triangular  black  or  blue 
spots  on  the  tongue  are  marked  diagaostic  signa.  The  dem<ni- 
afaratitm  of  the  ova  or  the  paraaites  in  the  feces  1^  mioroaeopic 
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test  is  more  confirming.  Stilea  givea  two  valuable  teste.  A 
portion  of  the  feces  is  placed  on  white  blotting-paper  and  al- 
lowed to  stand  for  an  hour.  A  maty-red  discoloration  develops 
along  the  edge  of  moisture.  The  second  test  is  made  by  giving 
small  doses  of  thymol  followed  by  Balta ;  the  stools  are  collected 
and  washed  several  times  in  a  pail  of  water;  the  wonua,  re- 
sembling a  hairpin  or  hatpin,  witli  one  end  curved  back  like  a 
hook,  may  be  found  in  the  sediment. 

Trealmeot. — Thymol  or  its  derivative,  thymol  urethane,  is 
most  valuable  It  is  given  in  thirty  grain  doses,  either  in  cap- 
sule or  in  emulsion  with  acacia ;  the  dose  should  be  repeated  in 
two  or  three  hours.  A  liquid  diet  should  be  given  for  several 
days  previous  and  the  day  before  the  drug  is  administered  a 
brisk  cathartic  should  be  prescribed.  After  the  worms  have 
been  eliminated  symptomatic  treatment  should  be  applied  for 
the  anemia. 

Filariaais  (Filaria  Santainia  Hominis.)— The  two  princi- 
pal varieties  of  filariae  which  afflict  mankind  are  filaria  san- 
guinis hominis  noetuma  and  filaria  sanguinis  hominis  diuma. 
The  former  is  a  thread-like  worm,  with  tapering  and  blunt  ends. 
The  latter  is  slightly  different  in  structure  and  is  observed  in 
the  blood  only  during  the  day  time.  Further  than  this  its 
pathologic  significance  is  unknown.  In  filaria  noetuma  the 
parent  worm  inhabits  the  lymphatic  system  and  the  embryo  is 
found  in  the  blood.  The  mosquito  is  the  intermediary  host  for 
the  parasite.  These  filariae  are  discovered  in  the  peripheral 
circulation  of  their  victims  only  during  the  night  In  the  day 
time  they  probably  enter  the  lai^r  blood-vessels,  particularly 
in  the  lungs.  This  periodicity  may  be  changed  to  the  day  time 
in  case  the  patient  sleeps  at  that  time. 

The  metamorphosis  of  the  embryo  to  the  young  adult  takes 
place  in  the  mosquito.  After  a  mosquito  takes  the  blood  from 
a  patient  affected  with  this  disease,  the  parasites  escape  from 
their  sheath  when  this  blood  reaches  the  insect's  stomach,  and 
they  soon  enter  the  thoracic  muscles.  After  the  metamorphosis 
— in  six  or  seven  days — the  minute  filariae  migrate  to  the  pro- 
boscis of  the  mosquito  and  are  then  introduced  into  the  blood 
of  the  mosquito's  victim.  It  is  possible  that  the  filariae  may 
enter  the  water  where  the  mosquito  lays  her  eggs  and  thenoe  into 
the  patient's  stomach.  The  adult  parasite  is  a  long  and  thin 
worm.  "It  is  from  three  to  four  inches  in  length  and  the  thick- 
n«a  of  a  coarse  hair  or  bristle,  and  the  sexes  are  distinct." 
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Palholofy. — Indications  of  a  distinct  pathology  are  not 
UBTially  discovered  as  the  embiyos  are  innocuouB.  The  parent 
worm  alone  can  establish  a  lesion.  They  ma;  pli^  the  thoracic 
duct  or  a  large  lymphatic  trunk.  As  a  result  of  this,  lymphatic 
engorgement  may  take  place  and  develop  several  marked  symp- 
toms. Among  these  we  shall  notice  the  "lymph  scrotum/' 
lymphatic  groin  glands,  "varices  of  the  pelvic  or  lumhar  lym- 
phatic trunks  or  of  the  lymphatics  of  the  bladder,  ureter  or  kid- 
ney." As  these  varicosities  develop  rupture  may  occur ;  if  this 
takes  place  into  the  genito-urinary  tract,  chyluria  is  observed, 
or  chylocele  may  follow  if  the  tunica  vaginalis  is  involved. 
Chylous  ascites  has  occurred  when  the  rupture  took  place  into 
the  abdominal  cavity.  When  there  is  lymph  stasis  lymphan- 
gitis will  follow,  resulting  in  a  solid  edema  and  lai^  tissue 
hypertrophies  known  as  elephantiasis.  Unless  these  marked 
lesions  are  present  there  may  be  no  pathologic  suggestion  of  the 
disease. 

Symptoms. — Blephantiasia  ia  the  most  marked  objective 
symptom ;  this  affects  the  1^,  the  scrotum  of  the  male  and  &e 
labia  of  the  female.  The  breast  and  the  arms  may  be  rarely 
implicated  and  it  may  appear  as  pedunculated  masses  in  differ- 
ent parts  of  the  body.  Elephantoid  fever  is  present  on  account 
of  the  lymphangitis.  These  attacks  occur  at  different  periods. 
Rigors  and  high  fever  with  delirium  are  recognized.  The  skin 
over  the  affected  part  displays  a  marked  degree  of  local  inflam- 
mation. The  febrile  attack  terminates  in  a  pronounced  sweat, 
though  the  inflammatory  thickening  may  remain.  Abscesses 
often  develop  over  the  inflamed  area.  When  the  deeper  parts 
are  affected  deep-seated  pain,  tenderness  and  signs  of  sepsis  are 
present.  ' 

Hemalochyluria  occurs  when  the  chyle  ruptures  into  the 
genito-urinary  tract.  The  appearance  of  chyle  in  the  urine  is 
not  generally  attended  by  other  symptoms  other  than  the  pres- 
ence of  milky-white  urine. 

Varicose  inguinal  glands  follow  a  varicose  state  of  the  su- 
perficial and  deep  inguinal  glands.  The  swellings  are  doughy, 
soft  and  painless,  both  sides  being  affected.  Lymph  scrotum 
takes  place  when  the  filarial  varix  is  located  in  the  lymphatics 
of  the  scrotum.  The  testicle  may  be  involved  when  the  deeper 
glands  are  affected. 
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Tnatmant. — Snrgery  alone  offera  help,  as  the  ttunors 
must  be  removed.  This,  however,  is  only  palliative  nnleae  the 
female  wonn  is  removed  at  the  same  time.  No  remedy  hta  yet 
been  discovered  which  will  destroy  the  adult  parasite.  Local 
relief  for  t3ie  inflamed  parts  is  necessary.  If  patients  afflioted 
with  this  disease  coald  be  segregated  so  that  the  mosquito  could 
not  find  them,  dissemination  of  the  disease  would  be  limited. 

Oninea-worm  Dlsea8flT(Dracontiaals.) — This  parasite  is 
termed  filaria  or  draeuru?idua  medinenda  aod  is  common  in  the 
tropics.  "It  ia  cylindric,  whitish,  with  a  hlunt  papillated 
bead  and  a  sharp  curved  tail.  The  body  is  nearly  filled  by  the 
uterus  which  contains  numerous  embryos."  The  yonng  para- 
site once  escaping  from  the  infected  animal  or  man  enters  the 
intermediate  host,  a  minute  water  flea  (cyclops  quadricomis)  in 
whidi  the  larval  development  takes  place.  The  infection  oc- 
curs as  the  result  of  swallowing  the  cyclops,  or  the  larva  in 
drinking  water.  In  this  country  llie  infection  only  occurs 
among  emigrants  from  tropical  countries.  Negroes  have  been 
afflicted  more  than  white  men. 

The  wonna  enter  the  patient's  stomach,  conjngaUon  taking 
place  in  the  mesentery.  The  male  soon  dies  and  becomes  calci- 
fied or  absorbed,  while  the  female  migrates  into  the  oonnective 
tissue.  The  subcutaneous  tissue  of  the  trunk,  arm,  1^  or  foot 
are  the  final  lodging  places.  A  small  boil  or  vesicle  develops, 
and  on  rupturing  leaves  a  small  sinus  leading  to  the  lodging 
place  of  the  worm.  The  incubation  period  requires  about  one 
year. 

Symvloms. — At  the  location  of  the  parasite  whidi  is  un- 
derneath a  boil  or  vesicle,  pain  is  experienced  on  pressure. 
When  an  incision  is  made  or  in  case  of  rupture  the  worm  may 
appear  at  the  opening.  A  milky  fluid  may  also  exude  from  the 
wound.  A  slight  febrile  disturbance  develops  during  the  in- 
flammatory stage  of  the  vesicle  or  boil.  Should  the  worm  die 
it  becomes  encysted  and  is  felt  as  a  fibrous  cord  under  the  skin. 

Treatment. — Prophylaxis  is  an  essential  principle  of  treat- 
ment The  natives  in  the  country  where  this  parasite  is  found 
are  accustomed  to  pull  out  the  worm  whenever  a  vesicle  or  boil 
develops.  Any  external  application  which  will  hasten  the  in- 
flammatory action  will  aid  its  expulsion.  Surgery  is  our  best 
aid  in  this  respect.  Emily  advised  the  injection  of  a  0.1  per 
cent  solution  of  mercuric  chlorid  into  the  swelling,  thus  causing 
the  death  of  the  worm. 
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Stroniyloidea  Intestlnalls. — The  strongyloides  stercoralis 
IB  a  wonn  which  infests  the  intestinal  canaL  It  causes  diar- 
rhea, anemia  and  emacition.  It  is  found  in  the  tropical  and 
subtropical    conntrieB.     There    are   several   varieties   of   this 

The  symptoms  are  a  continuous  diarrhea,  with  no  attend- 
ing pain  or  temperature.  As  the  result  of  the  intestinal  indi- 
gestion nutrition  is  impaired.  Anemia  and  emaciation  natur- 
ally follow. 

The  treaimant  will  include  the  internal  use  of  male  fern 
and  thymol. 

Trlchocevhalos  Dispar.^ — This  is  often  called  the  "whip- 
worm" and  is  only  rarely  found  in  the  intestine  of  man.  The 
male  and  female  are  nearly  the  same  in  size,  the  former  being 
coiled  and  the  latter  nearly  straight.  The  parasite  is  imbedded 
in  the  mucous  membrane  of  the  intestine.  The  cecum  is  the 
usual  seat  of  the  parasitic  lesion.  It  doee  not  produce  serious 
symptoms,  though  diarrhea  and  anemia  may  result  from  its 
invasion. 

Cestodes  or  Tape  Wenns. — These  are  often  fotmd  in  the 
intestines  of  man.  They  are  made  up  of  s^^ents  which  are 
rectangular,  flat  and  broad.  They  are  white  in  appearance, 
each  segment  containing  male  and  female  organs,  though  they 
develop  from  the  head.  The  head  is  called  the  "scolex"  and  the 
segment  is  termed  the  "proglottis."  The  head  is  attached  to 
the  mucous  membrane  of  the  intestine.  Several  varieties  may 
be  enumerated.  The  most  common  are  the  tenia  mediocaneliata 
(the  unarmed  tape-worm  or  beef-worm),  the  tenia  solium 
(pork-worm)  and  the  tenia  eckinocoeeus.  The  uncommon 
forms  are  the  dibothriocephaliis  latus,  the  tenia  nana,  the  tenia 
confusa  and  the  dipylidium  caninum.  The  tenia  solium  enters 
the  intestinal  canal  as  the  result  of  eating  imperfectly  cooked 
pork;  the  t«nia  mediocaneliata  develops  from  the  eating  of 
uncooked  beef  and  the  tenia  echinococcus  comes  from  the  inges- 
tion of  food  which  has  been  contaminated  by  the  excrement 
of  the  dog. 

The  segments  of  all  tape-worms  discharge  eggs  from  the 
intestinal  canal  of  the  host;  these  enter  the  alimentary  canal 
of  some  animal,  where  they  are  hatched  as  parasites,  which  pass 
throu^  the  intestinal  wall  and  then  enter  the  muscles  or  other 
tissues,  where  they  form  <^tB.     When  this  tissue  is  eaten  the 
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parasites  enter  the  intestinal  canal  of  the  victim  and  develop 
the  adult  worm.  The  tenia  solium  attains  a  length  of  several 
yards.  The  head  is  small  and  a  double  row  of  "homy  hook- 
lets"  are  clustered  around  the  proboecis.  Below  tiieee  there 
are  four  sucking  disks  and  by  these  the  worm  attaches  itself  to 
tlie  mucosa  of  the  intestine.  When  the  egg  ia  batched  the  - 
scolex  is  set  free  and  becomes  encysted  in  the  muscle  of  the  pig. 
The  cysts  are  separated  from  tlie  tissues  by  a  connective  tissue 
formation. 

The  tenia  medioeanellata  has  a  different  bead,  the  booklets 
being  absent  and  the  four  sucking  disks  being  nearer  the  point 
of  the  bead.  The  worm  is  much  larger  and  the  .segments  are 
broader  and  shorter. 

The  tenia  echinococcus  is  not  frequently  found  in  this  coun' 
try.  This  has  a  double  row  of  booklets  and  four  sucking  disks. 
Only  three  or  four  segments  are  attached  to  one  bead,  but  many 
disconnected  segments  are  found.  The  eggs  enter  the  intestinal 
canal  and  finally  wander  into  different  parts  of  the  body,  where 
they  form  hydatid  cysts.  The  liver  is  invaded  most  frequently, 
giving  rise  to  hydatid  cysts  of  large  size  on  account  of  the  de- 
veloping connective  tissue.  Secondary  or  daughter  cysts  may 
develop  in  relation  with  these.  On  the  inside  of  the  cysts  the 
heads  of  these  worms  develop.  After  a  time  the  fluid  of  the 
cysts  may  be  absorbed,  and  the  scolices  die,  leaving  a  granular 
mass.  In  this  mass  the  booklets  are  found.  Karely  the  cysts 
become  calcified.  Irregularly  distributed  small  cysts,  the  echi- 
nococcus  multilocularis,  walled  off  by  connective  tissue,  are  occa- 
sionally found  in  the  liver.  This,  however,  is  not  always  due 
to  the  tenia  echinococcus. 

The  bothrioeephdlvs  latua  is  a  very  large  tapeworm,  sel- 
dom found  in  this  country,  the  segments  being  broad  and 
square.  The  egg  shaped  bead,  which  is  longer  than  that  of 
other  tapeworms,  has  no  booklets  or  discs,  being  attached  to 
the  intestine  by  long  grooves.  Two  species  have  been  discov- 
ered. The  infection  takes  place  by  eating  imperfectly  cooked 
fish  which  contain  the  e^s  of  the  parasite.  Tenia  nana  is  a 
dwarf  tapeworm,  not  exceeding  two  inches  in  length.  The  head 
has  a  row  of  booklets  and  four  suckers.  Its  intermediate  host 
is  iisually  the  rat.  The  tenia  cucumerina  is  a  little  larger  than 
the  above  and  has  four  rows  of  hooklefa.  It  rarely  affects  man, 
being  foimd  in  the  intestine  of  dogs  and  cats.  The  dog-louae 
is  the  intermediate  boat. 
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Symptoms. — The  presence  of  tape  worm  in  man  ia  rarely 
known  until  the  segmentB  are  discovered  in  the  stools.  Gastro>- 
intestinal  irritation  and  a  voraeious  appetite  are  suggestive 
symptoms.  Marked  nervous  irritation  is  another  symptom  to 
be  considered.     A  persistent  anemia  is  often  suggestive. 

Treatmeat. — The  only  successful  method  of  treatment  ia 
to  abstain  from  food  for  twelve  or  eighteen  hours  and  to  admin- 
ister remedies  which  will  kill  the  worm.  A  thorough  catharsis 
is  necessary  to  expel  it  and  unless  the  head  is  removed  it  will 
again  develop.  Hare  advises  the  use  of  oUoresin  of  aspidium 
(one-half  to  one  dram)  given  in  capsule  or  emulsion.  Some 
prefer  a  decoction  made  from  the  root  of  the  male  fern.  Pel- 
letierine  tantiate  (grs.  6-10)  is  used  in  the  same  way,  a  purge 
always  being  given  two  hours  later.  Castor  oil  is  a  valuable 
cathartic  v?hen  the  above  is  given.  Pumpkin  seeds  (ounces 
1-3)  of  the  crushed  seeds  or  the  resin  (grs.  10-15)  is  also  serv- 
iceable in  some  cases.  A  vermifuge  made  from  Jcamdla  (drams 
1-3)  or  oil  of  turpentine  (ounces  1/2-2)  in  emulsion  or  milk 
have  also  been  highly  recommended. 


TREHATODES. 

Many  of  this  species,  which  has  also  been  described  as 
"flukes,"  have  been  discovered  in  human  beings. 

Bilharzla  disease.— This  is  characterized  by  hematuria 
and  the  formation  of  papillomatous  tumors  in  the  genito- 
urinary tract.  It  is  caused  by  the  schistosoma  hematobium. 
The  male  and  female  worm  are  about  the  same  size,  the  former 
forming  a  deep  groove  in  which  the  female  lies  during  conju- 
gation. 

This  disease  is  limited  to  the  African  continent,  only  a  few 
cases  having  been  discovered  in  the  United  States.  The  ova  of 
the  worms,  containing  a  ciliated  embryo,  are  found  iu  the  urine. 
The  embryos  escape  from  the  ova  and  move  about  in  the  urine. 
They  soon  die  in  the  urine,  but  may  live  for  a  long  time  in 
water.  These  may  enter  the  stomach  when  they  exist  in  drink- 
ing water  and  develop  into  mature  worms  in  the  gastric  or  in- 
testinal wall. 

The  pathology  is  characterized  by  the  changes  in  the  blad- 
der;   the  mucous  layer  is  covered  with  a  bloody  mucus  and 
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the  epithelium  shows  the  signs  of  d^j^neration.  The  submu- 
coaa  is  thickened.  Papillomas  of  various  sizes  are  found  in 
the  bladder,  the  submuoosa  contains  numerom  ova,  many  of 
which  have  undeigone  the  process  of  calcification.  The  rectum, 
urethra,  ureters,  prostate  or  uterus  maj  partake  of  these  patho- 
logic changes;  thus  stricture,  urinary  fistulae,  urethritis,  pye- 
litis and  prostatitis  are  frequently  attending  complications. 
Malignant  bladder  disease  or  uephrolithiaaiB  are  often  terminal 
diseases. 

The  symptoms  depend  upon  the  intensity  of  the  infeotioa 
and  the  extent  of  the  lesion.  Semaiuria  is  ^e  most  conspicu- 
ous symptom,  the  blood  ib  the  urine  often  being  excessive.  In 
the  more  serious  cases  cystitis  is  present  and  the  signs  of  a  blad- 
der tumor  or  stone  may  be  detected.  Should  suppuration  en- 
sue fistulous  tracts  may  develop.  When  the  bowel  is  affected 
dysentery  may  take  the  place  of  the  hematuria. 

The  blood  changes  are  often  marked,  a  decrease  of  red 
blood  cells  and  a  diminished  hemoglobin  percentage  often  being 
noticed.     This  may  point  to  a  toxic  or  parasitic  anemia. 

The  prognosis  depends  upon  the  extent  of  the  infection 
and  the  number  of  the  worms  present.  If  reinfection  does  not 
take  place  the  adult  worms  usually  die  and  the  ova  are  evacu- 
ated. The  convalescent  period,  however,  may  extend  over  sev- 
eral years. 

Treatment. — No  satisfactory  specific  treatment  has  been 
discovered.  The  most  that  can  he  done  is  to  treat  the  disease 
according  to  the  symptomatic  indications.  Prophylaxis  is,  of 
course,  an  important  feature  for  consideration. 

Dlstoiiliasis  of  the  Lonf. — This  disease  has  also  been  re- 
ferred to  as  lung  ftuJces  or  parasitic  hemoptysis,  and  it  is  ob- 
served only  in  Oriental  countries.  The  parasite  is  a  small 
fleshy  worm,  or  fluke,  and  is  generally  found  in  the  lungs. 
These  worms  discharge  numerous  ova,  which  are  found  in  the 
sputum.  The  infection  is  probably  developed  through  the  me- 
dium of  contaminated  water. 

The  autopsy  reveals  hemorrhagic  infarcts  in  the  lungs  and 
these  patches  are  infiltrated  with  cavities  which  contain:  one  or 
two  distoma  and  masses  of  eggs. 

The  symptoms  are  characterized  by  the  cough,  with  bloody 
or  prune-juice  sputum.  The  hemoptysis  may  at  times  be  very 
severe  and  at  other  times  the  sputum  has  a  rusty  color,  due  to 
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the  blood  and  the  brown  colored  ova.  Tbe  disease  usually  be- 
comee  obronic  and  continues  for  several  years.  Tbe  bem- 
orrhage  and  secondary  anrania-  are  the  unfavorable  symptomB. 
No  treaiToent  bas  as  yet  given  satisfaction. 

Distoiniasis  ol  the  LlTer. — Liver  flukes  are  prevalent  in 
Japan  in  epidemics ;  emigration  has  contributed  the  disease  to 
other  countries,  bat  it  bas  made  no  permanent  settlement  in 
these  localities.  Tbe  parasite  enters  the  biliary  tract  or  the 
pancreatic  duct  and  it  may  also  be  foimd  in  the  duodenum,  the 
stomach  and  spleen.  Tbe  obstruction  of  tbe  biliary  ducts 
causes  hepatic  catarrh  and  an  increase  of  connective  tissue; 
there  may  be  a  sli^t  hemorrhage  from  the  biliary  tract  and 
anemia  is  not  an  uncommon  Beoondary  result.  Cyst-like  cavi- 
ties are  often  formed  in  tbe  gall-bladder,  where  the  parasites  are 
found  in  great  numbers. 

The  symptoms  are  characterized  by  an  abnormal  appetite 
and  a  marked  enlargement  of  tbe  liver.  Diarrhea  and  im- 
paired nutrition  follow  later,  the  patient  becoming  very  weak 
and  emaciated.  Dropsy  soon  ensues  and  then  recovery  is  im- 
possible. 


TRYPANOSOMIASIS. 


Infection  caused  by  trypanosomata  occurs  in  two  forms, 
tbe  trypanosoma  fever  and  sleeping  sickness  (African  lethargy). 
The  parasites  which  cause  these  diseases  are  flagellated  pro- 
tozoa and  there  are  several  varieties.  Animals  are  infected  by 
ingestion  of  tbe  parasites  into  tbe  stomach.  Tbe  infection 
may  be  carried  by  water,  fleas,  lice,  mosquitoes  and  ticks. 
Flies  are  the  moat  probable  disseminators  of  the  disease. 

TfTpanosomia  Fever  (Haman  Trypanosoniiaais). — The 
symptoms  of  this  infection  are  characterized  by  the  remittent 
fever,  the  rapid  pulse,  marked  weakness,  edema  of  the  face  and 
enlarged  spleen.  The  parasites  may  exist  in  the  blood  wiUiout 
any  pronounced  symptoms.  An  apyretic  period  usually  alter- 
nates with  the  fever.  Quinin  doea  not  affect  the  fever.  Ery- 
thematous patches  may  appear  on  tbe  body  and' tbe  edema  is 
associated  with  these.  The  lymph  nodes  are  enlarged  and  the 
parasites  may  be  found  in  these  as  well  as  in  the  peripheral 
blood.  There  is  a  moderate  anemia  and  the  large  mononuclear 
leukocytes  are  increased. 
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The  treatment  ja  not  satisfactory,  though  arsenic,  sodium 
cacodylate,  or  arsenate  of  iron  have  been  given  hTpodermatio- 
aRy.  Methylene  blue  and  qitinin  have  apparently  faUed  aa 
therapeutic  agents.  The  patient  must  be  kept  away  from  the 
infected  flies. 

Sleepintf  Sickness  (African  ietharfy). — This  is  a  disease 
peculiar  to  tropical  Africa.  It  is  caused  by  the  entrance  of  the 
trypanoaoma  into  the  cerebrospinal  fluid  or  the  blood.  The 
disease  appears  most  commonly  among  the  negroes.  The  lesion 
is  probably  an  extensive  meningo-encephalo-myelitis. 

The  symptoms  are  characterized  by  a  long  incubation 
period,  psychical  prodromata  announcing  the  attack.  Head- 
ache, vertigo,  facial  puffiness  and  slight  fever  are  in  evidence 
before  the  lethai^  b^ns.  Somnolence  is  an  early  feature,  the 
patient  staggers  during  the  waking  moments  if  he  attempts  to 
walk  and  then  falls  into  a  deep  sleep.  Nutritional  disturbance 
naturally  follows  and  the  patient  is  greatly  emaciated.  Pa- 
ralysis may  be  a  terminating  symptom  or  coma  may  supervene. 

Treatment  is  not  very  successful.  Puiging  is  of  some  help 
and  large  doses  of  arsenic  have  been  recommended. 

PsoroBpenniasis. — This  refers  to  a  condition  arising  from 
the  development  of  psoroepenns  into  parasites.  These  produce 
nodules,  which  may  be  felt  throu^  the  abdomen.  The  symp- 
toms of  typhoid  fever  are  recc^ized,  diarrhea,  stupor,  slight 
fever  and  hepatic  tenderness  being  usually  present.  Autopsy 
reveals  tuberculous-like  masses  in  the  liver,  spleen,  peritoneum 
and  kidneys.  Cases  have  been  observed  in  which  tuberculosis 
of  the  skin  was  the  final  termination,  the  lymphatics  and  lungs 
become  affected  secondarily, 


DHOBIE  ITCH. 


This  term  is  applied  to  a  group  of  itching  skin  diseases 
which  are  common  in  the  warm  climates.  Three  types  of  the 
disease  are  recognized.  The  first  is  due  to  the  microsporon 
viinutissimum,  the  second  class  represents  the  various  types  of 
tricophyton  or  ring  worms,  while  the  third  type  is  the  dhobie 
itch  or  pemphigtts  contagioeus,  due  to  a  diplococcus.  This 
class  of  diseases  has  been  imported  to  us  from  the  tropics.  The 
disease  always  spreads  by  contact  and  the  dothing  which  is 
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waahed  in  cold  water  ia  the  tiaual  means  of  ita  spreading.  It 
ra&j  be  obtained  by  sexual  intercourae  and  bathing  in  contami- 
nated waters  is  a  common  cause  of  its  dissemination. 

The  lesion  is  found  in  the  parta  covered  with  hair  like  the 
axilla  and  groin.  In  appearance  the  lesion  resembles  a  ring 
worm,  with  acaly  margiue.  The  interior  of  the  patch  is  red, 
glossy  and  bare.  Secondary  infection  usually  starts  from 
scratching.  Smarting  and  itching  are  severe  and  heroic  treat- 
ment is  required  to  obtain  relief.  Improvement  or  a  cure  take 
place  when  cold  weather  arrives. 

The  pemphigua  coniagioms  appears  in  the  form  of  vesicles 
or  blebs.  When  these  break  a  red  and  raw  surface  is  exposed. 
It  may  simulate  varicella  during  its  early  stages,  but  constitu- 
tional symptoms  are  not  present.  The  disease  is  seen  princi- 
pally in  children. 

The  treatment  will  include  the  thorough  cleansing  of  the 
parts  with  green  soap  and  the  application  of  a  parasiticide. 
Vlemiuck's  solution  of  the  sulphuret  of  calcium  has  been  suc- 
cesafully  applied  at  night.  lodin  tincture  painted  over  the 
parts  daily  and  an  ointment  of  ehryaophanic  add  or  the  oleaie 
of  mercury  have  been  advised.  A  saturated  solution  of  sali- 
cylic acid  in  collodium  applied  twice  daily  is  recommended  by 
Hare.  Beiufection  must  be  avoided;  the  underclothing  must 
be  carefully  boiled  and  the  patient  should  avoid  all  other  pos- 
sibilities of  contamination. 

ChiCfers  (Sand  Plea). — This  insect  is  most  common  in 
the  tropics.  It  is  a  very  small  reddish-brown  flea,  which  at- 
taches itself  to  the  surface  of  the  skin.  The  female,  when  im- 
pregnated, burrows  under  the  skin.  When  the  ova  are  mature, 
if  undisturbed,  they  are  expelled  at  the  point  of  entrance. 
Chillers  may  inflict  a  patient  in  large  numbers,  the  exposed 
parts  being  subject  to  the  infection.  Following  the  bite  of  the 
insect  there  is  intolerable  itching,  papules  being  formed,  and 
these  soon  terminate  in  pustules,  ulcers  form  from  these  and 
bealiag  leave  scars.  Extensive  infection  and  sloughing  may 
take  place  when  asepsis  is  not  observed. 

The  treatment  must  include  complete  enucleation  of  the 
pustule  to  get  rid  of  the  parasite.  The  essential  oils,  turpen- 
tine, infusion  of  tobacco  and  mercurial  ointments  have  been 
used  for  the  itchii^. 
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MYIASIS. 

This  infectioD  ma;  occur  from  the  larva  of  the  commou 
blue  bottle-fly.  The  eggs  which  are  deposited  on  the  body 
hatch  ioto  larvae  in  a  few  hours.  Circles  of  minute  spines 
cover  the  body  of  the  worm,  hence  the  term  screw-worm.  The 
larvae  burrow  extensively,  frequently  causing  much  tissue  de- 
struction. On  account  of  their  activity  and  the  cirdes  of 
spines  they  are  not  easily  removed  when  found.  The  larvae 
may  enter  the  noee  and  work  their  way  into  the  ethmoidal  or 
frontal  sinuses  or  meninges.  They  may  also  enter  the  tym- 
panic cavity  by  perforating  through  the  ear. 

The  treatment  consists  in  the  injection  of  strong  parasiti- 
cides into  the  affected  parts.  Carbolic  acid  solution  and  chloro- 
form have  been  successfully  used.  It  is  best  to  apply  these 
directly  on  the  parasites  when  they  may  be  easily  extracted. 

Intestinal  myiasis  occurs  as  the  result  of  the  ingestion  of 
fly-blown  food.  Many  species  of  infection  have  been  observed. 
The  existence  of  the  larvae  is  usually  unknown  until  they  are 
found  in  the  stools.  Severe  gastro-intestinal  symptoms  are  the 
exception.  The  disease  is  most  frequent  in  tropical  countries. 
A  free  purge  usually  removes  the  larvae  from  the  bowels. 

DermAtohia  cyaniventris  arises  from  the  infection  caused 
by  the  deposit  of  eggs,  of  the  common  American  fly,  upon  the 
skin  of  man  and  cattle.  The  cutaneous  tisane  is  penetrated  by 
the  larvae,  pustular  lesions  resulting. 
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Fibnnous  pneumonia  223 

Fibroid  phthisis  223 
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iHa  medinensis  1099 

sanguinis  hominis  1080 
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Gangrene  of  lungs  , 440 

Gasfralgia    685 

treatment  of  867 

Gastrectasis    835 

diagnosis  of  838 

physical  signs  837 

treatment  of  638 

Gastric  contents,  examination  of.  627 

ulceration     , . , .' 658 
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symptoms  of  840 

treatment  of 841 

acute  toxic  642 

symptoms 642 

treatment  of  643 

chronic  catarrhal 644 

diagnosis  of  847 

etiology  of   644 

pathology  of  84S 
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Gin-drinker's  liver  777 

Glanders 258 

acute 267 

dinmic 257 

Glandular  fever tsi 


IX.  1097 

Glassblower's  mouth 601 
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mitral 498 

tricuspid    512 

pulmonary    617 

Intermittent  fever   (see  malarial 

fever)  G4 

Interstitial  pnetmionia 430 

Intestinal  obstruction   708 

internal  stran^lation   700 

fecal  obstruction  709 

intussusception    707 

stricture  and  morbid  growth  708 
obstruction    from    abnormal 

contents 709 

chronic 711 

ulceration 70* 

volvulus 708 

treatment  of 714 

Intestine,  carcinoma  of 723 

constipation 715 

paralysis  of 709 

treatment  of 717 

disturbances  of  motility  —  729 

enteralpia   728 

appendicitis  732 

secretory  disturbances  of ! . . .  728 

sensory  disturbances  of 729 

neuroses  of  728 

nervous  diarrhea 729 

Intestines,  diseases  ot  881 

diagnostic  technique 881 

Intussusception  707 

Irodo(^egia 895 

{adcsonian  epilepsy !«99 

anndice 742 

catarrhal 743 

hematogenous 742 

hepatogenous 742 

malignant 742 

Jiggers  (see  Ckiggert) 1082 

Jumpers 1038 

Justus'  blood-test  for  syphilis...  251 

Kemig's  sign  97 

Kidneys,  amyloid   886 

carcinoma  of 873 

cystic 872 

floating 800 

hyperemia  of,  active  808 

passive    810 

in  diabetes    285 

in  diphtheria    131 

in  gout    310 

in  typhoid  fever  9 

large  white  848 


1099 

mottled    B48 

mobility  of  808 

movable   S07 

rhabdomyoma  of  873 

sarcoma  of 873 

small  white    (see  iceondary 

contracted)    848 

syphilis  of   250 

tuberculosis  of  230 

Klebs-Locffler  bacillus  128 

Klemperer's  test  for  motor  stom- 
ach function  633 

Koplik's  sign,  of  measles 169-160 

Lactic  acid  630 

La  Grinpe  (see  inAiieiaa)  171 

Landry^s  paralysis  933 

Laryngeal  diphtheria  133 

Laryngismus  stridulus 393 

Laryngitis^  acute  388 

chronic    891 

edematous   899 

membranous    133 

spasmodic   393 

^hilitic    397 

tuberculous    395 

Larynx,  diseases  of 388 

new  growths  in  399 

paralysis  of  903 

spasm  of  903 

Lathyrismus   1073 

Lead  poisoning 1067 

Leprosy    254 

anesthetic  form  of  255 

bacteriolcq?  of  254 

diagno»s  of  256 

etiology  of   264 

pathotogy  of 365 

prognosis  of  280 

symptoms  of  255 

treatment  of  256 

tubercular  fonn  of SS4 

Leptomeningitis,  acnte  spinal  . . .  019 

chronic  spinal  OSO 

brain    993 

Leube's  test  for  stomach  motor 

function    082 

Leukemia    865 

blood  in  358 

diagnosis    869 

etiology  of  365 

lymphatic    367 

patholo^  of 865 

prognosis  of 369 

spleen  in  866 

spleno-meduUary    360 

symptoms  of,  general 367 

treatment  of  359 

Leukocythemia    355 

Lipomatosis,  symmetrical  .  -  -  — 1056 

Liihemia    3is 

diagnosis  and  prognosis  —  316 
symptoms  of  310 
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Lithnria 

Link's  diteue  9S4 

Liver  and  bik  tract,  diseaseii  of.  741 

abscess  of  liver 7M 

abnormalities   in    shape   and 

position    741 

amyloid  liver  T03 

acute  yellow  atrophy  of 76S 

catarrhal  jaundice   743 

cancer  of  liver  773 

calculous  cholecystitis    749 

carcinoma     of     gall-bladder. 

etc 7S3 

cholecystitis,      acute      infec- 
tious       747 

cirrhosis  of  liver 77(1 

fatty  liver  7B9 

icterus    742 

hypertrophic  cirrhosis  .  .778,  779 

jaundice    742 

m  phosphorus  poisoning 771 

perihepatitis    704 

stenosis  of  the  bile  ducts 754 

vascular     affections     of     the 

liver    755 

passive  hyperemia   758 

pylethrombosis    767 

pylephlAitis,    suppurative.  7S8 

syphilis  of  247 

■  tuberculosis  of 229 

Lobar  pneumonia   178 

Lockjaw  (see  Mohiu)  286 

Locomotor  ataxia  934 

Ludwig's  angina  599 

Lumbago  871 

Lumbar  puncture  in  meningitis. .  98 

Lumpy  jaw  f see  acHnomyeotis) .  25B 

Lungs,  diseases  of  482 

abscess  of  441 

broncho-pneumonia    432 

carcinoma  of  44* 

circulatoi^  disturbances  of..  422 
chronic   interstitial    pneumo- 
nia     431 

cirrhosis  of 430 

compression  of  450 

edema,  pulmonary  424 

embolism,  pulmonary  429 

emphysema   439 

fever  of  178 

flukes  in  10B8 

gangrene  of 440 

hydatid  cyst  of   448 

hyperemia  of.  active  422 

hypostatic    423 

mechanical    423 

passive   423 

pneumorrhagia    429 

pneumonokoniosis    443 

syphilis  of  249 


Lymphadenoma      (see      fttfuto- 

leuktm^d)     3U 

Lymphatic  glands  in  diphtheria..  131 

Lymph-glands,  tuberculosis  of . . .  t02 
Lymphoma,     multiple     malignant 

(see  pitudo-leukemia)    . . .  8M 
Lymphosarcoma,  malignant    (see 

fiieuda-leitkemia)    360 

Maidismus I0T3 

Malarial  fever  SO 

ague,  cake  in  54 

a^d  form  58 

bacteriology  of  51 

blood  dianges  in  51 

cachexia    58 

comatose  form  86 

complications  of  59 

diagnosis  of 60 

etiology  of  57 

estivo-antnmnal  parasite  of.  56 

hematuria     and    hemoglobi- 

in  typhoid  fever 4 

intermittent    54 

masked  intermittent  58 

mosquitoes  in  51 

pathology  of  54-57 

pernicious  malarial  intermit- 
tent   ._. 55 

Plasmodium  in  51 

predisposing  causes  of  S3 

prognosis  of  60 

pro^ylaxis     61 

quartan  parasite  in  5S 

remittent    57 

tertian  parasite  in   57 

treatment  of   60 

Malignant   diphtheria   133 

Malignant  pustule  (sec  anlkrax)  26o 

Malta  fever  49 

Mammary     glands,     tuberculosis 

of    231 

Mania-a-potu    1082 

Measles    15B 

bacteriolo^  of  158 

complications  in   180 

diagnosis  of  180 

eruptive  stage  169 

etiology  of    158 

French  (see  rubella)  162 

German   (see  rubeHa) 162 

Koplik's  sign  159 

patholo^  of  158 

prognosis  of  161 

symptoms  of    158 

treatment  of  168 

Mediastinum,  diseases  of 469-471 

hemorrhage  of   4T8 

inflammation  of 471 

tumors  of  470 

M^i^re's  disease  901 
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Meningitis,  spinal 9i6 

cerebro-spinal    03 

tuberculous    fl65 

Mercurialism   1070 

Mesenteric     glands     in     tjiphoid 

fever  17 

Micrococcus  lanceolatua  178 

melitensis    4S 

Micturition,  neuroses  of d80 

Migraine    lOBl 

Miliary  fever  276 

tuberculosis    S04,  814 

Milk-sickness  278 

Mind-blindness    S9S-9S3 

Mitral  incompetency   408 

Mitral  insufficiency   498 

diagnosis  of  BOl 

physical  signs  of  501 

symptoms  of  499 

regurgitatiou    468 

with  aortic  regurgitation..  520 

stenosis  fi03 

diagnosis  of  905 

pK&oiogy  of  503 

physical  signs  of S04 

symptoms  of  G03 

Morbus,    maculosus    neonatorum  336 

Morphinism    lOas 

Morton's  neuralgia 863 

Mosquitoes  in  malarial  fever 61 

Motor  oculi  896 

paralysis  of   896 

spasms  of  866 

Mountain  fever  40 

Mucous  colic 728 

Multiple  neuritis  884 

Multiple  cerebro-spinal  sclerosis.  048 

Mumps    166 

complications  in  170 

diagnosis  of  -....  170 

etiology  of  166 

fever  in 170 

symptoms  of   170 

treatment  of  170 

Muscular  atrophy,  progressive...  951 

Muscular  rheumatism    270 

Mushroom  poisoning   1074 

Myalgia    270 

Myiasis    1060 

Myoclonia    1033 

Myelitis,  acute  transverse  921 

chronic    926 

Myocarditis    544 

acute    544 

chronic    546 

physical  signs  of   548 

pathology  of  546 

symptoms  of  547 

treatment  of   549 

Myosis    896 

Myositis  acute  multiple 273 

progressive  ossi&ing 274 


•-X.  110' 

Myotonia    1043 

Myxedema    376 

diagnosis   of    379 

etiology  of   376 

operative    379 

pathology  of  376 

prognosis  of  379 

symptoms  of 377 

treatment  of  879 

with  cretinism  378 

Nematodes    lOIS 

Nephritis,  acute  B34 

diagnosis  of  837 

etiology  of  834 

patliolo^  of  835 

prognosis  of   838 

symptoms  of   636 

treatment  of  888 

chronic    646 

non-indurative    (parenchy- 
matous)     647 

pathology  of  846 

prognosis  of  851 

treatment  of  851-856 

uremia  in   646 

symptoms  of  640 

chronic    indurative    (inter- 
stitial)      8S8 

circulatory  disturbances  in  861 

diagnosis  in   863 

digestive  symptoms  in 862 

etiology  of  859 

nervous  symptoms  in  862 

pathology  of 659 

prc^nosis  of  863 

retinitis  in    862 

respiratory  system  in 862 

symptoms  of   860 

treatment  of  864-867 

urinary  symptoms  in 861 

Nephrolithiasis    628 

Nephydrosis    (see    hydronephro- 

«j)    860 

Nerve,  brachial  plexus  908 

cervical  plexus   908 

eighth   (auditory)    900 

fifth  (trigeminus)    897 

fourth    (patheticus)    806 

lumbar  plexus  609 

motor  oculi  89fl 

ninth    (glosso-pharyngeal)...  003 

optic    805 

olfactory    804 

phrenic    908 

sacral  plexus  606 

seventh  (facial)   898 

sixth   (abducens)    896 

spinal  accessory 90S 

tenth    (pneumogastric)    903 

third  (motor  oculi)  896 

twelfth  (hypoglossal)   907 
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Nervous  complications  in  typhoid    18 

diarrhea    729 

dyspepsia    669 

Neuralgia    888 

cervico-brachial    892 

cervico-occipiUl    891 

crural  892 

femoral  892 

intercostal    891 

Morton's  neuralgia  893 

obturator    892 

of  extremities  892 

of  nede  and  trunk 8»1 

plantar SB3 

trifadai 889 

visceral 8»3 

Neurasthenia    1016 

symptoms  of 101? 

treatment  of  1019 

Neuritis 88S 

focal  8P3 

multi[Je 884 

of  optic  nerve 896 

peripheral  in  diabetes 288 

pernicious  multiple  neuritis. .   830 

Neuromas 887 

Neuroses,  fatigue  1040 

cardiac 357 

of  the  bladder 880 

of  the  intestine 728 

of  the  stomach 666 

New-bom,    hemoglobinuria,  of..  336 

hemorrhagic  diseases  of 335 

morbus  maculosus  of 8M 

syphilis  hemorrhagica  of 336 

Night-blindness 896 

Night-sweats,  in  tuberculosis. . . .  2iS 

treatment  of WO 

Ninth  nerve   f  03 

Noma 549 

Nose,  diseases  of  381 

Nose-bleed  (see  epitlaxis} 387 

Nytalopia    898 

Obesity £38 

treatment  of 340 

Occupation  neuroses  10*0 

Oppler-Boas  bacillus  633 

Optic   atrophy    895 

nerve,  choked  disk  of H95 

neuritis  of   805 

perineuritis  of  895 

tract,  lesions  of 895 

Osteo- arthropathy    1050 

Ovaries,  tuberculosis  of  231 

Oxaluria 821 

Oxyuris  vermicularis 1070 

Pachymeningitis,  spinal  externa..  910 

interna 917 

cerebral   externa    962 

cerebral  interna   983 

Palpitation  of  heart 567 

Palsy,  Bell's  899 


cerebra),  of  children 983 

shaking 1030 

Pancreas,  diseases  of  7S3 

calculi 790 

cardnonia    780 

cysts  of 788 

hemorrhage  into  783 

in  diabetes  862 

Pancreatitis,  acute  7B3 

chronic 786 

Paranephric  abscess   871 

Paralysis,  acute  ascending S33 

agitans 1036 

Bell's  899 

bulbar  654 

family   periodic    1042 

general,  of  insane 990 

glosso-labio-laryngeal    9S* 

mtra-ocular  890 

Parkinson's  disease   1036 

Osteomalacia  324 

diagnosis  of   335 

pathology  of  SS4 

prognosis  of  336 

treatment  of  825 

Paralysis,  hysteric 110 

muscular        pseudo  -  hyper- 
trophic    96 

of  spinal  accessory  nerve.  . . .  905 

spinal,  Brown-Sequard's 959 

Paramyoclonus  multiplex 1033 

Paraplegia,  ataxic 942 

hereditary  spastic  947 

senile,  acute  and  chronic  . . .  932 

Paratyphoid   fever   39 

Paresis,  general    B90 

Parkinson's  disease 1036 

Parotiditis  (see  forod'fii) 169 

Parosmia 394 

Parotitis 109 

metastatic 001 

Parrof s  ulceration  674 

Patbeticus 896 

Pellagra 1073 

Pepsin,  test  for  681 

Pericarditis 473 

acute  plastic  474 

adhesive 484 

chronic   484 

fibrinous  474 

purulent  «88 

sero-fibrinous  470 

Perihepatitis 704 

Paranephric  abscess 871 

Perineuritis,  optic 896 

Peristalsis,  diminished,  of  stom- 
ach    679 

Peristaltic  unrest 079 

Peritoneum,    carcinoma   of 801 

dropsy  of   801 

tuberculosis  of   288 

new  growths  in   901 
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Peritonitis,  acute  71 

adhesive 71 

drcuniBcribed    Tl 

chronic    71 

locajized    71 

tabercutous   71 

in  typhoid  fever  10,  17,  ; 

proliferative    71 

Peritonsillar    abscess    Oi 

Pertussis,  (see  whooping-cougK)  1( 

Pestis,   major    I 

minor    < 

Petit    mal    91 

Peyer's  patches  in  tn>hoid 

Pharyngeal   diphtheria   i: 

Pharyngitis    a 

acute  catarrhal a 

chronic a 

gangrenous  6 

phlegmonous    6. 

treatment  of    6 

Pharynx,    ulceration    ol 6* 

tuberculosis  of   0' 

syphilis  of   a 

Phosphaturia,    8; 

Phosphorus- poisoning,  liver  in, ,  7' 

Phrenic  nerve  ft 

Phthisis,  acute  pneumonic 2 

Plague    

badllus  of    ' 

bubo  in   

diagnosis  of  '■ 

etiwogy  of  '■ 

modes  of  transmission ' 

protective  inoculation  in \ 

prognosis   of    < 

pneumonic    form    : 

septicemic    form    \ 

symptoms   of    ! 

varieties    of    ! 

Plasmodium  malariae  I 

Pleurae,    diseases   of    4- 

Pleurisy   A' 

acute  plastic    4' 

diagnosis  of  4' 

etiology  of  4' 

pathology  of  4' 

prognosis  of  4' 

treatment  of  4' 

chronic  diy 4i 

with    effusion    4i 

diaphraKmatic    41 

encysted    4! 

hemorrhagic   41 

interlobar    4i 

neoplasms  in 4i 

sero-fibrinous   i' 

diagnosis  of  4i 

etiology  of  4' 

patholiwy   of    41 

physicalsigns  of  *'. 


special  forms  of 463 

symptoms  of   4S0 

treatment  of  457-4S9 

tuberculous  


Pleurodynia    271 

Pleuro-typhoid    21 

Plumbism    1067 

Pneumogastric  nerve    M3 

Pneumonia,  lobar  


age  m    

alcohol  m  

bacteriology  of 

bronchitis  in    

broncho-pneumonia  in 
digestive    disturbances 

duration  of 

cardiac  features  in  .. 
cerebral  symptoms  in 
chronic  interstitial  . . . 
clinical  varieties  in . . . 
complications  in  


180,  ■ 


.    of 


edema  of  lun^  in  

endocarditis  m    

etiology  of 

lesions  of  other  organs  i 

leukocytosis    in    

meningitis  in  

nervous  symptoms  in  ...184,  1 

pathology  of   

pericarditis  in   

phthisis 

physical  signs  in  

pleurisy  in 

predisposing  causes    in.. 179, 

prognosis   of    

pulse  in  

respiration   in    , . , 

typhoid  in    187, 

treatment  of  

f;eneral  management  
Dcal    applications    

stimulants   

hydrotherapy   

special  features  

medicines  in  

Pneumonitis     {iee    lobar    pneu- 
monia)      

Pneumonokoniosis   

Pneumopericardium   

Pneumorrhagia    

Pneumothorax  

Biemiers'  test   

coin-test  in  

diagnosis    of    

physical  signs  in   

symptoms  of  
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1104  INI 

treatment  of    4ST 

Wintrich'i    siga    460 

Podagra  (»«  gout) 306 

Poisoning  by  fish 1072 

lor  grain    1073 

tqr   infected   milk    1071 

Iv   meat    107! 

bj  musbrooms  1074 

Polioencephalitis,  superior  acute.  072 

inferior  acute 072 

Poliomyelitis  anterior 829 

Poliomyositis,  acute    273 

Probable  infectious  diseases 870 

muscular  rheumatism  370 

acute  multiple  myositis  ....  273 
chronic     articular     rheuma- 
tism      S74 

foot  and  mouth  disease 280 

glandular    fever    S81 

Wei]*«  disease   2Te 

febricul&    277 

milk-»ickness    276 

miliary  disease  279 

Progressive  muscular  atrophy.,.  951 

Propeptone,  test  for  B31 

Pseudo-angina    670 

Pseudo-diphtheria    128 

Pseudophobia 265 

Pseudo-leukemia  360 

diagnosis  of  362 

ctioltwy  of   360 

pathology  of 360 

prognosis   of    363 

symptoms  of 361 

treatment  of    363 

Psoriasis,    buccal    599 

lingual    598 

Psorospermiasis     1088 

Pseudo-muscular    hypertrophy...   956 

Ptomaine  poisoning   1071 

Ptyalism    599 

Pidmonary  apoplexy  429 

atelectasis    432 

edema    424 

embolism    429 

incwnfietency    fil7 

regurgitation    817 

stenosis    617 

Pulse  in  ^phoid  fever 11 

Pulse- respiration,  ratio  in  pneu- 

Pulsus  bigeminus  565 

paradoxus   565 

trigeminus    565 

Purpura    331 

arthritic   332 

diagnosis  of  334 

hemorrhagica   333 

Henoch's  333 

primary    332 

prognosis  of  334 

secondary  331,  332 


simple   333 

treatment  of  334 

Pustule,     malignant      (see     im~ 

tkroji)    260 

Pyelitis    866 

Pyelonephritis    866 

Pyemia    112 

bacteriology  of 112 

diagnosis  of  114 

etiology  of 112 

pathoto^  of 113 

prognosis    of    114 

symptoms   of    113 

treatment  of    114 

Pylephldjitis,  suppurative  7S4 

PylethrorabosJs   757 

Pyloric  relaxation 670 

Pylorospasm     679 

Pyonephrosis     866. 

Pyopneumothorax    464 

Pyrosis    678 

Pyuria    817 

Quartan  fever,  ameba  of  .  i 5! 

Quincke's  lumbar  puncture 98 

Quinsy     603 

Rabies    (see  hydrojihobia) 262 

Race  in  tuberculosis   199 

Rachitic  paralysis   319 

rosary    380 

Rachitis    318 

diagnosis    of    321 

etiology  of   318 

patholo^  of   319 

prognosis  of   321 

symptoms  of  320 

treatment  of  321 

Ragpicker's  disease   262 

Ray  fungus    298 

Raynaud's  disease    1063 

Rectum,  sj^pbilis  of  249 

Regurgitation,  aortic  605 

mitral  498 

pulmonary    617 

tricuspid    612 

Relapsing   fever    46 

complications  of  48 

diagnosis   of    48 

prognosis  of  48 

treatment  of    49 

Renal  calculi   828 

colic,  treatment  of  833 

cyst    872 

Rennet    ferment    631 

zymogen    032 

Respiratory  system,  diseases  of.  .  361 

Retention  of  urine  882 

Retina,   hemorrhage  into    B04 

Retinitis     894 

albuminuric    894 

syphilitic    894 

pigmentary    894 

Retropharyngeal  abscess   Oil 
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Rhabdomyoina,  of  ktdney  B73 

Rheumaiic  fever  115 

bacteriolonr  of  117 

cardiac  involvement  in IIB 

chorea    117 

complications  in  119 

diaffoosis  of ISO 

etiok^y  of  llfl 

endocarditis  in llT 

joint  involvement  in  113 

myocarditis  in  120 

nervous  symptoms  in  119 

nodules  in   120 

patholo^  of  IIT 

pericarditis  in  IIB 

prognosis  in  121 

skin  in  IIB 

symptoms  of 117,  llB 

treatment  of 181 

kxai 182 

internal   122 

Rheumatism,  chronic  articular. . .  274 
Rheumatoid  arthritis  (see  arlhri- 

tU  deformans)  300 

Rhinitis,  acute  381 

chronic    383 

Rice-water  stools  of  dudera....    77 

Rickets  (tee  raclutit)    318 

Rock  fever  (see  Mtdta  ftvtr) ...    M 

Rothehi  (sc«  rubella) 162 

Round-worm    1Q7S 

Rubella   Its 

complications  in  IH 

diaraiosis  of  IM 

etioloKy  of  16S 

prognosis  of  IM 

symptoms  of  103 

treatment  of IH 

Rubeola  notha  (see  rtibtlla) IBS 

Rntnination    678 

Salivation    909 

Sapremia  110 

Sarcoma  of  the  kidney  873 

of  liver  772 

Saturnism .1067 

Sausage  poisoning  107S 

Scarlatina  (see  scarlet  fever)....  149 

Scarlet  fever  149 

bacteriology  of  140 

cardiac  complications  in 1S3 

complications  in 152,  153 

desquamation  in  IBl 

diagnosis  of 193 

eruption  in  15o 

etitMogy  of  149 

leukocytosis  in  ISl 

malignant  U2 

modes  of  conveyance  ...149,  ISO 

neuritis  in  187 

nervous  sjmiptoms  of  . .  .151,  1S3 

paralysis  in  I&3 

pathology  of  ISO 


predisposing  causes  in  150 

prognosis  of IH 

symptoms  in  150 

treatment  of  IH 

disinfection  15s 

gtoeral  1S4 

local    ISfi 

prophylactic   154 

remedies  in   155-157 

rash    in    149-151 

tongue  in    151 

ty^    of    151,  152 

urme  in   161 

Schoenletn's  disease   332 

Schott  baths,  in  heart  disease..  5S6 

Sciatica    892 

Scleroderma   1055 

Sclerosis,  amyotrophic  lateral...  9S3 

arterial   874 
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